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in  acute  nausea  and  vomiting 

Nausea  and  vomiting,  whether  induced  by  vertigo,  dizzi- 
ness or  motion  sickness,  are  effectively  controlled  by 
Dramamine  (dimenhydrinate).  Available  in  easy-to  take 
liquid  form  and  the  tablet  form  which  is  ideal  for  the 
traveler. 

Precautions:  Patients  should  be  cautioned  against  oper- 
ating automobiles  or  dangerous  machinery  because  of  pos- 
sible drowsiness.  Dimenhydrinate,  notably  nontoxic  itself, 
may  mask  the  symptoms  of  streptomycin  toxicity. 


■^dramatic  results  with 

Dramamine 

dimenhydrinate 
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higher  activity  levels  than 
other  tetracyclines 


1-2  days’ "extra"  activity 


DAYS  1 2 3 4 5 6 


duration  of  therapy,  tetracycline 


duration  of  activity,  tetracycline 


gives  you  an  "extra  dimension"  of  antibiotic  control , 

Effective  in  a wide  range  of  everyday  infections-respiratory,  urinary  tract  and  others— in  the  young  f 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive.  | 
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DEMETHYLCHLORTETRACYCLINE  HC1 


Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vagin- 
itis, dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of 
direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function. 
The  possibility  of  tooth  discoloration  during  development  should  be  considered  in  administering  any  tetra- 
cycline in  the  last  trimester  of  pregnancy,  in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg. 
and  75  mg.  of  demethylchlortetracycline  HCI.  Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Abstracts  of  Board  Actions 

Meetings  of  May  17-21,  1964 

Sherman  House,  Chicago 


Jirkg  and  Siegel  to  Attend  Political  Conventions 

Dr.  Frank  Jirka,  River  Forest,  was  named  official  representative  to  attend  and  appear  be- 
fore the  Platform  Committee  of  the  Democratic  Convention  in  Atlantic  City.  Dr.  V.  P.  Siegel, 
East  St.  Louis,  was  named  to  the  Republican  Convention  in  San  Francisco. 

Board  Agrees:  No  Fathers  in  Delivery  Room 

At  the  request  of  Dr.  Franklin  D.  Yoder,  Director  of  the  State  Department  of  Public  Health, 
the  Board  reaffirmed  its  support  of  the  present  regulation  which  prohibits  fathers  in  the  obstetri- 
cal delivery  room. 


Master  Maternal  and  Perinatal  Mortality  Plan  Approved 

Approval  was  given  to  proceed  with  planning  for  a committee  to  coordinate  all  maternal 
and  perinatal  morbidity  and  mortality  studies  in  the  state.  This  committee  would  establish  a uni- 
form procedure  for  reporting,  classifying  and  analyzing  all  such  cases.  It  would  include  the  Ma- 
ternal and  Perinatal  Registry  Committee  of  the  Illinois  Association  for  Maternal  and  Child  Health; 
the  Joint  Maternal  Welfare  Committee  of  Cook  County;  the  Maternal  Welfare,  Perinatal  Mor- 
tality and  Child  Health  committees  of  ISMS,  and  the  Suburban  Maternal  Welfare  Committee. 
The  program  would  be  implemented  by  a grant  to  be  obtained  through  the  Educational  and 
Scientific  Foundation  of  ISMS. 


Staff  to  Produce  Pilot  Program  on  Aging 

Dr.  E.  W.  Cannady,  speaking  for  the  Committee  on  Aging,  reported  that  apathy  at  the 
local  level  has  made  it  impossible  to  achieve  success  with  district  programs.  It  was  decided 
that  the  staff  of  ISMS  should  establish  a pilot  program  in  one  of  the  trustee  districts  to  test 
whether  this  and  similar  programs  might  be  successful  at  the  district  level. 


Political  Candidates  to  Get  Fair  Deal  on  Mailings 

The  Board  enacted  the  following  policy  concerning  the  use  of  ISMS  mailing  lists  by  polit- 
ical candidates: 

1.  The  list  will  be  restricted  to  candidates  in  the  presidential  election  and  in  state-wide 
elections  in  Illinois. 

2.  Upon  receipt  of  a request  from  one  candidate,  the  candidate  of  the  other  major  party 
will  be  notified  and  the  list  will  be  made  available  to  him. 

3.  ISMS  will  reserve  the  right  to  approve  the  contents  of  the  mailing. 

4.  The  candidate  will  be  charged  the  actual  cost  of  the  addressing  service. 
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Trustees  Give  O.K.  to  Idea  of  Chicago  Medical  Museum 


At  the  request  of  Dr.  Worling  Young,  the  Board  approved  in  principle  the  development  of 
a medical  museum  in  the  west  side  medical  center  of  Chicago.  No  money  was  requested  for  the 
project  which  would  be  paid  for  either  by  a bond  issue  or  by  private  subscription.  The  nucleus 
of  the  museum  would  be  30  OB-GYN  exhibits  belonging  to  Dr.  Frederick  Falls,  Miss  Charlotte 
Holt  and  the  State  Department  of  Public  Health. 


Role  of  Alcohol  in  Car  Deaths  to  Undergo  Study 

The  Committee  on  Public  Safety  will  work  with  the  State  Department  of  Public  Health  on  a 
project  to  correlate  blood  alcohol  studies  with  mortalities  resulting  from  automobile  accidents. 
Blood  samples  will  be  drawn  from  two  types  of  fatalities:  (1)  drivers  of  vehicles,  (2)  pedestrians 
more  than  16  years  old.  All  data  will  remain  confidential. 


Kerner  and  Percy  Both  Asked  to  Retain  Yoder 

Because  of  the  excellent  relationships  which  have  existed  between  the  State  Department 
of  Public  Health  and  ISMS  under  the  directorshi  p of  Dr.  Franklin  D.  Yoder,  letters  will  go  to  both 
Gov.  Kerner  and  Mr.  Percy  expressing  the  hope  that  Dr.  Yoder  and  his  excellent  professional 
staff  will  be  retained  after  the  election  in  November. 


Blue  Shield  Survey  Endorsed — Please  Cooperate 

The  cooperation  of  ISMS  in  a survey  by  the  National  Association  of  Blue  Shield  Plans  was 
pledged  by  the  Trustees.  The  survey  is  planned  to  determine  the  adequacy  of  the  Blue  Shield 
plan  in  meeting  total  charges  made  by  physicians  for  their  services.  Both  physicians  and  patients 
will  be  sampled  in  the  mail  survey. 


Retirement-lnvestmnt  Plan  Goes  to  Finance  Committee  for  Review 

The  Committee  on  Medical  Economics  presented  a proposal  covering  a retirement-invest- 
ment plan  for  ISMS  members.  It  was  approved  in  principle.  However,  a recommendation  that 
ISMS  provide  consultation  services  without  charge  to  the  plan  was  referred  to  the  Finance  Com- 
mittee for  consideration. 


Disaster  Medical  Care  Training  Plans  Move  Along 

The  Committee  on  Disaster  Medical  Care  reported  that  it  is  working  with  the  Department 
of  Civil  Defense,  the  Illinois  Department  of  Public  Health  and  the  Illinois  Hospital  Association 
in  laying  groundwork  for  the  establishment  of  a unique  program  designed  to  train  medical, 
para-medical  and  hospital  personnel  in  the  utilization  of  the  68  Civil  Defense  Emergency  Hospi- 
tals stored  underground  in  various  parts  of  the  state. 


Dates  for  1964-65  Board  Meetings  Confirmed 

The  schedule  of  Board  of  Trustee  meetings  for  the  coming  year  was  confirmed: 
July  18-19  Bismarck  Hotel,  Chicago 

Sept.  19-20  Ambassador  Hotel,  Chicago 

Jan.  16-17  Sherman  House,  Chicago 

Mar.  13-14  LaSalle  Hotel,  Chicago 

May  16-20  Sherman  House,  Chicago 


for  July,  1964 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol" 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 


WALLACE  LABORATORIES/  Cranbury.  N.  J. 
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I SEE  IT  FROM  '360' 


By  Robert  L.  Richards 
Executive  Administrator 


IAP  Provides  New  Mechanism 
For  Advancing  Professional  Ideals 


A giant  step  forward  in  the  advancement  of 
professional  ideals  and  goals  is  currently  being 
carried  out.  in  our  state  with  the  establishment 
of  the  Illinois  Association  of  the  Professions. 
The  degree  of  success  achieved  by  this  associ- 
ation depends  in  large  measure  upon  your  sup- 
port— and  the  support  of  your  fellow  profes- 
sionals in  Illinois.  A brochure  detailing  the 
activities  of  IAP — the  contents  of  which  are 
summarized  in  the  following  article-— ivill  soon 
be  sent  to  the  entire  ISMS  membership  plus 
25,000  other  professional  men  in  Illinois.  ISMS 
members  who  wish  to  join  IAP  in  advance  of 
this  mailing  may  do  so  simply  by  mailing  a 
check  or  money  order  for  $10  to  my  attention 
at  the  Illinois  State  Medical  Society,  360  North 
Michigan  Avenue,  Chicago,  Illinois  60601. 

The  Illinois  Association  of  the  Professions  is 
a nonprofit  corporation,  incorporated  under  the 
laws  of  Illinois  on  February  6,  1964. 

It  was  created  to  provide  the  organizational 
machinery  whereby  the  combined  strength  and 
counsel  of  all  professions  can  be  utilized  for 
the  advancement  of  professional  ideals  and  the 
promotion  of  professional  welfare.  The  com- 
bining of  forces  should  not  only  strengthen  the 
traditional  rights,  privileges,  and  responsibilities 
of  each  profession,  it  should  also  provide  better 
professional  services  for  the  public. 

IAP  is  not  a political  organization.  It  is  non- 
partisan. However,  it  will  serve  its  members  as 
one  practical  medium  of  communication  be- 
tween the  professions  and  legislative  bodies. 

IAP  does  not  replace  any  one  professional 
society,  compete  with  it,  or  duplicate  its  efforts. 
It  rather  supplements  efforts,  programs  and 
services  of  the  individual  state  professional  so- 
cieties. The  professional  societies  must  func- 
tion for  the  profession  each  represents.  The  IAP 


will  benefit  the  individual  member  by  helping 
him  protect  and  perpetuate  the  individual  priv- 
ileges and  responsibilities  of  the  professional 
person. 

The  seven  state  professional  societies  which 
founded  the  IAP  are:  Architects  Association  of 
Illinois;  Illinois  State  Dental  Society;  Illinois 
Society  of  Professional  Engineers;  Illinois  State 
Medical  Society;  Illinois  Pharmaceutical  Asso- 
ciation; Illinois  State  Veterinary  Medical  As- 
sociation, and  the  Illinois  State  Bar  Association. 
Admission  of  other  professional  societies  to 
membership  is  provided  for  in  the  IAP  bylaws. 

The  IAP  is  governed  by  a Board  of  Directors; 
and  Board  recognition,  rather  than  control,  is 
accorded  to  those  professions  having  larger 
numbers  of  individual  members.  IAP  bylaws 
provide  that  the  Board  of  Directors  of  each 
State  Organization  shall  designate  two  of  its 
members,  who  are  also  members  of  IAP,  to 
serve  as  Directors.  In  addition  to  those  so  desig- 
nated, Directors  are  also  elected  from  the  gen- 
eral membership  at  the  IAP  Annual  Meeting. 

Each  IAP  member  automatically  receives  a 
subscription  to  MONITOR,  a quarterly  publi- 
cation of  the  Association  of  the  Professions.  Spe- 
cial reports  and  studies  are  disseminated  di- 
rectly to  the  individual  member. 

Annual  dues  for  an  individual  member  in 
IAP  is  $10.  Annual  dues  for  a Professional  So- 
ciety is  $100. 

Only  by  coordinated  action  can  the  profes- 
sions clearly  demonstrate  to  the  general  public 
why  they  do — what  they  do — in  the  way  they 
do  it  and  why  that  “way”  is  in  the  best  interest 
of  the  public.  The  Illinois  Association  of  the 
Professions  is  the  only  organization  in  the  State 
of  Illinois  which  can  supply  this  coordinated 
action. 
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Medical  Aspects  of  Juvenile  Delinquency 

James  B.  Gillespie,  M.D.,  Urbana 


With  the  possible  exception  of  the  psychia- 
trist, the  pediatrician  is  perhaps  more  intimately 
associated  with  the  problem  of  juvenile  de- 
linquency than  is  any  other  type  of  physician. 
This  fact  has  long  been  acknowledged  by  the 
American  Academy  of  Pediatrics.  During  the 
mid  1950s,  therefore,  the  Academy  established 
a national  committee  to  study  the  medical  as- 
pects of  delinquency,  to  make  recommendations 
regarding  the  pediatric  role  in  approaches  to 
the  problem,  and  to  cooperate  with  auxiliary 
groups  in  attacking  it. 

In  1960  the  Academy  composed  and  distrib- 
uted a brochure  entitled  The  Pediatrician  s Role 
in  Preventing  Delinquency  to  the  Academy 
membership  and  to  other  interested  groups  and 
individuals.  This  publication  pointed  up  a work- 
able concept  of  juvenile  delinquency  to  the 
practicing  pediatrician.  It  also  offered  concrete 
suggestions  for  medical  approach  to  the  preven- 
tion, control,  and  diagnosis  of  this  problem. 

Only  the  family  and  the  schools  have  contact 
with  all  children.  However,  pediatricians,  gen- 
eral practitioners,  health  department  personnel, 
and  nursery  school  attendants  have  contact  with 
a significant  number  of  them.  In  actual  practice, 
these  and  the  other  agencies  which  supervise 
the  activities  of  children  in  the  preschool  period 
have  not  yet  crystallized,  delineated,  and  de- 
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veloped  their  roles  in  the  early  identification  of 
delinquency.  Though  many  children  may  not 
be  accessible  to  medical  persons  and  groups  for 
any  significant  period,  a considerable  number 
are.  It  is  with  these  children  that  the  pedia- 
trician does  see,  that  he  has  a primary  respon- 
sibility. 

Although  juvenile  delinquency  is  not  exclu- 
sively a medical  problem,  it  is  very  much  a phy- 
sician’s concern.  In  the  child’s  early  years,  the 
pediatrician’s  advice  to  parents  can  be  a major 
factor  in  providing  the  kind  of  understanding 
management  which  can  prevent  development  of 
attitudes  and  feelings  leading  to  deviant  be- 
havior. The  physician  may  help  to  prevent  or 
modify  physical  illnesses,  defects,  and  handi- 
caps which  may  often  represent  a major  factor 
in  producing  delinquent  behavior. 

A ten-year  study  of  500  delinquents  and  500 
non-delinquents1  showed  that  one-half  of  the 
delinquent  groups  were  less  than  eight  years 
of  age  when  antisocial  tendencies  first  became 
prominent.  Nine-tenths  of  them  were  less  than 
11  years  of  age  when  these  tendencies  ap- 
peared. It  is  known  that  the  treatment  of  the 
vulnerable  child  and  the  delinquent  is  more 
effective  if  it  is  given  before  or  at  the  beginning 
of  puberty.  At  such  times  the  child  is  not  con- 
fronted with  the  additional  problems  of  normal 
adolescence.  Delay  in  therapy  results  in  pro- 
longation and  greater  expense,  with  reduction 
in  chances  for  rehabilitation. 

This  study  also  described  a scale  based  upon 


five  social  factors  which  most  sharply  differen- 
tiate the  delinquent  from  the  non-delinquent 
boy.  Those  factors  operating  in  the  life  of  the 
pre-school  child  include:  (1)  discipline  of  the 
boy  by  the  father;  (2)  supervision  of  the  boy 
by  the  mother;  (3)  affection  of  the  father  for 
the  boy;  ( 4 ) affection  of  the  mother  for  the  boy;, 
and  (5)  cohesiveness  of  the  family. 

A weighted  score  is  attached  to  each  factor 
and  its  sub-classifications.  The  weight  of  the 
factor  had  been  determined  by  its  prevalence 
in  a previous  study.  Others  have  corroborated 
the  validity  of  these  studies  among  groups  of 
several  racial  origins. 

The  appearance  of  anti-social  behavior, 
whether  noted  initially  at  home  or  in  the  school, 
is  usually  called  first  to  the  attention  of  the 
family  physician.  The  time  he  spends  in  listen- 
ing, his  efforts  to  find  and  demonstrate  any 
physical  disorder  or  handicap  which  contribute 
toward  development  of  aberrant  behavior,  and 
his  endeavor  to  obtain  assistance  from  other 
professional  or  specific  agencies  dealing  with 
delinquency  may  be  major  factors  in  the  con- 
trol of  any  individual  problem. 

Dr.  Lee  Forrest  Hill  tells  about  the  father 
who  consulted  him  after  his  teen-age  son  was 
involved  in  a “brush  with  the  law.”  The  father 
remarked,  “Dr.  Hill,  we  didn’t  do  a very  good 
job  in  raising  John,  did  we?”  This  observation 
seems  to  indicate  that  some  parents  consider 
the  physician’s  responsibility  to  be  more  than 
the  supervision  of  physicial  health  alone. 

The  pediatrician’s  main  role  in  combating 
juvenile  delinquency  is  in  the  area  of  preven- 
tion. Once  the  child  has  transgressed  the  laws 
of  the  community  and  has  become  a legally- 
defined  delinquent,  the  task  of  rehabilitation  is 
a difficult  one.  No  completely  satisfactory  solu- 
tion of  the  problem — and  certainly  no  simple 
one — exists  at  present. 

As  indicated,  the  family  physician  is  prob- 
ably the  first  person  to  be  contacted  when  a 
child’s  emotional  deviation  is  first  detected.  A 
pediatrician’s  medical  background  and  special 
capabilities  for  the  assessment  of  growth  and 
development,  and  his  close  relationship  to  the 
family  affords  opportunities  for  unusual  service. 
The  absolute  necessity  of  providing  a healthy 
emotional  environment  in  the  home  must  often 
be  pointed  out  to  parents  who  are  experiencing 
difficulty.  Not  infrequently,  the  pediatrician,  as 


friend  and  counselor,  can  transmit  appropriate 
advice  more  successfully  in  a short  interview 
than  the  best  planned  agency  program  can 
convey. 

Medically  speaking,  many  children  are  cast 
adrift  at  adolescence.  Until  recently,  the  child’s 
contact  with  his  pediatrician  was  often  abrupt- 
ly ended  at  an  arbitrary  age  between  14  and  16 
years.  This  often  occurred  without  any  effort  on 
pediatrician’s  part  to  arrange  for  a continuum 
of  medical  care  through  other  sources. 

In  the  past  few  years  pediatricians  have  rec- 
ognized the  importance  of  pediatric  supervision 
of  the  adolescent.  The  emotional  and  physical 
problems  of  this  teen-age  group  may  be  most 
satisfactorily  handled  by  the  physician  who  has 
always  cared  for  and  counseled  these  young 
people  in  the  past.  Facilities  that  provide  com- 
plete medical  care  for  the  adolescent  have  been 
established  in  some  areas.  One  example  of  such 
a facility  is  the  Adolescent  Center  in  Boston. 

Katherine  Oettinger2  states  that  “out  of  the 
many  approaches  to  delinquency,  evaluation 
and  studies  all  point  to  one  inescapable  fact — 
that  the  prevention  and  control  of  delinquency 
demands  close  coordination  among  all  the  or- 
ganizations of  the  community — the  schools,  the 
churches,  the  law  enforcement,  health  and  wel- 
fare agencies.”  Basically,  the  problem  of  delin- 
quency prevention  is  a problem  of  social  or- 
ganization or  reorganization.  Other  approaches 
have  merit  only  to  the  degree  that  they  con- 
tribute to  such  reorganization.  Students  of  de- 
linquency are  becoming  increasingly  aware  how 
necessary  it  is  to  reach  out  beyond  the  child 
and  his  family  when  they  attempt  to  prevent 
delinquency.  It  is  suggested  that  the  most  ef- 
ficacious approach  for  modifying  the  operating 
milieu  of  the  bulk  of  our  delinquents  is  through 
the  widespread  establishment  of  community- 
centered  programs  of  prevention. 

We  are  approaching  a critical  situation  be- 
cause we  have  failed  to  reverse  the  rising  trend 
in  juvenile  delinquency.  The  present  local, 
state,  and  national  resources  for  the  detection, 
treatment,  and  rehabilitation  of  delinquent  or 
predelinquent  children  are  inadequate,  unevenly 
distributed,  and  severely  strained.  These  agen- 
cies will  experience  difficulty  in  dealing  with 
problems  such  as  further  increases  in  our  youth 
population  and  the  subsequent  rise  in  delin- 
quency. The  services  of  all  concerned  individ- 
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uals,  disciplines  and  voluntary  agencies  are  sore- 
ly needed  in  such  complex  programs  as  delin- 
quency prevention. 

A pediatrician  has  a dual  responsibility  in 
delinquency  prevention,  both  as  a physician 
and  as  a citizen.  As  a respected  citizen  recog- 
nized for  his  special  concern  for  all  the  prob- 
lems of  youth,  he  may  be  a potent  force  in 
stimulating  community  interest  in  the  delin- 
quency problem. 

Voluntary  health  and  welfare  agencies  are 
American  institutions  developed  within  the  past 
half  century.  A good  many  of  them  are  active  in 
the  field  of  delinquency  prevention,  detection, 
and  control.  These  agencies  will  request  the 
pediatrician’s  participation  in  the  formulation 
and  implementation  of  their  programs.  Assum- 
ing such  responsibility  is  his  moral  obligation. 
Only  by  so  doing  can  a pediatrician  assist  the 
large  group  of  children  and  young  people  in  the 
United  States  who  have  little  contact  with 
physicians,  and  who  can  only  be  reached  by  a 
multidisciplinary  approach  at  the  community 
level. 

A physician  may  serve  the  agency  both  by 
promoting  its  objectives  and  guiding  its  policies 
and  procedures  along  lines  that  conform  to 
sound  medical  practice.  In  the  coming  decade, 
one  of  the  major  needs  in  the  field  of  delin- 
quency prevention,  control,  and  treatment  is  in- 
creased citizen  leadership  and  participation. 

The  physician  should  have  knowledge  of 
both  his  community  resources  and  needs  as  re- 
gards delinquency.  A knowledge  of  successful 
programs  in  other  communities  can  be  applied 
to  bring  similar  improvements  to  the  local  scene. 
Eradication  of  delinquency  cannot  be  relegated 
to  law  enforcement  agencies  alone,  and  there 
are  in  many  communities  several  agencies  con- 
cerned with  both  the  individual  child  and  the 
broad  community  problem.  The  pediatrician 
should  know  all  community  resources  equipped 


to  aid  children  of  various  ages,  and  he  should 
disseminate  this  information  to  those  who  need 
the  knowledge. 

Medical  students  have  been  well  grounded 
in  the  concepts  of  organic  medicine,  but  there 
has  been  a deficiency  in  teaching  the  techniques 
of  observation  of  environment  and  the  cultural 
and  social  problems  of  the  family.  Students  at 
undergraduate  levels  must  be  afforded  op- 
portunities for  repeated  and  extended  observa- 
tion of  normal  as  well  as  sick  children  and  their 
families.  In  several  medical  schools  teaching 
programs  have  been  developed  with  a decided 
family  slant.  Stitt  et  al,3  reporting  on  the  pedi- 
atric experience  in  a Family  Health  Clinic  in 
Boston,  concluded  that  “the  described  clinic 
pattern  is  conducive  to  joint  pediatric  and  psy- 
chiatric exploration  of  family  personality  and 
development,  and  to  early  identification  and 
furtherance  of  parental  strength — factors  which 
make  the  clinic  pattern  helpful  in  the  teaching 
and  practice  of  child  health  supervision.” 
Growth  and  development  can  logically  form  the 
framework  for  considerable  portions  of  an 
undergraduate  medical  curriculum. 

In  conclusion,  it  might  be  indicated  again 
that  juvenile  delinquency  cannot  be  solved  by 
any  single  group  or  discipline.  It  is  a civic 
problem  that  must  be  met  by  the  combined 
resources  of  a community.  The  pediatrician  is 
uniquely  qualified  by  training  and  experience 
to  contribute  significantly  to  the  general  prob- 
lem, both  as  a physician  and  as  a citizen  in  his 
community.  Both  an  opportunity  and  a respon- 
sibility are  apparent. 
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Lymphosarcoma  Producing 
Mikulicz  Syndrome 

Benjamin  E.  Robinson,  M.D.*,  and  Robert  M.  Hoyne,  M.D.** 


H.  P.  Hinsworth  is  quoted  as  follows  on  the 
subject  of  Syndromes — “We  are  now  witnessing 
a liberation  of  medical  thought  by  the  substitu- 
tion of  ‘Syndromes’  for  ‘disease  entities’  as  the 
units  of  illness.  Disease  entity  implies  that  any 
particular  illness  has  a specific  cause,  a sort  of 
invariable  pre-requisite  for  the  illness.  The  syn- 
drome has,  as  its  philosophical  basis,  not  spe- 
cific disease  factors  but  a chain  of  physiological 
processes,  interference  with  which  at  any  point 
introduces  the  same  impairment  of  bodily  func- 
tion. The  same  syndrome  may  thus  arise  from 
many  different  causes.”1 

Johann  von  Mikulicz  first  described  the  con- 
dition which  bears  his  name  in  1888.  Four  years 
later  he  wrote  a detailed  report  of  a case  and  a 
review  of  the  literature.2  The  syndrome  consists 
of  bilateral  painless  enlargement  of  the  salivary 
and  lacrimal  glands,  and  is  often  accompanied 
by  decreased  salivary  and  lacrimal  secretions. 

The  following  is  a case  of  Mikulicz  syn- 
drome, produced  by  lymphosarcoma  which  is 
similar  in  many  respects  to  that  reported  by 
Miller  and  Eusterman4  in  1944.  The  etiologic 
diagnosis  was  made  by  histopathologic  exami- 
nation of  a biopsy  specimen  taken  from  the 
lacrimal  gland.  Further  support  to  the  diagnosis 
was  obtained  by  the  patient’s  gratifying  re- 
sponse to  treatment. 

Case  Report 

J.  C.  B.  (#190513),  age  68,  was  first  seen  on  Feb- 
ruary 9,  1960.  He  had  been  well  until  about  one  year 
before  admission.  At  that  time  his  eyelids  began  to 
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Figure  1 

Full-face  photograph  prior  to  treatment  showing  obvious 
lacrimal  and  parotid  gland  enlargement.  Note  the  S-shaped 
upper  eyelid  border  characteristic  of  lacrimal  gland  en- 
largement. 

swell.  This  had  initially  been  considered  to  be  of  an 
allergic  nature.  However,  the  swelling  failed  to  improve 
with  medications,  and  the  eyelids  gradually  became 
more  swollen. 

About  six  months  before  admission  he  had  a “strep 
throat  infection.”  This  had  been  relieved  by  penicillin 
therapy.  Soon  thereafter  he  developed  swelling  of  both 
jaws  with  excessive  dryness  of  mouth  and  lips,  but 
not  of  eyes.  He  felt  generally  well,  although  his  weight 
had  decreased  by  about  20  pounds  during  the  preced- 
ing year. 

History 

Investigation  of  past  history  revealed  seasonal  hay 
fever  and  asthma  caused  by  a ragweed  allergy  of 
several  years  duration.  He  had  undergone  an  unevent- 
ful hemorrhoidectomy  in  1953.  There  had  also  been 
an  episode  of  acute  arthritis  in  both  knees  in  1958.  This 
had  responded  completely  to  a short  course  of  steroid 
therapy. 
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Physical  Examination 

Physical  examination  revealed  an  obese  white  male 
in  no  acute  distress.  Temperature  was  98°  F.  Blood 
pressure  was  measured  150/85.  Bilateral  grade  3 peri- 
orbital edema  was  noted  together  with  definite  enlarge- 
ment of  both  lacrimal  glands.  Marked  engorgement  of 
both  parotid  and  both  sub-maxillary  glands  was  noted 
(figure  1).  There  were  no  audible  rales,  valvular 
murmurs  or  abdominal  masses.  Bectal  examination  re- 
vealed moderate  benign  prostatic  enlargement.  No 
ankle  edema  was  detected,  and  peripheral  arterial 
pulsations  were  forceful. 

Laboratory  Tests 

Routine  urinalysis  was  negative.  Hemoglobin  meas- 
ured 11.2  grams.  Erythrocyte  count  was  4,200,000  per 
cu  mm  and  leucocyte  count  was  6,500,  with  70  per  cent 
neutrophilis,  29  per  cent  lymphocytes,  and  one  per 
cent  eosinophils.  Westergren  sedimentation  rate  was 
110  mm  in  45  minutes.  Kline  and  Kahn  tests  were  nega- 
tive. Special  blood  study'  showed  no  L.E.  cells.  Blood 
chemistry  determinations  for  sugar,  urea,  calcium, 
phosphorus  and  cholesterol  were  within  normal  limits. 
Bromsulphalein  test  of  liver  function  revealed  only  6 
per  cent  dye  retention.  Serum  proteins  measured  11.2 
grams,  and  the  A/G  ratio  was  4. 2/7.0. 


Figure  2 

Initial  chest  x-ray  showing  the  marked  left  hilar  enlargement. 


Figure  3 

Tissue  biopsy  showing  lacrimal  gland  ducts  embedded  in  a 
matrix  of  lymphocytes.  (X  325). 


The  electrocardiogram  was  normal.  Skull  x-ray 
showed  no  significant  abnormalities.  Chest  x-ray  re- 
vealed a large  mass  arising  from  the  left  hilar  region 
with  patchy  densities  in  the  distal  left  lung  (figure  2). 
Skin  tests  with  histoplasmin  and  coccidiodin  were  nega- 
tive. With  intermediate  tuberculin  (P.P.D.),  a 2 plus 
reaction  was  noted. 

Diagnosis  and  Treatment 

On  February  12,  1960,  bronchoscopic  examination 
disclosed  no  obstructive  or  mucosal  lesions.  On  the 
same  day  a wedge  biopsy  was  taken  from  the  right 
lacrimal  gland  and  was  reported  as  a “lymphocytic 
infiltration,  diffuse,  compatible  with  lymphocytic  lym- 
phosarcoma” by  the  pathologist,  (figures  3 and  4). 

On  February  22,  1960  the  patient  was  hospitalized 
for  five  days  for  a course  of  intravenous  nitrogen  mus- 
tard therapy.  This  resulted  in  prompt,  but  only  partial, 
regression  of  the  tumorous  tissues. 

On  April  12,  1960  the  patient  was  rehospitalized  for 
a second  therapeutic  course  of  intravenous  nitrogen 
mustards.  Some  nausea  and  vomiting  were  experienced, 
but  there  were  no  adverse  hematologic  effects.  Serum 
protein  determination  at  that  time  was  8.7  grams  with 
an  A/G  ratio  5. 1/3.6.  Within  the  next  few  weeks  all 
lacrimal,  parotid,  and  submaxillary  gland  enlargement 
gradually  disappeared.  The  left  hilar  mass  regressed 
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Figure  4 

High-power  magnification  of  a touch  preparation  of  the 
lacrimal  gland  biopsy  showing  the  structure  of  the  lympho- 
cytes. (X  820). 

considerably. 

This  patient  has  been  consistently  well  except  for  his 
usual  seasonal  (ragweed)  hay-fever.  He  has  maintained 
his  customary  weight  and  strength  (figure  6).  He  has 
been  seen  at  regular  four  month  intervals.  No  signs  of 
tumorous  recurrence  were  evidenced  until  his  October 
19,  1962  examination.  On  that  occasion  he  admitted 
no  symptoms  and  had  lost  no  weight.  However,  his 
parotid  glands  were  obviously  enlarged,  although  no 
lacrimal  gland  engorgement  could  be  palpated.  A chest 
x ray  showed  some  enlargement  of  the  left  hilar  mass. 
Blood  counts  were  normal  and  the  Westergren  sedimen- 
tation rate  measured  72  mm  in  45  minutes.  Serum 
proteins  were  10  grams  with  an  A/G  ratio  4. 3/5. 7. 

It  was  considered  advisable  to  hospitalize  him  once 
more  and  to  administer  another  course  of  intravenous 
nitrogen  mustard  therapy.  Recheck  chest  x ray  on 
November  29,  1962,  showed  moderate  regression  of  the 
left  hilar  mass.  The  patient  was  asymptomatic  and  his 
weight  was  constant.  When  last  seen  on  August  1,  1963, 
the  patient  felt  well  and  the  chest  x ray  was  unchanged. 


Figure  5 

Full-face  photograph  one  year  after  treatment  showing 
marked  improvement. 


Conclusions 

1.  A case  of  Mikulicz  Syndrome  due  to 
lymphosarcoma  has  been  reported.  Both  lacri- 
mal, parotid  and  sub-maxillary  glands  were  in- 
volved along  with  a left  hilar  (chest)  mass. 

2.  The  diagnosis  was  proven  by  lacrimal 
gland  biopsy  and  subsequent  histopathological 
examination. 

3.  The  therapeutic  response  to  intravenous 
nitrogen  mustard  has  been  gratifying. 
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Physical  Medicine  and  Rehabilitation 
in  Multiple  Injuries 

Miland  E.  Knapp,  M.D.,  Minneapolis 


In  juries  involving  multiple  areas  of  the  body 
or  multiple  organ  systems  present  difficult  prob- 
lems which  often  tax  the  ingenuity  of  the  physi- 
cians and  surgeons  caring  for  them.  When  se- 
vere, they  require  the  cooperative  efforts  of 
numerous  medical  specialties.  Spinal  fractures 
may  be  accompanied  by  injury  to  the  central 
nervous  system  and  peripheral  nerve  roots 
which  result  in  paralysis  not  only  of  the  muscu- 
lar system,  but  also  of  the  bladder  and  bowel. 
The  combined  efforts  of  the  orthopedist,  neuro- 
surgeon, urologist,  internist,  and  physiatrist  may 
be  necessary  for  maximal  recovery  not  only 
from  the  physical  injury,  but  also  from  the  social 
and  vocational  problems  which  complicate  the 
patient’s  life.  In  addition  to  the  medical  special- 
ists, numerous  paramedical  disciplines  are  use- 
ful or  even  essential  in  providing  the  prolonged 
and  tedious  care  necessary  to  the  patient’s  re- 
covery. In  this  presentation  I do  not  intend  to 
go  into  aspects  of  the  patient’s  care  other  than 
those  related  to  physical  medicine  and  rehabili- 
tation. However,  these  are  many  and  require 
careful  solution  in  cooperation  with  those  who 
are  going  to  be  faced  with  the  after  care  of  the 
patient. 

Immobilization  Procedures 

In  fractures  for  instance,  the  type  of  im- 
mobilizing apparatus  must  be  chosen  with  a 
view  to  allowing  as  much  function  as  possible, 
at  least  of  the  noninvolved  areas,  when  it  is  ob- 
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vious  that  convalescence  will  be  prolonged  and 
problems  complicated.  Attention  to  the  prob- 
lems of  the  urinary  system  may  make  the  dif- 
ference between  the  presence  or  absence  of 
vocational  potential.  Care  in  the  acute  stage 
should  be  intensive  and  comprehensive  so  that 
all  phases  of  treatment  are  carried  on  at  the 
earliest  possible  moment  to  prevent  unnecessary 
disabling  complications. 

If  recovery  will  be  slow  and  especially  when 
it  may  be  incomplete,  early  attention  to  the 
details  of  physical  treatment  may  mean  the  dif- 
ference between  a helpless  cripple  and  a useful 
citizen.  Unfortunately,  the  understandable  pre- 
occupation of  the  surgeon  with  the  obvious 
problems  of  the  trauma  during  the  acute  stage 
of  severe  injury  may  lead  to  neglect  of  the  fac- 
tors which  may  produce  complications  leading 
to  prolongation  of  disability  and  delay  of  re- 
covery. For  instance,  the  need  for  immobiliza- 
tion of  a spinal  fracture  with  paraplegia  during 
the  period  before  reduction  or  operation  may  be 
fulfilled  by  keeping  the  patient  supine  without 
changing  weight  distribution  for  several  hours 
or  even  several  days.  This  sets  the  stage  for  the 
development  of  pressure  sores  which  appear 
several  days  or  even  weeks  later  and  may  be- 
come so  severe  as  to  create  major  problems  in 
treatment  or  may  even  result  in  death. 

Diagnostic  Measures 

Physical  medicine  and  rehabilitation  contrib- 
utes to  the  patient’s  welfare  from  the  beginning 
to  the  end  of  his  illness. 

The  diagnostic  measures  of  physical  medicine 
may  contribute  to  a more  complete  understand- 
ing of  the  patient’s  problems.  Electromyography 
and  electrical  muscle  testing  may  determine  the 
type  and  location  of  nerve  lesions.  Measurement 
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of  range  of  joint  motion  and  muscle  strength 
testing  are  useful  in  analyzing  the  causes  of 
motor  disability.  Testing  and  recording  the  ac- 
tivities of  daily  living  provides  a means  of 
quantitatively  following  the  progress  of  func- 
tional recovery. 

In  the  early  stages,  physical  methods  help  pre- 
vent complications  in  at  least  four  ways : 

1.  Prevention  of  contractures — Contractures 
in  the  bedfast  patient  may  be  prevented  by  ade- 
quate positioning,  the  use  of  a bed  and  mattress 
which  do  not  allow  the  patient  to  assume  non- 
functional positions  for  long  periods  of  time, 
and  by  the  maintenance  of  range  of  motion  in 
all  joints.  When  faced  with  serious  and  wide- 
spread injury,  the  first  concern  should  be  the 
type  of  bed  into  which  the  patient  is  placed. 
This  should  be  a bed  with  a firm  mattress  which 
will  not  sag  to  allow  contractures.  Probably 
most  common  are  flexion  contractures  of  the 
hips  and  knees  which  are  seen  so  frequently 
because  a flexed  position  is  a comfortable  posi- 
tion and  even  though  the  bed  may  be  adequate, 
the  nursing  staff  may  place  pillows  under  the 
knees  for  the  patient’s  comfort.  Flexion  of  the 
knees  invariably  results  in  flexion  of  the  hip  and 
if  these  positions  are  prolonged  for  a sufficient 
length  of  time,  contractures  will  develop. 

An  inner  spring  mattress  is  a potent  cause 
of  disability  because  of  hip  flexion  contracture. 
Even  though  the  knees  are  not  bent,  the  hips 
will  sink  into  the  inner  spring  mattress,  produc- 
ing a tendency  to  hip  flexion  contracture.  The 
proper  type  of  bed  is  one  with  a solid  base,  us- 
ually a I inch  plywood  board  placed  over  the 
springs  to  keep  the  sagging  springs  from  allow- 
ing flexed  position.  On  this  board  is  placed  a 
felt  mattress  or  a firm  sponge  rubber  mattress 
( a compression  ratio  of  34  pounds  to  the  square 
inch  is  satisfactory).  This  is  not  only  comforta- 
ble but  also  does  not  sag  to  produce  hip  flexion 
deformity.  In  my  opinion,  an  inner  spring  mat- 
tress should  never  be  used. 

A footboard  to  keep  the  patient  from  devel- 
oping a foot-drop  deformity  is  extremely  useful. 
We  have  found  the  best  method  is  to  use  a foot- 
board and  block  the  mattress  four  inches  away 
from  the  footboard  by  the  use  of  wooden  blocks. 
In  this  way,  the  heel  can  extend  over  the  end 
of  the  mattress  distributing  the  weight  on  the 
entire  calf  instead  of  on  the  heel  directly.  This 
not  only  overcomes  the  tendency  to  foot-drop 


but  also  prevents  decubiti  of  the  heels.  Con- 
tractures of  other  joints  may  be  prevented  by 
carrying  them  through  a full  range  of  motion 
at  least  once  daily.  This  can  be  done  even  in 
the  presence  of  threat  to  life.  It  does  not  require 
the  cooperation  of  the  patient  and  while  it  does 
take  some  of  the  nursing  personnel’s  time,  it  is 
well  worthwhile. 

In  the  conscious  patient  who  can  feel  heat, 
hotpacks  are  useful  to  help  soften  fibrous  tissue 
and  allow  range  of  motion  when  limitation  of 
motion  has  already  developed. 

2.  Prevention  of  decubiti — Decubiti  are  par- 
ticularly prone  to  develop  in  anesthetic  areas, 
but  may  develop  in  any  area  if  the  patient  is 
unable  to  change  positions  voluntarily.  It  is 
important  that  the  patient’s  body  weight  be 
distributed  over  as  much  surface  area  as  pos- 
sible and  that  the  weight  bearing  should  be 
changed  as  frequently  as  possible.  Experimental 
work  has  shown  that  some  degree  of  damage 
to  the  skin  occurs  if  the  weight  is  on  the  part 
for  as  much  as  two  hours.  Therefore,  a general 
rule  of  changing  the  patient’s  position  every 
two  hours  is  a good  one,  although  it  would  be 
better  to  change  position  even  oftener. 

When  areas  are  anesthetic  so  that  decubiti  are 
likely,  I would  advise  the  use  of  the  sponge  rub- 
ber mattress  rather  than  a felt  mattress,  but  an 
inner  spring  mattress  is  still  contraindicated.  If 
an  alternating  pressure  air  mattress  is  used  this 
should  also  be  on  a hard  surface,  a felt  mattress 
is  best,  so  that  the  change  in  pressure  will  be 
confined  to  the  skin  surface.  If  the  alternating 
pressure  mattress  is  put  on  a soft  mattress  it 
will  press  down  into  the  mattress  rather  than  to 
change  the  weight  distribution  of  the  patient. 
This  type  of  mattress  is  useful  for  the  prevention 
of  decubiti  if  used  with  the  realization  that  it 
is  only  an  aid  and  does  not  substitute  for  posi- 
tion changing. 

It  is  also  important  to  keep  the  areas  dry  so 
that  maceration  does  not  occur  and  to  maintain 
good  nutrition.  The  nutritional  level  of  the  pa- 
tient is  extremely  important  because  decubiti 
are  fostered  by  decreased  nutrition  and  par- 
ticularly by  lowered  hemoglobin  and  healing  is 
aided  by  good  nutrition  and  a higher  hemo- 
globin. If  indurated  or  reddened  areas  appear, 
these  should  be  kept  from  further  pressure,  and 
massaged  to  decrease  edema  and  increase  cir- 
culation. 
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3.  Prevention  of  deconditioning — Prolonged 
inactivity  of  any  body  tissue  tends  to  cause 
atrophy  and  loss  of  function  of  this  tissue.  This 
is  particularly  noticeable  in  muscle  but  it  is  true 
also  in  other  tissues  of  the  body,  particularly 
bone  and  blood  vessels.  The  best  preventative 
of  this  is  use  of  the  part.  In  the  case  of  muscles, 
early  active  motion  of  the  injured  part  should 
be  performed,  but  if  this  is  not  possible,  at  least 
maximal  activity  of  the  muscles  of  the  nonin- 
volved  areas  should  be  continued.  Muscle  activ- 
ity helps  to  maintain  circulation  and  bone  den- 
sity as  well  as  muscle  strength.  Again  this  may 
require  a great  deal  of  ingenuity  on  the  part  of 
the  surgeon  in  order  to  allow  as  much  function 
as  possible  in  spite  of  the  common  necessity  for 
immobilization,  particularly  in  the  treatment  of 
fractures. 

4.  Prevention  of  mental  deterioration — Pro- 
longed bed  rest  with  inactivity  not  only  inter- 
feres with  the  motor  system,  but  also  promotes 
mental  deterioration.  Many  patients  who  are 
forced  to  lie  in  bed  facing  a blank  wall  for 
weeks  on  end  will  develop  an  attitude  of  hope- 
lessness and  helplessness  which  may  be  difficult 
to  combat.  This  can  be  prevented  by  the  mental 
stimulation  which  is  associated  with  muscular 
activity  and  the  patient’s  morale  may  be  main- 
tained at  a high  level  by  providing  a program  by 
which  the  patient  can  help  himself  to  recover. 
This  may  be  an  exercise  program  or  it  may  be 
in  the  field  of  occupational  therapy  where  the 
patient  is  engaged  in  strengthening  his  muscles, 
increasing  range  of  motion  and  maintaining 
circulatory  efficiency  by  working  on  a project 
which  interests  him  enough  so  that  he  will  work 
with  it  for  hours  on  end. 

Physical  medicine  is  useful  not  only  in  the 
prevention  of  complications,  but  also  in  the 
later  restoration  of  function.  Specific  physical 
treatment  may  be  required  for  certain  specific 
injuries.  Where  peripheral  nerve  injury  has  oc- 
curred, interrupted  galvanic  or  sinusoidal  elec- 
tric muscle  stimulation  should  be  employed  to 
maintain  contractility  of  muscle  until  nerve 
regeneration  reaches  a point  where  voluntary 
motion  is  possible.  In  tendon  lacerations,  gentle 
faradic  stimulation  or  carefully  guided  active 
exercise  may  be  used  to  preserve  the  mobility 
of  tendons  within  their  sheaths  until  sutured 
ends  become  firmly  united.  When  bowel  func- 
tion has  been  impaired,  careful  and  prolonged 


training  on  a timed  schedule  with  suppositories 
or  small  enemas  to  develop  dependable  bowel 
habits  may  prevent  many  embarrassing  acci- 
dents. If  voluntary  bladder  control  has  been  lost, 
automatic  emptying  may  be  developed  by  simi- 
lar methods  employing  such  stimuli  as  compres- 
sion over  the  pubis,  pulling  pubic  hair  or  ex- 
erting pressure  on  the  bladder  by  a gloved  finger 
in  the  rectum. 

If  the  effects  of  deconditioning  have  been 
ignored,  it  may  be  necessary  to  overcome  con- 
tractures by  heat  and  stretching  and  to  improve 
muscle  strength,  endurance  and  coordination  by 
active  motion.  When  bones  or  lacerations  have 
healed  this  treatment  may  be  applied  to  the  af- 
fected parts  as  well  as  the  unaffected  extremi- 
ties. 

In  the  more  severely  disabled  individual, 
training  in  activities  of  daily  living  including 
such  things  as  dressing,  self  feeding,  washing 
face  and  hands,  combing  hair,  and  brushing 
teeth  may  require  long  hours  of  practice  and  a 
great  deal  of  instruction  before  becoming  suc- 
cessful. Transfer  from  bed  to  wheelchair  and 
from  wheelchair  to  toilet  and  back  are  often 
possible  after  many  hours  of  instruction  in  pa- 
tients who  cannot  teach  themselves  to  perform 
these  functions.  Ambulation  training  may  be 
necessary  before  the  patient  learns  to  walk 
again,  either  with  braces,  artificial  limbs, 
crutches,  canes,  or  independently. 

During  this  period  of  treatment  and  training 
the  patient  may  go  through  successive  stages  of 
psychologic  problems.  In  general,  the  patient  at 
first  is  depressed  because  of  the  severity  of  the 
injury.  Many  times  he  is  convinced  that  he  can- 
not recover.  However,  as  he  sees  himself  im- 
prove with  treatment  and  become  a relatively 
independent  individual  he  becomes  encouraged 
to  work  harder  at  his  recovery.  Occasionally,  we 
see  pathologically  depressed  individuals  who 
are  real  psychologic  problems  and  occasionally 
also  we  are  confronted  by  patients  who  are  un- 
realistically optimistic  about  their  recovery  and 
who  therefore  will  not  work  to  accomplish  this 
objective  because  they  say,  “When  I get  well  I 
will  be  able  to  do  that.”  These  individuals  are 
the  most  difficult  of  all  to  treat  because  you  can- 
not impress  upon  them  the  necessity  for  carry- 
ing out  the  activities  which  will  lead  to  their 
recovery. 

The  ultimate  goal  of  rehabilitation  is  return 
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to  a useful  economic  life.  Some  individuals  may 
recover  to  such  an  extent  that  they  can  return 
to  their  previous  employment  and  this  is  the 
goal  which  we  usually  prefer.  However,  many 
patients  are  so  injured  or  their  work  has  been 
of  such  a heavy  physical  nature  that  they  can- 
not return  to  their  previous  occupation.  This 
person  must  be  retrained  for  a new  type  of 
work.  The  individual  first  undergoes  a prevoca- 
tional  evaluation  to  determine  his  physical  and 
mental  capabilities,  including  intelligence  test- 
ing, emotional  evaluation,  testing  for  muscle 
strength  and  endurance,  and  testing  for  manual 
dexterity.  The  individual’s  vocational  prefer- 
ences and  desires,  of  course,  must  be  considered 
at  the  same  time.  When  the  patient’s  capabilities 
and  desires  have  been  explored  a new  occupa- 
tion is  selected  which  will  fit  these  capabilities. 
Then  he  must  be  trained  in  this  occupation. 

Usually  this  is  done  by  sending  him  to  some 
type  of  school  or  on  the  job  training  which  is 
accustomed  to  training  individuals  for  this  work. 
(There  are  some  institutions  where  handi- 
capped people  are  trained  exclusively  such  as 
the  Bulova  school  of  watch  making. ) These  are 
usually  located  in  the  larger  population  centers 
and  are  not  available  to  everyone.  Finally,  when 
he  has  been  trained  in  this  occupation  it  is  ex- 
tremely important  that  he  actually  be  placed  in 
a job.  I find  that  the  whole  rehabilitation  proc- 
ess breaks  down  at  this  point  more  often  than 
anywhere  else.  It  is  difficult  for  a handicapped 
person  to  sell  himself  to  an  employer  or  even 
to  get  to  the  employer  to  attempt  to  sell  him- 
self. Many  patients  do  this  successfully,  of 
course,  but  in  many  instances  an  employable 
person  is  denied  employment  because  of  this 
problem.  Sometimes  it  is  necessary  to  place  the 
individual  in  a sheltered  type  of  employment 
where  he  can  be  supervised  or  assisted  or  have 
equipment  available  to  help  him  adjust  to  em- 
ployment. Some  individuals  never  get  beyond 
this  stage,  but  the  majority  can  return  to  com- 
petitive employment  if  the  individual  is  fitted  to 
a type  of  work  for  which  he  is  qualified  and  in 
which  he  is  interested.  The  general  experience 
of  vocational  rehabilitation  is  that  handicapped 
persons  actually  have  less  absenteeism  than  the 
non-handicapped  and  where  employers  may 
have  been  hesitant  about  employing  them  they 
often  become  enthusiastic  because  of  the  desire 
of  the  handicapped  to  prove  his  worth. 


Summary 

Injuries  involving  multiple  areas  or  organ  sys- 
tems present  difficult  problems.  They  require 
the  cooperative  efforts  of  numerous  medical 
specialties  and  paramedical  personnel  to  pro- 
vide the  prolonged  and  tedious  care  necessary. 
Physical  Medicine  and  Rehabilitation  aids  re- 
covery from  beginning  to  end  and  attention  to 
the  details  of  physical  treatment  may  mean  the 
difference  between  a helpless  cripple  and  a use- 
ful citizen. 

The  contributions  of  Physical  Medicine  and 
Rehabilitation  may  be  summarized  as  follows: 

1.  Diagnosis 

a.  The  type  and  location  of  nerve  injuries 
may  be  determined  by  electromyo- 
graphy and  electrical  muscle  testing. 

b.  Measurement  of  range  of  joint  motion 
and  muscle  strength  testing  help  eval- 
uate disability. 

c.  Testing  activities  of  daily  living  meas- 
ure degree  of  practical  functional  re- 
covery. 

2.  Prevention  of  Complications 

a.  Contractures  in  the  bedfast  patient 
may  be  prevented  by  adequate  bed 
preparation,  maintenance  of  range  of 
motion  in  all  joints,  and  the  use  of  hot 
packs  when  limitation  of  motion  begins. 

b.  Decubiti  are  prevented  by  distributing 
body  weight  over  as  much  surface  as 
possible,  changing  position  every  two 
hours,  massage  on  indurated  areas, 
keeping  the  areas  dry,  and  maintain- 
ing good  nutrition. 

c.  Deconditioning  is  prevented  by  early 
active  motion,  not  only  of  injured  parts, 
but  also  of  noninvolved  areas. 

d.  Mental  deterioration  is  prevented  by 
the  mental  stimulation  of  activity  and 
morale  maintained  by  providing  a pro- 
gram of  self-help  that  the  patient  can 
work  on.  Occupational  therapy  is  es- 
pecially valuable  for  this. 

3.  Restoration  of  Function 

This  is  accomplished  by  overcoming  con- 
tractures and  improving  muscle  strength, 
endurance,  and  coordination.  The  methods 
used  are  heat,  massage,  stretch,  and  active 
exercise,  either  through  physical  or  occu- 
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pational  therapy.  For  the  more  severely 
disabled,  training  in  activities  of  daily 
living,  including  ambulation,  dressing, 
feeding,  wheelchair  transfers,  etc.  are  im- 
portant. 

4.  Vocational  Rehabilitation 

Finally,  for  those  individuals  who  are 
capable  of  returning  to  work,  rehabilita- 
tion is  essential.  Sometimes  the  patient 


can  return  to  his  previous  occupation  with 
or  without  adaptive  devices,  but  some- 
times he  must  be  retrained  for  a new  type 
of  work.  This  is  accomplished  by  prevoca- 
tional  evaluation,  the  selection  of  a new 
occupation  which  will  fit  his  capabilities, 
training  him  in  this  occupation  and  then, 
and  most  important,  actually  placing  him 
in  a job. 


The  View  Box 

Leon  Love,  M.D. 

Director,  Diagnostic  Radiology 
Cook  County  Hospital 


This  60-year-old  carpenter  complained  of 
fainting  spells  while  working.  Close  questioning 
revealed  that  this  usually  occurred  after  vigor- 
ous use  of  his  left  arm  in  which  he  used  a ham- 
mer. He  had  no  other  complaints. 

Physical  examination  revealed  a well  devel- 
oped, well  nourished  male.  The  blood  pressure 


Fig.  1.  1 y2  sec. 


in  the  right  arm  was  145/80  mm  Hg.  and  in  the 
left  arm  95/80  mm  Hg.  All  peripheral  pulses 
were  strong  except  in  the  left  arm,  where  they 
were  barely  palpable  in  the  axilla,  antecubital 
fossa  and  radial  area.  Neurologic  examination 
was  entirely  normal. 


Fig.  2 41/2  sec. 


What  is  your  diagnosis? 


(Continued  on  page  40) 
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Detecting  Unknown  Diabetics 
in  the  Community 


Kenneth  Keeton,  M.D.,  F.A.C.P.,  and  Wayne 
Messick,  M.  P.  H.,  Quincy 

A case  finding  program,  including  final  diag- 
nosis by  the  family  physician,  may  be  judged  by 
its  success  at  follow-up.  An  evaluation  of  the 
Adams  County  Diabetes  Detection  Drive,  held 
during  the  fall  of  1960,  revealed  that  twenty- 
eight  ( 28 ) previously  undiagnosed  cases  of  dia- 
betes mellitus  were  found  and  are  now  under 
the  care  of  their  physicians.  The  project  is  an 
outstanding  example  of  agency  cooperation  and 
was  the  first  of  its  kind  in  the  state  of  Illinois.  It 
was  co-sponsored  by  the  Adams  County  Health 
Department,  Adams  County  Medical  Society, 
St.  Mary’s  Hospital,  and  Blessing  Hospital. 

A total  of  2,395  adult  citizens  and  relatives  of 
diabetics  were  screened.  The  Wilkerson-Heft- 
mann  blood  sugar  screening  test  was  employed. 
Of  this  number  136  citizens  were  referred  for 
further  evaluation  and  follow-up  to  the  physi- 
cians indicated  on  their  registration  card.  Only 
those  persons  with  blood  sugar  above  160  mg.  % 
at  the  time  of  screening  were  referred.  This 
level  of  screening  was  determined  by  the  Dia- 
betes Committee,  Adams  County  Medical  So- 
ciety. 

A joint  committee  for  the  project,  with  repre- 
sentatives from  each  sponsoring  agency,  was 
organized  and  was  given  the  responsibility  to 
promote  and  conduct  the  drive. 

A total  of  sixteen,  two-hour  testing  centers 
were  held  . . . seven  in  the  rural  areas  of  the 
county  and  nine  in  Quincy.  Five  evening  ses- 
sions were  held. 


Diabetes  Committee,  Adams  County  Medical 
Society. 

Diabetes  Program  Coordinator,  Adams  County 
Health  Department. 


This  article  describes  how  four  health  agen- 
cies conducted  the  first  blood  screening  pro- 
gram in  Illinois. 


In  rural  areas  each  center  was  sponsored  by 
a local  club  or  organization.  Their  responsibility 
was  that  of  promotion,  providing  of  volunteer 
workers,  and  obtaining  of  necessary  facilities. 
Organizations  sponsoring  programs  included 
Home  Bureaus,  Parent-Teacher  Associations, 
Lions  Club,  Church  groups,  and  Legion  Auxil- 
iary. This  technique  insured  community  par- 
ticipation and  success. 

Each  center,  a unique  example  of  teamwork, 
was  in  the  charge  of  a public  health  nurse,  as- 
sisted by  the  supervising  nurse.  Her  team  for 
each  center  consisted  of  two  to  four  laboratory 
technologists;  the  public  health  educator;  three 
to  seven  volunteer  women  to  handle  registra- 
tion, wash  glassware,  and  clean  up.  ( Nurses  and 
laboratory  technologists  in  the  community,  not 
currently  employed,  were  also  recruited  on  a 
voluntary  basis. ) This  team  tested  an  average  of 
150  persons  per  two-hour  screening  session, 
with  a low  of  96  and  a high  of  243. 

Assistance  from  the  Division  of  Hospitals  and 
Chronic  Illness  of  the  Illinois  Department  of 
Public  Health  aided  greatly  in  making  the  pro- 
gram possible.  The  testing  machines,  glassware, 
and  reagent  tablets  were  provided  by  this  office. 
Consultants  from  the  Region  V Office,  U.S.  Pub- 
lic Health  Service,  Chicago,  also  aided  in  help- 
ing develop  necessary  forms,  provision  of  pip- 
ettes, and  aided  in  planning  promotion  of  the 
drive.  All  other  costs  were  paid  by  the  Adams 
County  Health  Department. 

Results  of  the  entire  project  are  recorded  in 
Table  1.  The  one  new  case  of  diabetes  found  in 
the  20-44  age  group  was  over  forty  years  of  age; 
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TABLE  I 
Summary  Report 
Screening  Location 

Adams  County  Diabetes  Detection  Program 
Wilkerson-Heftmann  Method 

Referred  Diabetic  Diagnosis  Undetermined  Relative  Parent 


Age  Total  Nega-  Posi-  to  Not  No  M.D.  Patient  of  of  Big 

Group  Screened  tives  tives  M.D.  Diabetic  New  Old  Report  non-coop.  Other  Diabetic  Babies 


F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

Under 

20  44 

29 

44 

29 

- 

37 

26 

- 

- 

20-44  503 

225 

495 

217 

8 

8 

8 

8 

6 

7 

1 

0 

1 

1 

0 

0 

0 

0 

0 

0 

174 

76 

100 

26 

45-64  723 

274 

678 

255 

45 

19 

45 

19 

27 

10 

8 

7 

3 

2 

0 

0 

1 

0 

6 

0 

199 

61 

112 

21 

65-74  318 

151 

292 

139 

26 

12 

26 

12 

18 

4 

4 

5 

2 

3 

1 

1 

0 

0 

0 

0 

76 

31 

72 

22 

75-84  71 

46 

65 

36 

6 

11 

6 

11 

7 

6 

0 

2 

0 

1 

0 

0 

0 

0 

0 

1 

17 

7 

10 

4 

85- 

1 

0 

0 

0 

0 

0 

0 

0 

0 

- 

- 

3 

1 

Over  7 

4 

6 

3 

0 

1 

0 

1 

0 

0 

0 

Sub- 

Total  1666  729 

1580 

679 

85 

51 

85 

51 

58 

27 

13 

15 

6 

7 

1 

1 

1 

0 

6 

1 

503 

201 

297 

74 

Total  2395  2259  136  136  85  28  13  2 1 7 704  371 


thus,  it  can  be  said  that  all  new  cases  of  diabetes 
discovered  in  this  program  were  forty  years  of 
age  and  over. 

Efforts  to  bring  in  those  citizens  most  likely 
to  have  diabetes  were  worthwhile  since  ap- 
proximately two-thirds  of  the  group  were  45 
years  of  age  or  older.  Also,  almost  1100  persons 
were  blood  relatives  of  diabetics  or  the  parents 
of  babies  weighing  nine  pounds  or  more. 

The  ratio  of  referrals  to  family  physicians — 
because  of  a blood  sugar  over  160  mg.  % to  total 
cases  diagnosed  was  considerably  higher  than 
expected.  Also  there  was  a wide  variation  by 
sex,  the  females  having  a greater  proportion  of 
referrals  to  cases  than  the  males. 

Yield  of  new  cases  for  the  males  was  excep- 
tionally high — 2 per  cent — although  age  dis- 
tribution, risk  groups  and  percent  followed  to 
diagnosis  differs  little  from  the  female  groups. 
The  follow-up  reports  by  physicians  with  only 
ten  cases  “diagnosis  undetermined”  is  an  out- 
standing example  of  physician  interest  in  this 
casefinding  program.  Of  these  ten,  one  person 
was  classified  as  non-cooperative;  two  are  out 
of  county  residents;  and  the  other  seven  persons 
as  yet  have  not  visited  their  physician. 

No  program  can  be  expected  to  succeed  if  the 
population  isn’t  sufficiently  informed.  In  order 
to  test  the  effectiveness  of  the  promotion  part 
of  the  program,  it  was  decided  by  the  committee 
that  an  evaluation  of  how  people  heard  about  the 
survey  be  conducted.  Thus,  each  person  regis- 
tering for  the  screening  test  was  asked,  “How 


did  you  hear  of  this  survey?”  A number  of  pro- 
motional techniques  to  be  used  were  outlined 
at  the  beginning  of  the  drive.  One  new  tech- 
nique, namely  that  of  asking  a number  of  health, 
welfare,  and  religious  organizations  to  take 
leadership  in  promoting  this  program,  was  em- 
ployed. They  were  asked  to  refer  adult  citizens 
to  be  screened.  A referral  slip  was  developed 
for  their  use.  It  specified  the  time  and  place  of 
test  and  constituted  an  appointment.  Because 
of  the  early  acceptance  of  the  program  by  the 
citizenry,  this  plan  had  to  be  curtailed.  Never- 
theless, it  was  the  second  most  effective  method 
of  promotion.  A review  of  the  data  in  Table  2 
shows  to  what  extent  each  health  education 
technique  was  effective.  It  should  be  pointed 
out  that  several  communication  methods  were 
given  by  many  of  the  participants,  but  only  the 
first  one  mentioned  was  tabulated. 


TABLE  2 

Tabulation  of  Diabetes  Survey:  Adams  County 
Question:  How  Did  You  Hear  of  This  Survey? 


Total 

Count 

Percent 

Communication  Method  Used 

1119 

46.7 

Newspaper 

502 

20.8 

Organization  & Agency  Referrals 

209 

8.7 

Radio 

184 

7.6 

Health  Department  ( staff,  letters, 
posters  and  advertising) 

157 

6.5 

Television 

155 

6.5 

Grapevine  Method  ( includes  friends, 
relatives,  neighbors,  telephone,  etc. 

51 

2.1 

Business  or  Employers 

18 

0.8 

Others 
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By  and  large  a community  diabetes  program 
may  be  regarded  as  successful  if  it  makes  prog- 
ress towards  the  following  objectives: 

1.  Finding  unrecognized  diabetics  and  fol- 
lowing them  up  to  assure  diagnosis  and 
treatment,  by  their  family  physician. 

2.  Promoting  the  understanding  of  diabetes 
through  education  of  the  patient,  his  fam- 
ily, professional  groups,  and  the  commu- 
nity as  a whole. 

3.  Helping  to  mobilize  community  services 
in  the  interest  of  diabetics. 

In  view  of  the  above  criteria  it  is  recommend- 
ed that  the  sponsoring  agencies  take  steps  to 
initiate  a continuing  diabetes  program: 

1.  Organize  a series  of  educational  classes 
for  the  diabetic  and  his  family.  Outline  of 
series  should  be  prepared  by  the  joint 
committee  and  content  should  be  medi- 
cally approved. 

2.  The  screening  program  should  be  con- 
tinued on  a routine  basis  and  not  on  a 
campaign  basis.  For  example,  the  program 
should  be  held  at  least  once  monthly  in 
the  city  of  Quincy  and  at  least  once  an- 


nually in  the  rural  areas  of  Adams  County. 
This  would  insure  a continuing  education- 
al program  on  diabetes  and  would  dis- 
perse the  work  of  conducting  the  program 
and  follow-up  by  the  physicians. 

3.  Casefinding  programs  should  be  limited  to 
those  citizens  forty  years  of  age  and  over, 
and  to  relatives  of  diabetics,  regardless  of 
age.  Known  diabetics  should  not  be  in- 
cluded. 

4.  The  screening  techniques  employed  for 
this  drive  should  be  continued  (Wilker- 
son-Heftmann  blood  sugar  screening,  cap- 
illary bloods,  160  mg.  %). 

5.  Continue  the  educational  phases  of  this 
program.  It  is  known  that  a number  of 
new  cases  of  diabetes  were  found  by  the 
family  physician  when  citizens  responded 
to  the  health  education  program  by  going 
directly  to  their  doctor. 

The  sponsoring  agencies  can  rightfully  be 
proud  of  their  cooperative  efforts  in  conducting 
the  first  diabetes  blood  screening  program  in 
Illinois.  The  leadership  exercised  by  the  medical 
profession  proves  without  doubt  that  preventive 
medicine  is  an  important  phase  of  their  work. 


The  View  Box 

diagnosis  and  discussion  (Continued  from  page  37) 


Diagnosis:  Stenosis  of  the  proximal  subclavian  artery. 


The  patient  had  a catheter  passed  up  the 
right  femoral  artery  to  the  level  of  the  aortic 
arch.  50  cc.  of  75%  Hypaque  was  injected  under- 
pressure. Rapid  sequence  filming  was  done,  and 
at  1/2  seconds  we  visualized  the  innominate 
artery  with  complete  outline  of  the  right  sub- 
clavian, vertebral  and  common  carotid  arteries 
( note  plaque  at  its  bifurcation ) . On  the  left,  we 
visualized  only  the  common  carotid  with  a 
plaque  at  its  bifurcation.  There  was  no  visuali- 
zation of  the  vertebral  or  left  subclavian  ar- 
teries. At  seconds,  reversed  flow  was  noted 
down  the  left  vertebral  artery,  fed  from  the 
enlarged  right  vertebral  artery  through  the  ver- 
tebrobasilar junction.  There  was  filling  of  the 
distal  left  subclavian  artery  and  its  branches  in 


this  fashion.  Collateral  through  the  thyrocer- 
vical trunk  branches  was  also  noted. 

Stenosis  of  the  proximal  subclavian  artery  ap- 
parently produces  a distal  lowering  of  the  blood 
pressure  sufficient  to  force  the  vertebral  artery 
to  function  as  a source  of  collateral  arterial  sup- 
ply to  the  upper  extremity,  thus  draining  away 
a significant  portion  of  the  cerebral  blood  flow 
normally  contributed  by  the  basilar  arterial  sys- 
tem, which  probably  accounts  for  periods  of 
cerebral  anoxia  with  vigorous  use  of  the  in- 
volved extremity. 

Left  subclavian  endartectomy  relieved  all  the 
patient’s  symptoms. 

REFERENCE 
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Drug  Programs  of  the  AMA 

Hugh  H.  Hussey,  M.D.,  Chicago 


The  physician  today  needs,  more  than  ever 
before,  a source  of  authoritative,  unbiased,  and 
current  information — readily  available — on  new 
developments  in  drug  therapy.  The  AMA  drug 
information  program  is  intended  for  that  pur- 
pose. 

Even  at  an  early  stage,  where  the  results  of 
early  clinical  trials  appear  to  warrant  more  ex- 
tensive trials,  but  when  it  is  not  yet  known 
whether  the  new  compound  will  become  a new 
product,  the  American  Medical  Association  has 
an  interest  in  it,  and  a responsibility.  This  in- 
volves the  need  to  avoid  future  confusion  about 
identification  of  the  compound  if  it  becomes  a 
therapeutic  agent.  It  is  of  the  utmost  importance 
that  a potential  drug  not  become  known  by  an 
inappropriate  name,  or,  even  worse,  by  several 
names,  since  this  makes  it  extremely  difficult  to 
correlate  the  information  from  various  sources, 
and  may  create  an  almost  hopeless  situation  for 
the  practicing  physician.  Early  efforts  of  the 
Council  on  Drugs  to  cope  with  this  problem 
were  often  frustrated. 

However,  in  1961  a cooperative  AMA-USP 
Nomenclature  Committee,  staffed  by  the  AMA 
was  established.  This  Committee  also  collabo- 
rates with  the  World  Health  Organization, 
British  Pharmacopoeia,  French  Codex,  and  the 
Nordica  Pharmacopoeia  in  an  attempt  to  adopt 
names  acceptable  to  all.  The  Committee  pro- 
ceeds on  the  premise  that  an  appropriate  name 
should  he  as  short  as  possible,  but  should  still 
give  some  indication  of  the  drug’s  chemical 
composition.  In  addition,  classes  of  drugs  should 
be  identifiable  as  such,  and  care  should  be  taken 


Director  of  Scientific  Activities,  American  Medi- 
cal Association. 

Presented  at  the  124th  Annual  Convention,  Illi- 
nois State  Medical  Society,  Sherman  House,  Chi- 
cago. 


to  avoid  names  that  may  lead  to  confusion  with 
other  names.  As  an  aid,  the  Committee  formu- 
lated a set  of  “Guiding  Principles  for  Coining 
Nonproprietary  Names.”  The  USP  has  agreed 
to  use  the  names  adopted  through  the  services 
of  this  Committee  and,  with  the  entry  of  the 
APhA  into  membership  in  the  Committee  in 
1963,  the  National  Formulary  will  also  do  so. 

The  objective  of  the  Nomenclature  Commit- 
tee is  to  select  such  suitable  nonproprietary 
designations,  known  as  United  States  Adopted 
Names  (USAN),  for  chemical  compounds  or 
other  identifiable  substances  of  potential  thera- 
peutic usefulness  at  an  early  date,  and  to  en- 
courage their  use  thereafter  in  all  medical  and 
other  scientific  literature. 

This  program  has  had  noteworthy  success;  in 
its  first  two  years  of  operation,  more  than  250 
nonproprietary  names  (USAN)  were  formally 
adopted.  Perhaps  of  even  greater  importance  is 
that  these  USAN  have  tended  to  be  more  ap- 
propriate than  those  of  earlier  vintage.  They 
receive  rapid  and  widespread  dissemination 
through  the  monthly  NEW  NAMES  column 
which  appears  in  JAMA  and  which  is  now  re- 
produced in  about  12  cooperating  medical  and 
pharmaceutical  journals.  In  addition,  the  Ameri- 
can Pharmaceutical  Association  has  published 
file  cards  for  all  of  the  individual  nomenclature 
statements  which  have  appeared  in  the  NEW 
NAMES  column,  and  the  United  States  Phar- 
macopoeia has  published  a cumulative  list  of 
USAN  through  1962. 

The  AMA  has  a second  interest  in  the  newly 
developed  compound  as  soon  as  the  manufac- 
turer submits  to  the  Food  and  Drug  Administra- 
tion a new  drug  application.  At  that  time  the 
Council  on  Drugs  requests  the  same  scientific 
data  (pharmacologic  and  clinical  studies)  from 
the  manufacturer  for  its  review  and  evaluation. 
The  most  critical  moment  in  a new  drug’s  his- 
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tory  occurs  after  the  Food  and  Drug  Adminis- 
tration has  approved  a new  drug  application 
for  only  when  the  manufacturer  introduces  it 
on  the  market  will  this  new  drug  really  be  tested 
in  all  types  of  patients,  and  in  a wide  variety  of 
clinical  situations.  Only  when  physicians  so  use 
a drug  over  a period  of  time  will  the  true  dimen- 
sions of  its  effects,  both  good  and  bad,  be  re- 
vealed. 

When  a physician  chooses  to  prescribe  a new 
drug,  he  makes  his  selection  from  among  all  the 
older  drugs  that  he  knows  well  and,  on  the  basis 
of  claims  for  its  possible  superiority,  with  the 
hope  that  his  patient  will  be  benefited.  But,  that 
hope  should  be  based  on  a rational  choice, 
which  in  turn,  should  be  based  on  proper  and 
deliberate  evaluation  of  the  available  informa- 
tion. Inasmuch  as  the  physician  lacks  the  time 
to  evaluate  all  information  about  new  drugs, 
the  Council  on  Drugs  bridges  the  gap  between 
the  legal  permission  granted  by  the  Food  and 
Drug  Administration  to  a manufacturer  to  mar- 
ket a new  product  and  the  individual  moments 
of  choice  when  physicians  prescribe  it. 

Experts  selected  by  the  Council  on  Drugs 
review  the  data,  consider  and  appraise  the 
available  evidence,  and  submit  their  opinion 
concerning  the  adequacy  of  the  data,  and  the 
effectiveness  and  safety  of  the  drug.  This  opin- 
ion serves  as  a basis  for  a Council  statement, 
which  is  published  to  assist  the  physician  in 
deciding  about  use  of  the  new  drug.  Although 
the  evidence  available  to  the  Council  is  essen- 
tially the  same  as  that  submitted  to  the  Food 
and  Drug  Administration,  the  Council  examines 
it  from  a different  point  of  view. 

Preliminary  statements  based  on  the  Council’s 
evaluation  of  the  data  received  from  the  manu- 
facturer, as  well  as  on  other  published  and  un- 
published reports  available  at  that  time,  are 
published  in  JAMA.  They  are  published  as  soon 
as  practicable  after  a drug  first  becomes  avail- 
able commercially  and  when  it  is  being  detailed 
to  physicians  and  pharmacists.  Through  a proc- 
ess of  continual  and  reasonably  complete  ac- 
cumulation and  utilization  of  the  additional 
information,  which  inevitably  becomes  available 
during  the  first  several  months  of  general  use  of 
a new  drug,  a “continuing  process  of  education” 
is  implemented  by  the  publication  of  additional 
Council  statements  containing  pertinent  facts 


and  results  of  continuing  evaluations. 

The  Council’s  statements  of  opinions  are 
transmitted  to  the  physician  also  in  the  Council’s 
annual  publication. 

New  and  Nonofficial  Drugs 

An  important  part  of  the  Council’s  over-all 
Drug  Information  Program  is  its  activities  in 
the  area  of  adverse  reactions  to  drugs.  After 
several  hematologists  in  late  1952  observed  that 
damage  to  the  blood  and  blood-forming  organs 
was  associated,  in  some  cases,  with  the  adminis- 
tration of  chloramphenicol,  the  Council  estab- 
lished a Committee  on  Blood  Dyscrasias.  The 
purpose  of  the  Committee  was  to  establish  a 
Registry  to  receive  reports  of  drug-induced 
blood  dyscrasias,  and  alert  physicians  to  the 
potential  hematopoietic  toxicity  of  drugs.  Re- 
ports are  submitted  voluntarily  by  interested 
physicians  and  in  addition,  a systematic  attempt 
has  been  made  to  include  reports  abstracted 
from  the  foreign  literature.  The  Registry  has  had 
a steady  growth  and  by  the  end  of  1962  it  con- 
tained 1,387  domestic  reports  and  526  reports 
from  the  foreign  medical  literature  in  which  a 
total  of  465  drugs  and  other  chemical  substances 
were  associated  with  the  development  of  blood 
dyscrasias.  The  reports  are  transmitted  to  the 
members  of  a Study  Group  consisting  of  hema- 
tologists who  consider  the  possible  causal  rela- 
tionship between  the  dyscrasia  and  the  use  of 
the  drug.  The  Study  Group  also  decides  whether 
there  is  need  for  publication  of  a cautioning 
statement.  Cumulative  tabulations  of  all  reports 
have  been  made  semi-annually  and  are  distrib- 
uted to  interested  individuals  and  institutions. 

The  Registry  accepts  reports  based  on  circum- 
stantial evidence,  and  such  reports  do  not  prove 
that  the  drug  in  question  and  the  associated 
blood  changes  are  causally  related.  Obviously, 
the  fact  that  the  name  of  a drug  appears  in  the 
tabulation  does  not  necessarily  mean  that  the 
drug  is  harmful  or  that  it  was  responsible  for 
the  dyscrasia  reported.  Furthermore,  the  reports 
received  by  the  Registry  may  represent  only  a 
small  part  of  the  potential  total  number  of 
drug-related  blood  dyscrasias  which  might  oc- 
cur, and  the  fact  that  the  name  of  a drug  does 
not  appear  in  the  tabulation  does  not  neces- 
sarily mean  that  the  drug  is  devoid  of  the 
potential  for  hematotoxicity. 
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More  recently  the  Council  recognized  that 
this  system  should  not  be  limited  to  reports  on 
blood  dyscrasias  only,  but  that  it  should  be  ex- 
panded to  include  all  serious  adverse  reactions 
to  drugs,  pesticides,  household  and  economic 
chemicals.  Accordingly,  late  in  1962,  a prelimi- 
nary meeting  was  held  to  explore  the  problems 
involved  in  organizing  and  operating  a central 
registry  on  adverse  reactions.  As  a result  of 
that  meeting,  the  Registry  was  formed.  By  May 
of  1963,  panels  of  experts  were  selected  from 
the  various  disciplines  of  medicine  to  encompass 
the  following  areas:  Allergy,  dermatology,  gas- 
troenterology, hematology,  household  and  eco- 
nomic chemicals,  nephrology,  neurology-psy- 
chiatry, and  pediatrics. 

Since  the  organization  of  the  panels,  a report 
form  has  been  devised  and,  in  an  effort  to  ex- 
pand its  program,  the  Registry  is  enlisting  the 
help  of  physicians  in  reporting  cases.  The  pro- 
posed report  form  is  a self-mailer  and  provides 
an  original  report  for  the  Registry  and  a dupli- 
cate copy  which  may  be  retained  with  the  phy- 
sician’s records.  On  the  reverse  side  of  the 
duplicate  copy  is  a suggested  list  of  some  of  the 
more  common  drug-associated  reactions  which 
is  provided  simply  as  a guide  and  is  not  intend- 
ed to  serve  as  a comprehensive  reference. 

The  Registry  is  interested  in  reports  of  all 
reactions  which  are  not  ordinarily  associated 
with  a specific  therapy  or  which  may  be  con- 
sidered unusual  or  serious  but  does  not  ask  for 
reports  where  the  reactions  may  be  considered 
an  extension  of  the  effect  for  which  the  drug 
was  given,  e.g.,  insulin  shock  or  bone  marrow 
depression  following  treatment  with  alkylating 
agents. 

Through  cooperative  arrangements  with  other 
agencies  and  organizations,  attempts  will  be 
made  to  coordinate  the  reporting  by  physicians 
of  adverse  reactions  in  order  that  the  AMA  may 
serve  as  the  clearing  house  for  such  information. 


In  the  complexities  of  the  prevailing  picture 
of  activities  under  the  new  drug  regulations,  it 
has  become  more  important  than  ever  that  the 
American  Medical  Association  establish  liaison 
and  maintain  contact  with  all  interested  parties, 
particularly  with  the  Pharmaceutical  Manufac- 
turers Association,  the  Food  and  Drug  Adminis- 
tration, and  the  Congress  of  the  United  States. 
In  the  instance  of  PMA,  through  the  Medical 
Section,  we  have  had  notable  success,  and  there 
are  indications  that,  with  greater  effort,  there 
will  be  equivalent  success  with  FDA. 

It  is  evident  that  all  four  parties — AMA, 
PMA,  FDA,  Congress — are  interested  in  (1) 
having  safe,  effective  new  drugs  reach  the  mar- 
ket, (2)  insuring  effective  flow  of  information 
about  the  pharmacologic  and  therapeutic  prop- 
erties of  drugs;  and  (3)  detecting,  evaluating, 
and  publishing  the  fact  about  adverse  reactions 
to  drugs.  A variety  of  motives  are  involved  in 
these  interests,  including  desire  for  scientific 
truths,  protection  of  the  public,  and  financial 
profit. 

All  four  parties  are  involved  in  one  way  or 
other  with  all  motives  but  not  to  the  same  extent 
with  each  motive.  Consequently,  the  attitude 
of  each  of  the  parties  differs  somewhat  from 
that  of  the  others. 

If  an  attempt  is  made  to  discern  the  motive 
that  is  most  influential  for  each  party,  the  re- 
sults appear  as  follows: 

AMA — Scientific  Truths 

PMA — Financial  profit 

FDA  ) . . . ... 

„ ; — Protection  of  the  public 

Congress  ) 

For  FDA,  because  of  its  responsibilities  as  a 
regulatory  agency,  there  has  been  a tendency 
for  the  prime  motive  ( protection  of  the  public ) 
to  be  transmuted  into  self-protection.  And,  in 
the  case  of  Congress,  there  may  sometimes  be 
other  motives  than  the  three  I have  chosen  to 
examine. 
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Immature  Argentaffinoma  of 
Appendix  in  a Child 

Richard  C.  Powers,  M.D.,  Isa  Sejdinaj,  M.D., 
Edward  Tootson,  M.D.,  Leonard  Hurley,  M.D. 


In  more  recent  years,  the  term  argentaffinoma 
has  come  to  he  employed  more  frequently  for 
the  unusual  pathologic  entity  previously  re- 
ferred to  as  “carcinoid.”  Oberndoerfer,  in  1907, 
first  introduced  the  latter  term.  Since  that  time 
much  has  been  written  about  this  interesting 
tumor.  In  that  time,  however,  there  have  been 
only  three  cases  reported2  of  the  occurrence  of 
appendiceal  argentaffinoma  in  children  10  years 
of  age  and  under.  It  appears  that  this  report  is 
the  fourth  case  report  of  argentaffinoma  of  the 
appendix  occurring  in  a child  of  this  age  group. 

Case  History 

T.H.W.,  a 10-year-old  white  boy,  was  brought  to  the 
emergency  room  of  Sherman  Hospital  in  Elgin,  Illinois, 
with  a six  hour  history  of  abdominal  pain.  The  pain 
was  only  of  moderate  intensity.  It  started  in  the  right 
lower  quadrant,  and  it  had  persisted  in  this  same  area 
until  the  time  of  initial  examination.  The  youngster 
had  eaten  nothing  during  this  time,  and  although 
nauseated,  had  not  vomited. 

The  parent  had  observed  that  the  youngster  had 
been  walking  in  a stooped  position,  and  had  been 
sitting  with  his  legs  flexed  on  his  abdomen  to  obtain 
some  relief  from  the  pain.  There  was  no  past  history 
of  a similar  episode.  The  youngster  had  been  in  other- 
wise entirely  good  health  for  the  first  10  years  of  his 
life.  It  is  interesting  to  note  that  the  boy’s  father  stated 
at  the  beginning  that  his  son  had  appendicitis.  This 
remark  was  based  upon  the  fact  that  the  father  had 
passed  through  an  exactly  similar  experience  with 
another  son  a short  time  prior  to  this. 

Physical  Examination 

The  boy  was  well  developed  and  well  nourished. 
He  appeared  moderately  ill,  and  lay  on  a table  with 
his  legs  flexed  on  his  abdomen.  All  of  the  positive 
physical  findings  were  limited  to  the  abdomen.  The 
temperature  was  99.6°  F,  and  the  pulse  was  94. 
Examination  of  the  head,  neck,  lungs,  and  heart  proved 


negative.  There  was  a distinct  tenderness  in  the  right 
lower  quadrant  of  the  abdomen,  but  there  was  no 
associated  voluntary  or  involuntary  rigidity.  No  mass 
was  detected  in  the  abdomen  There  was  no  distention. 
Bowel  sounds  were  of  normal  quality.  No  hernial  defect 
was  present.  The  genitalia  were  negative.  On  rectal 
examination,  there  was  some  tenderness  in  the  right 
side  of  the  pelvis. 

Laboratory  findings 

Complete  blood  count  revealed  a hemoglobin  of 
14.5  grams,  an  hematocrit  of  41  per  cent,  and  a white 
blood  count  of  7,100,  with  62  polymorphanuclear  seg- 
mented cells  and  eight  stab  cells.  Examination  of  the 
urine  was  negative. 

Hospital  Course 

In  spite  of  the  diagnostic  impression  of  the  father, 
it  was  elected  to  admit  the  youngster  for  further  ob- 
servation. On  the  following  morning  the  patient  had 
less  pain  in  the  abdomen,  and  he  was  able  to  tolerate 
liquids  by  mouth.  A nagging  discomfort  in  the  abdomen 
continued.  Thus  at  36  hours  he  was  evaluated  again. 
The  vital  signs  at  this  time  were  all  in  a normal  range, 
and  the  white  blood  count  had  remained  in  the  almost 
identical  range  as  the  first  count.  However,  the  boy 
still  had  point  tenderness  in  the  right  lower  quadrant 
of  the  abdomen,  and  he  was  unable  to  straighten  up 
because  of  the  persistent  pain.  Therefore,  a laparotomy 
was  done.  The  gross  findings  were  consistent  with  a 
moderately  advanced  acute  appendicitis  involving  the 
distal  third  of  the  appendix.  Routine  appendectomy  was 
done.  Recovery  from  the  operative  procedure  was  un- 
eventful. Because  the  pathology  report  was  unusual,  it 
will  be  given  here  in  its  entirety. 

Pathology 

The  submitted  specimen  was  a vermiform  appendix 
measuring  9.8  cm  in  length,  and  up  to  8 mm  in  diam- 
eter. The  wall  measured  up  to  3 mm  in  its  greatest 
thickness. 

Multiple  sections  showed  a patent  lumen,  and  opaque 
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Figure  1 

The  bulk  of  the  tumor  was  comprised  of  sheets  and 
nests  of  neoplastic  cells. 


yellow  tissue  in  the  distal  one  cm  of  the  specimen.  This 
extended  through  the  entire  thickness  of  the  wall. 

Microscopic  examination  of  cross  sections  and  longi- 
tudinal sections  of  the  appendix  showed  orderly  glan- 
dular and  lymphoid  tissue  and  muscularis.  Sections  from 
the  distal  portion  of  the  specimen  showed  sheets  and 
nests  of  neoplastic  cells  extending  from  the  mucosa 
through  the  muscularis  to  the  serosa  (Figure  1).  There 
were  groups  of  uniform  cells  containing  hyper-chromatic 
oval  nuclei,  and  faintly  basophilic  cytoplasm  with  in- 
distinct cell  membranes  comparable  to  the  usual  pattern 
of  argentafhnoma  seen  in  the  adult  (Figure  2).  In  addi- 
tion, there  were  many  small  glands  with  empty  lumina 
lined  by  larger  cells,  each  with  a basal  nucleus,  pale 
cystoplasm  and  distinct  cell  membrane. 

The  mucicarmine  and  alcian  green  stains  for  mucus 
were  negative.  The  argentaffin  stain  was  strongly  posi- 
tive, with  many  granules  located  at  the  base  of  the 
glandular  cells  and  scattered  diffusely  through  the 
cytoplasm  of  the  nests  of  more  typical  adult  argentaf- 
fin tumor  (Figure  3).  There  was  acute  inflammatory  re- 
action over  the  congested  and  edematous  serosal  aspect. 
The  diagnosis  was  argentaffinoma  (immature  type)  of 
the  distal  appendix,  extending  through  the  entire  wall 
to  the  serosal  aspect,  with  acute  periappendicitis. 

Discussion 

The  entodermal  intestinal  tracts  of  the  em- 
bryo and  neonate  lack  argentaffin  cells.  These 
cells  develop  or  mature  in  early  childhood — 
perhaps  around  four  or  five  years  of  age.  The 
age  at  which  the  cell  density  of  the  adult  is 
reached  is  unknown. 

The  argentaffin  or  chromaffin  cells  apparently 
arise  from  Kultschitzky’s  cells  at  the  base  of  the 
glands  of  Lieberkuhn.  The  typical  argentaffi- 


Figure  2 

High  power  (440X)  revealed  uniform  cells  contain- 
ing hyper-chromatic  nuclei. 

noma  of  an  adult  is  characterized  by  rather  uni- 
form cells  which  are  arranged  in  sheets  and 
nests  extending  from  the  mucosa  through  the 
entire  thickness  of  the  wall  and  into  the  serosal 
tissues  of  the  appendix.  In  some  few  cases 
there  is  metastasis  to  the  regional  lymph  nodes. 

Approximately  60  per  cent  of  all  argentaffi- 
nomas  of  the  gastrointestinal  tract  arise  in  the 
appendix.  Approximately  90  per  cent  of  all 
neoplasms  of  the  vermiform  appendix  are  ar- 
gentaffinomas.6  Distinct  gland  formation  is  not 
commonly  seen.  Chrome  and  silver  salts  stain 
granules  within  the  cytoplasm.  In  addition, 
there  is  distinct  yellow  lipochrome  pigment 
present  within  some  of  the  cells. 

This  particular  neoplasm  characteristically 


Figure  3 

The  argentaffin  stain  showed  many  granules  lo- 
cated at  the  bases  of  the  glandular  cells  (440X). 
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has  a slow  growth  pattern  over  many  months 
or  years,  extending  slowly  and  metastasizing 
reluctantly  in  the  unusual  case.  Production  of 
sufficient  quantities  of  serotonin  to  give  clinical 
symptoms  or  to  be  discovered  by  the  usual 
laboratory  procedures  does  not  occur  in  ar- 
gentaffinomas  limited  to  the  appendix. 

In  this  reported  case  of  argentafhnoma  in  a 
10  year  old  boy,  the  neoplasm  showed  extensive 
and  well  developed  positive  staining  with  silver 
salts.  The  formation  of  orderly  glands  through- 
out the  tumor  seemed  an  unusual  finding  when 
compared  with  the  usual  pattern  seen  in  adults. 
It  is  suspected  that  this  represents  an  early  pat- 
tern of  a developing  argentafhnoma,  more  im- 
mature than  that  usually  seen  in  the  typical 
adult  case.  Over  a period  of  months  or  years 
( if  clinical  symptoms  had  not  resulted  in  surgi- 
cal intervention)  this  lesion  probably  would 
have  matured  into  the  more  classical  adult  pat- 
tern. The  paucity  of  similar  cases  in  children 
make  this  postulate  difficult  to  pursue. 

It  is  known  that  the  histologic  pattern  of 
neoplasia  in  children  varies  from  that  seen  in 
adults.  Some  innocent  lesions,  such  as  “juvenile 
melanoma,”  adenomatous  polyp  of  the  colon, 
and  capillary  hemangioma  appear  quite  omi- 
nous. It  is  hoped  that  other  cases  of  argentaffi- 
noma  seen  in  children  will  be  examined  and 
reported  as  to  maturity  of  the  lesion  in  com- 
parison to  that  usually  seen  in  the  adult. 

In  a review  of  the  literature  by  Field,  et  al,2 
there  were  19  cases  of  argentafhnoma  reported 
in  patients  16  years  old  or  under.  Fifteen  of 
these  were  located  in  the  appendix,  two  in  the 
ileum,  one  in  the  stomach,  and  one  in  a 
Meckel’s  diverticulum.  Of  these  15  argentafh- 
nomas  of  the  appendix,  only  three  cases  were 


found  in  children  below  the  age  of  10.  Previous 
reference  has  been  made  to  the  fact  that  the 
manifestation  of  these  tumors  in  the  appendix 
is  that  of  acute  appendicitis.5  The  definitive 
diagnosis  is  established  as  a coincidental  Ending 
upon  microscopic  examination  of  the  surgical 
specimen. 

According  to  Landing3,  appendiceal  carcinoid 
represents  approximately  one  in  500  surgically 
removed  appendices  up  to  the  age  of  16.  In 
our  opinion,  this  Egure  seems  too  high,  in  view 
of  the  number  of  cases  reported  to  date.  The 
recommended  treatment  is  simply  a routine  ap- 
pendectomy. In  the  instance  of  spread  to  the 
regional  lymph  nodes,  a more  radical  procedure, 
such  as  right  hemicolectomy,  would  have  to 
be  considered.1 

Summary 

A partial  review  of  the  literature  relative  to 
argentafhnoma  of  the  appendix  is  presented. 
Specihc  reference  is  made  to  this  disease  occur- 
ring in  children  below  the  age  of  10.  A report 
is  made  of  such  a case,  the  diagnosis  being 
made  incidentally  upon  an  appendix  removed 
for  acute  appendicitis.  The  pathology  and  his- 
tologic criteria  are  discussed  in  detail. 

REFERENCES 

1.  Davis,  A.  J.:  Carcinoid  Tumors  ( Argentaffinomata) ; An.  Roy. 
Coll.  Surgery  (England):  25:277,  1959. 

2.  Field,  J.  L.,  Francis,  L.,  and  Stoeckle,  H.  E.:  Review  of 
Carcinoids  in  Children;  Pediatrics,  29:953,  1962. 

3.  Landing,  B.  H.,  Martin,  L.  W.:  Tumors  of  the  Gastroin- 
testinal Tract  and  Pancreas;  Pediatric  Clinics  of  North  Amer- 
ica; 6:413,  1959. 

4.  Oeconomopaulas,  C.  T.:  Argentaffin  Cell  Tumors  (Car- 

cinoids) of  the  Appendix  in  Children;  Pediatrics;  27:134, 
1961. 

5.  Stowens,  Daniel:  Pediatric  Pathology;  1959,  Page  462. 

6.  Uihlein,  R.,  and  McDonald,  J.  R.;  Primary  Carcinoma  of 

the  Appendix  Resembling  Carcinoma  of  Colon:  Surgery, 

Gynecology  and  Obstetrics:  76:  711,  1953. 


46 


Illinois  Medical  Journal 


Case  Report 


Accidental  Administration  of  Compazine 


Jeanne  Kehoe  Mercer,  M.D.,  Oak  Park 

The  reporting  of  this  case  is  included  to  alert 
all  physicians  to  still  another  of  the  many  emer- 
gencies that  may  happen  in  a pediatric  practice. 
An  error  in  treatment  may  be  catastrophic  to 
the  child,  whether  it  be  an  error  in  the  com- 
pounding of  a prescription  or  the  amount  given 
to  the  patient.  It  is  even  more  terrifying  when 
an  entirely  wrong  medication  is  given;  e.g., 
when  the  child  received  a medication  intended 
for  a parent. 

Case  History 

An  18-month-old  female,  21  pounds  6 ounces,  was 
first  seen  on  May  23,  1961,  with  elevated  temperature, 
cough,  cold  and  vomiting.  Her  temperature  was  102.2 
rectally.  She  had  a mild  corzya,  infection  of  both  tonsils 
with  a white  exudate  from  the  crypts  of  each  tonsil. 
The  anterior  cervical  nodes  were  slightly  enlarged. 
Owing  to  the  vomiting,  it  was  suggested  that  the  child 
be  given  only  small  quantities  of  clear  liquids,  popsicles 
and  pieces  of  sugar  candy,  but  no  oral  medication.  The 
mother  was  instructed  to  use  aspirin  suppositories,  one 
every  six  hours  of  the  day,  for  the  temperature  eleva- 
tion. An  injection  of  400,000  units  of  Penicillin  was  ad- 
ministered. Eighteen  hours  later,  at  9:00  a.m.  the  next 
morning,  the  mother  reported  that  the  temperature  was 
normal  and  the  baby  had  not  vomited  since  the  office 
visit.  The  clinical  progress  was  apparently  satisfactory. 
It  was  suggested  that  she  now  start  oral  medication 
(one-half  teaspoon  every  three  hours  Pediatric  Suspen- 
sion of  Gantrisin),  in  the  hope  that  this  dose  would  be 
tolerated. 

At  10:00  a.m.  the  mother  telephoned  in  alarm  be- 
cause she  noticed  that  when  she  was  about  to  give  the 
fourth  scheduled  aspirin  suppository,  only  one  was 
missing  from  the  box.  On  questioning  the  other  mem- 
bers of  the  family,  who  gave  the  other  suppositories, 
it  was  ascertained  that  the  child  had  received  two 
prochlonperazine  (Compazine®)  suppositories,  a total 
dosage  of  50  mg. 

One-half  an  hour  later,  at  10:30  a.m.,  the  mother 
noticed  that  the  child  was  in  a head  back  position  and 
that  the  eyes  were  rolling  around.  She  called  and  we 
met  at  the  hospital  approximately  one  hour  later.  Upon 
admission  to  the  hospital,  the  temperature  of  the  child 
was  101.6  rectally.  She  was  making  facial  grimaces  and 
purposeless  movements  of  her  arms  and  legs.  She  lay 
on  her  side  in  an  opistonthonus  position  and  her  eyes 
were  rolled  upward  in  their  sockets.  Her  throat  was 


still  inflamed  and  the  cervical  nodes  were  still  palpable. 
In  view  of  the  history  and  the  physical  findings,  a lum- 
bar puncture  was  performed.  It  revealed  a clear  fluid 
and  normal  pressure.  The  chemistries  showed  the  pro- 
tein to  be  14.5  mg%  and  the  glucose  to  be  50  mg% 
The  Pandy  was  negative  and  the  cell  count  was  2 
lymphocytes/cc.  The  blood  and  throat  culture  showed 
no  growth  by  aerobic  and  anerobic  methods.  Routine 
urinalysis  was  negative;  but  the  urine  did  show  a posi- 
tive Compazine  test.  The  complete  blood  count  was 
normal  including  a normal  differential  count.  She  was 
maintained  on  small  chemotherapeutic  (Gantrisin®) 
doses  and  added  antihistamine  (Benadryl®)  medication. 

Clinical  improvement  was  shown.  In  forty-eight  hours 
there  was  not  much  change  in  her  condition  from  the 
time  of  admission.  After  an  additional  twelve  hours 
she  finally  returned  to  normal.  This  delay  might  be  ex- 
plained by  the  fact  that  this  medication  was  given 
rectally,  a route  by  which  the  absorption  is  slow  and 
the  action  prolonged.  She  was  discharged  from  the 
hospital  after  five  days,  completely  recovered. 

Prochlorperazine  (Compazine®),  a pheno- 
thiazine  derivative,  is  an  outstanding  tranquil- 
izer and  antiemetic  that  is  remarkably  free  from 
the  drowsiness  and  depressing  effects.  The  vast 
clinical  reports  show  that  it  is  rapid-acting  and 
quite  effective  in  low  dosage.  Side  effects  in 
these  low  dosages  are  minimal.  The  mother  of 
the  patient  had  had  prochlorperazine  supposi- 
tories, 25  mg,  prescribed  for  her  nausea  of 
pregnancy  over  one  year  ago  and  had  left  them 
in  the  refrigerator.  When  the  aspirin  supposi- 
tories were  prescribed  for  the  patient,  they  were 
stored  in  the  refrigerator  next  to  the  mother’s 
prescription  for  suppositories.  Late  at  night  or 
early  in  the  morning  the  child  described  in  the 
above  case  report  was  given  the  wrong  sup- 
pository and  the  train  of  events  began. 

Prochlorperazine  does  not  have  any  particular 
potentiating  effects.  Depressant  drugs  given  in 
conjunction  with  it  should  be  watched  very 
carefully.  Occasionally  transitory  neuromuscular 
effects  of  an  extra-pyramidal  tract  pattern  have 
been  observed  on  Compazine  therapy.  These 
resemble  mostly  a Parkinsonian  Syndrome  or 
are  of  the  dystonic  type.  In  the  latter  type,  the 
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muscles  of  the  face  and  shoulder  girdle  seem  to 
be  affected  the  most.  Characteristically,  the 
symptoms  are  intermittent.  Others  symptoms 
that  have  been  observed  include  extension 
rigidity  of  the  back  muscles,  spasms  of  the  neck, 
carpopedal  spasm,  eyes  rolled  back,  trismus,  and 
difficulty  swallowing.  All  of  these  symptoms  oc- 
curred at  one  time  or  the  other  during  the  first 
56  hours. 

Prochlorperazine  has  two  particular  uses  in 
Pediatrics. 

1.  Nausea  and  vomiting  syndromes. 

2.  Behavior  disorders — reducing  excitability 
and  hyperirritability. 

Three  points  should  always  be  kept  in  mind 
before  the  administration  of  Prochlorperazine  in 
children. 

1.  Start  always  at  the  lowest  recommended 
dosage  level. 

2.  Dosage  should  always  be  based  on  body 
weight,  0.5  mgs./kg./24  hours,  rather  than 
age. 

3.  And,  it  is  always  important  that  parents 
clearly  understand  your  dosage  instruc- 
tion. 

There  has  only  been  a very  few  cases  of 
neuro-muscular  reactions  ( Extrapyramidal 
symptoms  in  children).  These  reactions  are 
transitory  and  reversible.  Nausea  and  vomiting 
syndromes  are  usually  controlled  by  low  doses 


below  7.5  mg.  a day  for  a 20  to  29  pound  child. 

High  doses  are  tolerated  in  behavior  disturb- 
ances, but  one  must  always  begin  with  low 
doses.  Although  extensive  clinical  experience 
has  long  since  demonstrated  that  Compazine 
has  an  unusually  wide  margin  of  safety,  the 
physician  administering  the  drug  should  remain 
alert  to  the  possible  occurrence  of  blood  dy- 
serasia  or  other  toxic  manifestations  which  have 
been  reported  occasionally  with  the  phenothia- 
zine  compounds. 

Despite  some  similarity  to  serious  neurologic- 
al disorders,  these  reactions  are  reversible,  by 
careful  observation  and  mild  sedation,  if  neces- 
sary. Reassurance  is  an  important  part  of  the 
therapy.  It  lias  been  suggested  that  antihista- 
mine therapy  may  be  helpful.  It  was  used  on 
this  child  and  she  made  an  uneventful  recovery. 
Time  may  have  been  a great  factor  in  this 
particular  case. 

In  summary,  this  case  represents  a serious 
mistake  of  medication  that  fortunately  does  not 
happen  too  frequently  in  our  every  day  practice. 
This  child  had  an  acute  tonsilitis,  received  the 
wrong  medication  accidentally,  but  made  a very 
uneventful  recovery  and  has  not  suffered  any 
serious  after  effects.  At  a month  and  three- 
month  interval  after  this  accident,  she  has  been 
examined  with  no  discernible  residual  effects 
of  the  mistaken  drug  administration. 
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Qualifications  of  the  Flight  Surgeon 

G.  B.  McNeely,  B.S.,  M.D.,  D.B.,  M.R.S.H.,  Bloomington 


I have  often  been  asked  by  medical  colleagues, 
“What  is  a flight  surgeon  and  how  does  his 
particular  knowledge  differ  from  other  disci- 
plines of  medicine?”.  In  my  humble  opinion,  the 
sum  total  of  all  the  flight  surgeons  knowledge, 
is  directed  toward  one  purpose,  namely,  the 
prediction  of  who  can  fly,  how  he  may  fly  with 
safety,  and  how  to  correct  difficulties  that  occur 
as  a result  of  his  aeronautical  or  astronautical 
activities. 

Starting  at  the  ground  level,  a flight  surgeon 
should  have  adequate  knowledge  of  air  field 
facilities.  He  should  understand  the  principles 
of  preventive  medicine  in  all  types  of  climate 
and  terrain.  This  requires  knowledge  of  engi- 
neering as  well  as  medicine.  Project  this  thought 
into  space  and  he  must  think  in  terms  of  space 
platforms  as  well  as  permanent  installations  on 
the  moon,  etc. 

He  should  understand  the  principles  of  aero- 
nautical and  astronautical  flight.  This  requires 
knowledge  of  aeronautical  engineering  as  well 
as  medicine,  ie;  cockpit  design,  in  terms  of  the 
optical,  cardiovascular,  skeletal,  muscular, 
neuropsychiatric,  respiratory  systems,  etc. 
Again,  this  phase  of  his  knowledge  becomes 
more  demanding  as  we  project  our  manned 
flights  into  space. 

He  should  be  well  acquainted  with  aeronauti- 
cal and  astronautical  pilot  activities.  If  he  has 
taken  the  time  and  trouble  to  become  a pilot, 
his  understanding  of  the  problems  of  the  people 
who  depend  upon  him  for  selection  and  mainte- 
nance, will  be  greatly  improved.  If  for  no  other- 
reason,  the  stress  of  performing  pilot  activities 
will  be  greatly  appreciated  and  he  will  under- 
stand why  a pilot  must  have  a reserve  potential 
to  compensate  under  stress  in  a hostile  environ- 
ment. The  tests  used  at  ground  level  to  reveal 
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latent  difficiencies  that  may  become  manifest 
under  stress  can  be  interpreted  with  more  intel- 
ligence if  the  flight  surgeon  has  been  exposed 
by  experience.  He  will  appreciate  the  effects  of 
hypoxia,  inclement  weather,  inadequate  cockpit 
design,  difficult  vision,  color  blindness,  etc.  to  a 
much  greater  degree  if  he  has  had  actual  pilot 
experience. 

He  should  understand  flight  control  as  di- 
rected from  the  ground  level.  It  is  important  to 
acquire  knowledge  of  control  tower  operations, 
radar  control,  ground  control  approach,  in  flight 
discipline  while  on  instruments,  etc.  His  knowl- 
edge of  astrology  should  be  more  than  superfi- 
cial, especially  since  the  advent  of  astronautics. 

His  broad  scope  of  medical  science  is  thought 
to  be  somewhat  exaggerated  by  our  fellow  phy- 
sicians, but  it  is  a proven  fact,  that  the  aero- 
space medical  specialist  must  acquire  more  than 
a superficial  knowledge  of  many  medical  spe- 
cialities. Experience  in  the  field  of  aviation  med- 
icine has  without  doubt  proven  that  his  knowl- 
edge in  the  various  specialities  must  be  acquired 
on  a sound  basis  of  anatomy,  physiology,  inor- 
ganic chemistry,  organic  chemistry,  physics, 
mathematics,  etc. 

Ophthalmology  and  otolaryngology  are  used 
practically  every  day  by  the  flight  surgeon  in 
practice  as  well  as  research.  He  should  have 
more  than  a basic  acquaintance  with  the 
anatomy,  physiology,  and  pathology  of  the  eye, 
ear,  nose  and  throat.  For  example,  it  is  import- 
ant to  understand  optics  in  the  jet  and  space 
age  when  the  reaction  time  of  the  pilot  be- 
comes a matter  of  life  or  death  at  tremendous 
speeds. 

Internal  medicine  is  important  to  the  flight 
surgeon,  especially  in  the  cardiology,  respira- 
tory, and  gastroenterology  disciplines.  For  ex- 
ample, he  must  have  a thorough  understanding 
of  the  physical  and  chemical  aspects  of  the 
partial  pressure  of  oxygen  in  the  alveoli  of  the 
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pilot  in  a hostile  atmosphere.  He  must  under- 
stand the  effects  of  lung  pathology  and  cardiac 
pathology  on  the  alveoli  partial  pressure  of 
oxygen.  He  surely  should  be  acquainted  with 
toxicology  and  hemitology  in  relation  to  the 
above  problems. 

Psychology,  neurology,  and  psychiatry  are 
probably  among  the  most  difficult  areas  for  him 
to  acquire  knowledge.  This  specialized  knowl- 
edge is  used  constantly  not  only  in  the  selection 
of  flying  personnel  but  also  for  their  mainte- 
nance. For  example,  consider  the  absence  of 
stimuli  for  the  astronaut,  or  the  over  abundance 
of  stimuli  for  the  jet  pilot  on  a ground  control 
approach  at  a busy  airfield. 

Roentgenology  is  important  to  the  flight  sur- 
geon in  the  selection,  maintenance,  and  correc- 
tion of  flying  personnel.  His  interpretation  of 
x-ray  films  is  not  only  important  for  ground  per- 
sonnel but  for  the  hostile  ecology  of  the  airman 
or  passenger.  X-ray  therapy  must  also  be  con- 
sidered from  a different  view  point.  For  ex- 
ample, should  a basil  cell  carcinoma  be  removed 
from  the  face  of  a pilot  by  surgery  and  followed 
with  x-ray  therapy?  Should  only  surgery  be  used 
or  should  x-ray  therapy  be  used?  For  tbe  aver- 
age patient  who  flys  a few  hours  a year,  this  is 
not  a difficult  decision  to  make.  For  the  pilot 
who  flys  many  hours  a month  at  ever  increasing 
altitudes  and  especially  for  the  astronaut  in 
space,  it  becomes  a more  difficult  decision.  They 
are  supposed  to  be  protected  from  all  types  of 
radiation  but  it  is  questionable  whether  enough 
time  has  elapsed  to  prove  this  beyond  doubt. 

Gross,  microscopic,  and  especially  forensic 
pathology  are  a definite  part  of  the  flight  sur- 
geons tools.  The  solution  of  many  fatal  airplane 
accidents  has  been  materially  helped  by  the 
careful  and  intelligent  preservation  of  speci- 
mens. By  the  same  token  a thorough  examina- 
tion of  these  specimens  by  gross,  chemical, 
radiological,  microscopical,  and  spectorscopical 
technique  are  of  utmost  importance.  For  ex- 
ample, the  cause  of  a fatal  airplane  accident 
may  be  missed  by  the  omission  of  the  examina- 
tion of  the  head  and  its  contents.  I have  seen 
postmortem  examinations  in  which  the  head  was 
not  opened.  The  same  is  true  for  routine  serial 
sections  of  tissue,  as  it  may  be  necessary  to  take 
many  more  sections  than  are  usually  accom- 
plished. 


Laboratory  studies  are  used  by  all  branches 
of  clinical  and  research  medicine.  However,  to 
the  flight  surgeon,  interpretation  for  practical 
use  may  differ  significantly  and  it  is  of  im- 
mediate importance  to  make  manifest  any  latent 
deviation  from  the  normal.  For  example,  the 
interpretation  of  the  glucose  tolerance  test 
should  be  carefully  considered  for  latent  dia- 
betes which  later  or  in  periods  of  stress  may  be- 
come obvious  diabetes.  The  interpretation  of 
the  electro-encephalogram  for  epilepsy,  etc.  is 
of  more  immediate  importance  for  latent  pathol- 
ogy which  under  stress  may  become  manifest. 
This  is  equally  true  for  electrocardiograph  in- 
terpretation. 

There  are  several  more  medical  specialities 
that  require  significant  knowledge  on  the  part 
of  the  aerospace  medical  physician.  We  must 
consider  orthopedics,  general  surgery,  chest  and 
cardiac  surgery,  dermatology,  proctocology, 
gynecology  and  as  more  people  use  air  trans- 
portation, obstetrics. 

A flight  surgeon  is  not  only  concerned  with 
flying  personnel  and  passengers,  for  he  is  aware 
that  it  takes  many  ground  personnel  to  keep 
an  airplane,  crew,  and  passengers  aloft.  Pre- 
ventive medicine  in  the  areas  of  public  health 
and  industrial  surgery  are  part  of  his  every 
day  work.  In  this  area,  he  again  intrudes  on 
many  disciplines,  toxicology,  dermatology,  im- 
munology, human  engineering,  nutrition,  indus- 
trial hygiene,  to  name  only  a few. 

The  aerospace  medical  specialist  must  be  a 
competent  administrator.  Paper  work  is  an  in- 
dispensable part  of  his  daily  life  as  reports, 
statistics,  etc.,  have  to  be  finalized  with  meticu- 
lous care.  The  use  of  correct  language  is  para- 
mount in  recording  examination  data  and  to  be 
brief,  concise,  but  accurate,  is  of  basic  import- 
ance. He  must  be  able  to  work  through  volumes 
of  biostatics  and  determine  their  significance 
from  the  practical  point  of  view. 

At  this  point,  our  medical  colleagues  and  fel- 
low scientists  are  about  to  view  us  as  a “jack- 
of-all-trades”.  Does  an  aerospace  medical  spe- 
cialist think  he  is  an  expert  from  astrology  to 
podiatry?  Of  course  not,  but  in  my  humble 
opinion,  he  must  cross  many  disciplines  of  sci- 
ence to  intelligently  accomplish  his  work.  Cer- 
tainly, he  must  call  for  help  from  other  scientific 
disciplines  as  he  cannot  be  paramount  in  all  sci- 
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entific  fields.  However,  his  outlook  should  be 
approachable  and  flexible  as  he  is  never  too  old 
to  learn.  We  could  extrapolate  this  thought  to 
the  physicians  of  tomorrow  when  many  of  our 
present  day  specialties  will  be  non-existant  be- 
cause of  the  prevention  of  mental,  cardiac, 
respiratory,  and  malignant  diseases.  Is  the  areo- 
space  medical  specialist  of  today  a pioneer  for 
the  physician  of  tomorrow?  I do  not  know,  but 
it  is  an  extremely  interesting  thought. 

It  must  be  apparent  to  everyone  that  Aero- 
space Medicine  is  a dynamic  and  ever  changing 
science.  Thus,  it  is  necessary  for  the  physician 
interested  in  Aerospace  Medicine  to  take  ad- 
vantage of  Ohio  State  University,  University  of 
Southern  California,  Federal  Aviation  Agency, 
Airforce  Aerospace  Medical  Center  and  Naval 


Aviation  Medical  Center,  post-graduate  courses. 
He  should  also  belong  to  the  societies  that  exist 
for  the  purpose  of  Aerospace  Medicine,  which 
include  the  Aerospace  Medical  Association,  Air- 
line Medical  Directors  Association,  Space  Medi- 
cal Association,  Society  of  United  States  Air 
Force  Flight  Surgeons,  Civil  Aviation  Medical 
Association,  Aerospace  Industrial  Life  Sciences 
Association,  etc.  Most  of  these  medical  asso- 
ciations combine  their  activities  into  an  an- 
nual convention.  The  convention  sponsored  by 
the  Aerospace  Medical  Association,  actually 
amounts  to  an  annual  post-graduate  course.  In 
a word,  the  physician  interested  in  Aerospace 
Medicine  has  ample  opportunities  to  keep  his 
knowledge  forever  current. 
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Enzymes  in  Mental  Retardation 

Albert  R.  Rosanova,  M.D.,  Henry  Neimeyer,  M.D.,  Theodore  Compare,  M.D., 
and  Albert  Stephan  Michaelson,  Ph.D.,  Chicago,  Illinois 


The  purpose  of  this  report  is  to  explore  the  roles 
that  enzymes  play  in  producing— or  in  preventing — 
those  metabolic  disturbances  which  are  associated  with 
mental  retardation. 

It  is  now  apparent  that  certain  conditions  known 
to  be  associated  with  mental  retardation  result  from 
one  or  more  metabolic  disturbances.  Phenylketonuria, 
galactosemia,  and  amaurotic  family  idiocy  are  examples 
of  conditions  which  are  in  some  way  linked  with  mental 
retardation.  Because  these  conditions  are  disturbances 
of  certain  essential  metabolic  processes,  it  also  becomes 
apparent  that  they  are  in  some  way  linked  with  the 
absence  or  the  malfunction  of  one  or  more  specific 
enzymes. 

Because  of  its  length,  this  report  is  presented  in  two 
parts.  Part  I follows  with  appropriate  references.  Part 
II  will  appear  in  the  September  issue  of  IMJ. — The 
Authors. 


General  Observations 

New  breakthroughs  achieved  by  enzymologi- 
cal  research  provide  the  knowledge  which  ex- 
plains how  and  why  underlying  metabolic  dis- 
turbances develop  in  mentally  retarded  individ- 
uals.1-6 It  is  therefore  possible  to  find  an  ezymo- 
logical  etiology  for  mental  retardation.  On  this 
basis,  mental  retardation  may  be  said  to  have 
two  possible  causes:  (1)  It  may  directly  result 
from  the  absence  or  the  malfunction  of  a specific 
enzyme  or  enzymes  or  ( 2 ) it  may  be  caused  by 
the  accumulation  of  toxic  products  resulting 
from  the  lack  of  the  enzyme  or  enzymes  that 
are  necessary  for  some  essential  metabolic  proc- 
ess to  take  place. 

The  metabolic  disturbances  known  to  be 
linked  with  mental  retardation — along  with  the 
enzymes  associated  with  them — may  be  classi- 
fied according  to  their  biochemical  functions 
into  four  general  groups.  These  include  condi  - 
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tions  in  which  there  is  faulty  action  of  enzymes 
on:  (1)  Protein  or  amino  acid  substrates,  (2) 
carbohydrate  substrates,  (3)  lipoid  substrates, 
and  (4)  mixtures  made  up  of  two  or  more  dif- 
ferent substrates. 

Conditions  Caused  By  Faulty  Action  of 
Enzymes  on  Proteins  or  Amino  Acids 

Faulty  action  of  enzymes  on  proteins  and 
amino  acids  can  lead  to  conditions  such  as: 
Phenylketonuria,  the  Hartnup  Syndrome,  organ- 
oaciduria  (Lowe’s  Syndrome),  maple  sugar  urine 
disease,  hepato-lenticular  degeneration  (Wil- 
son’s disease),  arginino-succinuria,  cystathronu- 
ria,  histidinemia,  and  citrullinuria. 

Phenylketonuria 

Phenylketonuria  ( phenylpyruvic  oligophrenia, 
or  “PKU”)  was  the  first  metabolic  condition  to 
be  identified  with  mental  deficiency.9  An  in- 
herited disease,  PKU  is  transmitted  by  a single 
autosomal  recessive  gene. 

Fate  of  Phenylalanine:  The  amino  acid  phe- 
nylalanine is  converted  into  tyrosine,  another 
amino  acid,  by  parahydroxylation.  The  enzyme 
which  facilitates  this  process  is  phenylalanine 
hydroxylase.  Tyrosine  is  the  precursor  of  im- 
portant compounds,  including  diiodotyrosine, 
triiodothyronine,  thyroxine,  epinephrine,  nor- 
epinephrine, and  melanin. 

Phenylalanine  is  normally  excreted  in  the 
urine  partly  unchanged  and  partly  as  phenyl- 
pyruvic acid. 

Pathogenesis  and  Diagnosis  of  PKU:  A defi- 
ciency of  phenylalanine  hydroxylase  prevents 
the  normal  breakdown  of  phenylalanine.  This 
leads  to  an  excessive  accumulation  of  phenyl- 
alanine in  the  body  fluids  and  tissues.  In 
infants,  such  accumulation  of  phenylalanine 
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seriously  interferes  with  proper  mental  develop- 
ment. If  an  obvious  mental  deficiency  is  accom- 
panied by  urinary  excretion  of  phenylpyruvic 
acid,  a diagnosis  of  PKU  is  likely. 

A chemical  reaction  between  phenylpyruvic 
acid  and  ferric  chloride  produces  a green  color. 
This  is  diagnostic.  Guthrie’s  bacterial  inhibition 
assay  of  phenylalanine  is  also  diagnostic.11 

Treatment:  The  most  commonly  used  method 
of  treating  PKU  is  based  on  a low  phenylalanine 
diet.  It  would  appear  that  this  is  a rational 
approach,  since  it  is  certainly  desirable  to  re- 
duce the  phenylalanine  content  in  a body  that 
already  has  a surplus  of  that  substance.  Yet,  it 
is  also  important  to  keep  the  phenylalanine 
content  from  falling  to  a dangerously  low  level. 
This  can — and  does — lead  to  critical  metabolic 
consequences. 

We  suggest  a method  of  therapy  which  is 
baseJl  on  the  administration  of  the  enzyme 
phenylalanine  hydroxylase.  A lack  of  this  en- 
zyme is,  of  course,  the  primary  cause  of  PKU. 
Phenylalanine  hydroxylase  has  been  isolated. 
Its  large-scale  manufacture  would  not,  appar- 
ently, present  any  problems. 

With  this  suggested  “enzyme  therapy,”  a com- 
paratively low  phenylalanine  diet  could  be 
maintained.  At  the  same  time,  however,  the 
phenylalanine  level  could  be  prevented  from 
falling  too  drastically,  because  more  phenyl- 
alanine could  be  tolerated  in  the  diet  if  the 
enzyme  which  normally  breaks  it  down  were  al- 
so given.  This  idea  may  be  compared  to  that 
of  giving  insulin  to  a diabetic.  When  sufficient 
insulin  is  given,  the  diabetic  is  able  to  tolerate 
more  carbohydrates  in  his  diet. 

The  buccal,  sublingual,  and  oral  absorption 
routes  for  enzymes  have  been  proven  to  be  ef- 
fective.14 However,  phenylalanine  hydroxylase 
—and  every  other  enzyme,  for  that  matter — is  a 
protein.  It  is  therefore  conceivable  that  an 
anaphylactic  reaction  might  result  from  the 
parental  administration  of  phenylalanine  hy- 
droxylase to  an  allergic  individual.  It  should  be 
noted  that  no  such  allergic  manifestations  have 
been  reported  when  the  oral  route  of  adminis- 
tration was  used.15 

The  Hartnup  Syndrome 

The  Hartnup  Syndrome  was  first  described  in 
1956  by  Baron,  Dent,  Harris,  Hart,  and  Jep- 


son.16  Like  PKU,  the  Hartnup  Syndrome  is  an 
inherited  condition.  Genetically,  it  is  an  auto- 
somal recessive  trait.  However,  no  irregularities 
in  the  amino  acids  present  in  the  serum  or  in 
the  urine  of  carriers  have  thus  far  been  de- 
tected. 

The  Clinical  Picture:  The  skin  and  neuro- 
logical signs  in  the  Hartnup  Syndrome  are 
similar  to  those  found  in  pellagra. 

Skin  signs  include  a rash  on  exposed  sur- 
faces of  the  body  such  as  the  face,  neck,  legs, 
and  hands.  Exposure  to  sunlight  causes  the 
skin  to  become  rough,  reddish,  and  raw.  In 
some  cases  it  may  even  begin  to  ooze. 

Neurological  symptoms  are  ptosis,  nystagmus, 
poor  performance  of  fine  hand  movements, 
tremors  of  the  hands  and  tongue,  irritability, 
increased  deep  reflexes,  and  cerebellar  ataxia. 

Although  mental  deficiency  is  slow  in  de- 
veloping, it  tends  to  be  progressive.  It  would 
seem,  however,  that  mental  deficiency  does  not 
accompany  every  case.  Henderson,17  in  1958, 
reported  a case  of  Hartnup  Syndrome  in  which 
there  was  no  evidence  of  slow  mental  develop- 
ment. 

With  the  exception  of  proline,  there  is  an 
increased  secretion  of  most  other  amino  acids 
into  the  urine.  Also,  the  secretion  of  indole  prod- 
ucts such  as  indican,  tryptophan,  indoleacetic 
acid,  and  an  undifferentiated  indolic  material 
is  increased.  For  some  unknown  reason,  the 
feces  contain  a large  amount  of  protoporphyrins. 

The  amino  acid  level  in  the  serum  is  normal. 
For  this  reason  a renal  defect  has  been  sus- 
pected as  the  cause  of  the  syndrome.  It  has  also 
been  suspected  that  an  error  in  the  metabolism 
of  tryptophan  into  nicotinic  acid  has  something 
to  do  with  causing  the  disease.  However,  the 
exact  steps  of  this  suspected  faulty  process — 
and  the  possible  missing  enzymes — have  not 
as  yet  been  determined. 

Organo-Aciduria  (Lowe’s  Syndrome) 

In  1952,  Lowe,  Terry,  and  MacLachlan18  de- 
scribed three  mentally  retarded  children,  each 
of  whom  displayed  abnormal  excretion  of  uri- 
nary amino  acids.  In  each  case,  the  C02  and 
pH  of  the  blood  serum  were  slightly  decreased. 
However,  the  NPN,  blood  glucose,  and  blood 
alpha  amino  acids  were  within  normal  limits. 

Clinically,  there  was  hydropthalmos  with 
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osteomalacia.  Mental  retardation  began  at  two- 
to-six  months  of  age.  Abnormal  excretion  of 
amino  acids  into  the  urine  began  at  this  time. 

Lowe,  et  al,  suggested  that  this  condition 
might  be  precipitated  by  some  inborn  error  of 
metabolism  involving  amino  acids,  and  by  an 
accompanying  renal  dysfunction.  Indeed,  many 
of  the  syndrome’s  effects  may  be  caused  by 
renal  damage  which  is  secondary  to  the  kid- 
ney’s reduced  ammonia-producing  capacity.  It 
is  also  possible  that  the  enzyme  which  is  needed 
by  the  kidneys  to  produce  ammonia  is  missing. 

Maple  Syrup  Urine  Disease 

Menkes,  Hurst,  and  Craig19  originally  de- 
scribed this  condition  in  1954.  They  named  it 
“maple  sugar  urine  disease’’  because  they  de- 
tected a striking  similarity  in  the  odor  of  urine 
excreted  by  patients  suffering  from  the  condi- 
tion and  the  sweetish  odor  of  maple  syrup.  The 
lactide  of  alpha-hydroxybutyric  acid  is  thought 
to  be  responsible  for  this  characteristic  odor  of 
the  urine. 

Infants  afflicted  with  maple  sugar  urine  dis- 
ease are  apparently  normal  at  birth.  Within 
the  first  neonatal  week,  however,  they  develop 
symptoms  such  as  irritability,  difficult  feeding 
due  to  labored  swallowing,  absence  of  the  Moro 
reflex,  irregular  and  jerky  respiration,  hyper- 
tonicity and  opisthotonus,  and  convulsions. 
Mental  retardation  is  severe.  Death  usually 
ensues  by  the  age  of  20  months.  It  is  interesting 
to  note,  however,  that  Morris,  et  al,20  have  re- 
ported an  apparently  non-fatal  variant  of  maple 
sugar  urine  disease. 

The  Clinical  Picture:  Excessive  amounts  of 
valine,  leucine,  and  isoleucine  are  found  in  the 
blood,  urine,  and  cerebrospinal  fluid.  This 
seems  to  be  caused  by  the  lack  of  an  enzyme 
which  catalyzes  the  decarboxylation  stage  in 
the  metabolism  of  the  branched  chain  amino 
acids — valine,  leucine,  and  isoleucine.  For  this 
reason,  abnormal  quantities  of  these  amino 
acids,  and  their  respective  ketoacids,  accumu- 
late in  the  body  fluids.  Such  abnormal  accumu- 
lation of  amino  acids  and  ketoacids  is  believed 
to  be  in  some  way  responsible  for  the  brain 
damage  which  manifests  itself  in  the  neonatal 
period. 

Londsdale,  Mercer,  and  Faulkner22  reported 
on  a four-week-old  girl  in  whom  maple  sugar 


urine  disease  was  diagnosed  before  an  irre- 
versible brain  damage  had  set  in.  This  child 
was  treated — apparently  with  good  results — 
with  a diet  which  excluded  the  branched  chain 
amino  acids. 

The  above  group  also  reported  the  first  suc- 
cessful demonstartion  of  the  heteroxygous  car- 
rier by  the  use  of  a leucine  “loading”  test.  This 
test  may  prove  to  be  of  considerable  value  in 
tracing  the  pedigree  of  an  affected  family,  and 
also  in  genetic  counseling. 

Gartner23  reported  detecting  a deficiency  in 
the  key  enzyme  leucine  decarboxylase  in  pa- 
tients with  maple  sugar  disease.  Hypoglycemia 
has  also  been  noted  in  such  patients.  In  cases 
of  hypoglycemia,  therefore,  the  presence  or 
absence  of  branched  chain  amino-aciduria 
should  be  established  before  a leucine  loading 
test  is  performed. 

Hepato-Lenticular  Degeneration 
(Wilson’s24  Disease) 

Wilson’s  disease  has  a gradual,  insidious  on- 
set which  usually  begins  in  adolescence  or  in 
early  adulthood. 

Neurological  Findings:  There  are  widespread 
tremors;  muscular  rigidity  of  the  face,  trunk, 
and  extremities;  and  various  other  indications 
of  dysfunction  in  the  extra-pyramidal  motor 
system.  In  addition,  dysarthria,  dysphagia,  mus- 
cle weakness,  a mental  deterioration  charac- 
terized by  involuntary  laughter,  some  degree 
of  mental  retardation,  dementia,  and  even  psy- 
chosis, are  usually  found. 

The  brain  lesion  consists  of  a bilateral  sym- 
metrical degeneration  of  the  lenticular  and  the 
caudate  nuclei,  along  with  some  degenerative 
changes  in  the  cortical  nerve  cells.  Denny, 
Brown,  and  Porter26  have  reported  some  im- 
provement in  neurological  symptoms  with  the 
use  of  B.A.L. — the  British  anti-Lewisite,  dimer- 
captopropanol.  Walsh27  has  reported  encourag- 
ing results  with  the  use  of  penicillinamine, 
which  is  given  orally  in  a daily  dosage  of  900 
mg.  It  would  appear  that  a study  of  the  oral 
or  intravenous  administration  of  ceruloplasmin 
is  also  worthy  of  consideration. 

Pathology:  Depositions  of  copper  are  found 
in  various  organs.  These  depositions  are  respon- 
sible for  the  symptoms  and  signs  of  the  disease. 
Copper  depositions  in  the  kidneys,  for  example, 
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are  thought  to  interfere  with  enzyme  systems 
which  facilitate  the  transportation  of  various 
substances  across  the  renal  tubular  epithelium. 
Such  interference  leads  to  a generalized  amino- 
aciduria, a glycusuria,  and  a phosphaturia. 
These  conditions  eventually  help  to  produce 
bony  irregularities  and  sclerosis,  ultimately 
causing  a diminution  of  urinary  uric  acid  which 
results  in  a serum  hypouricemia. 

Associated  with  all  of  these  various  changes 
— and  often  preceding  them — are  two  other 
pathological  manifestations.  First,  there  is  a 
progressive  multilobar  cirrhosis  of  the  liver. 
Second,  a greenish-brown  pigmentation — the 
Kayser-Fleisher  ring — may  be  observed  at  the 
periphery  of  the  cornea. 

Laboratory  Tests:  Urinalysis  reveals  an  amino- 
aciduria, with  an  increased  urinary  secretion  of 
copper.  The  amino  acid  content  of  the  blood, 
however,  is  normal.  The  copper  present  in  the 
blood  plasma  occurs  in  two  forms:  (1)  A form 
which  is  bound  to  albumen  and  reacts  directly 
to  diethylthiocarbamate;  and  (2)  a second 
form,  which  is  bound  to  ceruloplasmin — the 
factor  which  facilitates  an  increase  in  copper 
absorption  from  the  gastrointestinal  tract,  and 
also  an  increase  of  the  direct  reacting  fraction 
of  the  copper  in  the  plasma. 

Arginino-Succunuria 

In  1958,  Allan,  Cusworth,  Dent,  and  Wilson28 
reported  mental  retardation  in  two  children 
whose  urine  contained  large  amounts  of  ar- 
gininosuccinic acid.  Excessive  quantities  of  this 
compound  were  also  found  in  the  blood  and 
cerebrospinal  fluid  of  these  children. 

Arginino-succinic  acid  is  the  intermediate  in 
the  urea  cycle.  Thus,  a defect  in  the  enzymatic 
synthesis  of  urea  was  suspected  as  one  possible 
cause  of  the  disease. 

Cystathionuria 

Harris,29  in  1959,  reported  mental  retardation 
in  an  individual  who  was  excreting  large 
amounts  of  cystathione,  an  amino  acid.  This 
compound  is  an  intermediate  in  the  transforma- 
tion of  methionine  into  cysteine.  It  is  thought 
that  an  enzyme  block  is  present  at  the  point 
where  cystathione  is  broken  down  into  cysteine 
and  homoserine.  Because  blood  relatives  of  pa- 


tients with  this  disease  have  a significantly  in- 
creased cystathione  level,  a familial,  genetic 
origin  of  cystathionuria  is  suggested. 

Histidinemia 

Histidinemia  does  not  cause  mental  retarda- 
tion. It  does,  however,  cause  speech  defects  in 
four  out  of  five  persons  afflicted  with  the  condi- 
tion.30 Because  imidazolepyruvic  acid  is  excret- 
ed in  the  urine,  the  ferric  chloride  test  is  posi- 
tive. When  a ferric  chloride  test  is  obtained, 
therefore,  it  is  important  to  determine  the  blood 
phenylalanine  level  by  means  of  the  latest  fluoro- 
metric  methods  or  according  to  the  older 
Guthrie  test.  These  techniques  serve  to  dif- 
ferentiate a true  case  of  phenylketonuria  from 
one  of  histidinemia. 

Histidase,  a hepatic  enzyme  which  converts 
histidine  to  urocanic  acid,  is  lacking  in  persons 
with  histidinemia.  Plasma  and  uriniary  levels  of 
histidine  are  markedly  elevated. 

Citrullinuria 

McMurray31  was  the  first  to  describe  a case 
of  citrullinuria.  This  case  involved  an  infant 
who  did  well  until  he  reached  an  age  of  about 
nine  months.  At  that  time  the  infant  began  to 
vomit  and  to  have  epileptic  seizures.  At  20 
months  of  age  his  bone  structure  and  motor 
development  were  grossly  retarded.  Hepatomeg- 
aly, hypothyroidism,  and  an  abnormal  E.E.G. 
were  also  observed.  The  infant  continued  to 
vomit. 

Citrullinuria  is  related  to  the  urea-forming 
process  of  the  body.  Normally,  citrulline  with 
aspartic  acid  forms  arginino-succinic  acid.  This, 
in  turn,  breaks  down  to  arginine,  and  this  leads 
to  the  formation  of  uric  acid.  The  enzymes  con- 
cerned with  this  breakdown  have  not  as  yet 
been  isolated.  Since  citrulline  is  endogenous  in 
origin,  dietary  restriction  of  protein  intake  is  of 
little  therapeutic  value. 

Relatively  New  or  Rare  Conditions 

Many  other  conditions  in  which  enzymes  act 
abnormally  on  proteins  or  amino  acids — and 
which  are  associated  with  mental  deficiency — 
have  been  recently  described.  Among  these  are: 
Hypoglycinemia,  familial  hyperprolinemia,  hy- 
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droxiprolinemia,  hyperglycinemia,  Oasthouse 
disease,  and  others.  This  rapidly  expanding 
field  bids  well  to  become  a large  area  in  the 
sphere  of  mental  retardation. 

Part  2 will  appear  in  September  issue. 
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The  Cervical  Stump 

Joseph  A.  Stephens,  M.D.,*  Urbana 


Subtotal  Hysterectomy  was  a common  sur- 
gical procedure  in  most  hospitals  prior  to  1950. 
As  a result  of  these  procedures  we  are  now  see- 
ing many  patients  with  retained  cervical  stumps. 
Although  a good  number  of  these  patients  only 
require  annual  physical  examinations  and  Pap- 
anicolaou smears,  other  patients  with  cervical 
stumps  demand  more  definitive  treatment.  Dur- 
ing the  past  10  years  the  gynecologists  at  Carle 
Memorial  Hospital  were  aware  of  a moderate 
number  of  cervical  stumps  requiring  surgical 
treatment.  For  this  reason,  the  present  study 
was  undertaken  to  determine  the  conditions 
necessitating  cervicectomy. 

The  study  was  conducted  in  a 150  bed  com- 
munity hospital  from  July  1953  to  July  1963. 
During  this  period  49  cervicectomies,  899  vagi- 
nal hysterectomies,  504  total  abdominal  hys- 
terectomies, and  eight  subtotal  hysterectomies 
were  performed. 

Many  of  the  problems  correspond  only  to  the 
normal  incidence  of  disease.  Pathologic  exam- 
ination of  the  removed  cervices  revealed  a high 
incidence  of  disease.  A 10  per  cent  incidence  of 
carcinoma  “in  situ”  was  much  higher  than  one 
would  normally  anticipate.  Obviously,  many  of 
these  problems  could  have  been  avoided  by  a 
total  hysterectomy.  Most  gynecologists  are  now 
agreed  that  any  indication  for  a subtotal  hys- 
terectomy is  rare.  Total  hysterectomy  has  been 
advocated  for  more  than  30  years.1  Davis2  has 
clearly  outlined  the  advantages  of  total  hyster- 
ectomy and  pointed  out  the  disadvantages  of  the 
subtotal  operation. 

Many  patients  who  had  undergone  subtotal 
hysterectomy  prior  to  1930  had  either  died  or 
were  now  poor  surgical  risks.  During  that  peri- 
od, hysterectomy  was  a less  common  surgical 
procedure  than  today.  When  one  considers 
that  total  hysterectomy  has  been  the  preferred 
operation  for  over  15  years,  a comparatively 

^Department  of  Obstetrics  and  Gynecology,  Carle 
Hospital  Clinic,  Urbana,  Illinois. 


TABLE  1 


Years  of  Subtotal  Hysterectomy 
Requiring  Cervicectomy 

Later 

Years 

Number 

1912-1930 

2 

1931-1940 

16 

1941-1950 

22 

1951-1961 

9 

Total 

49 

large  number  of  subtotal  hysterectomies  were 
performed  after  1950.  This  high  incidence  is 
explained  by  the  fact  that  most  of  these  pro- 
cedures were  performed  in  surrounding  small 
community  hospitals  where  the  surgeons  were 
not  familiar  enough  with  the  total  hysterectomy 
to  warrant  the  increased  surgical  risk  to  the 
patient. 

The  remaining  subtotal  hysterectomies  were 
performed  during  the  era  when  this  operation 
was  accepted  surgical  procedure.  For  several 
decades  conization  of  the  cervix  at  the  time  of 
the  incomplete  hysterectomy  has  been  advocat- 
ed.3 None  of  these  patients  had  the  cervix 
coned. 


TABLE  2 

Diagnosis  Prior  to  Subtotal  Hysterectomy 

Diagnosis 

Number 

Unknown 

30 

Fibroids 

11 

Abnormal  bleeding 

5 

P.I.D. 

2 

Uterine  prolapse 

i 

Total 

49 

As  reported  in  other  series,4’5  the  primary 
reason  for  the  subtotal  hysterectomy  was  not 
known.  In  many  instances,  the  patient  was  not 
aware  of  the  diagnosis  or  she  did  not  under- 
stand the  indication.  There  was  a number  of 
patients  who  did  not  know  they  had  a cervical 
stump.  These  patients  should  be  informed  by 


for  July,  1964 


57 


the  operating  surgeon  and  he  should  stress  the 
necessity  of  yearly  examination  and  Papani- 
colaou smear.  Sometimes  the  physician  did  not 
record  the  indication  for  the  subtotal  hystercto- 
my  on  the  history. 

Uterine  fibroids,  abnormal  uterine  bleeding, 
and  pelvic  inflammatory  disease  were  indica- 
tions for  subtotal  hysterectomy.  Prolapse  of  the 
uterus  hardly  seems  to  be  an  indication  for  sub- 
total hysterectomy  unless  a suspensory  or  sling 
procedure  is  combined  with  the  hysterectomy. 

TABLE  3 

Operative  Approach 

Vaginal  cervicectomy  42 

Abdominal  cervicectomy  7 


Gynecologists  agree  that  vaginal  removal  of 
the  cervical  stump  is  the  preferred  route  in 
most  instances.6’7  There  is  decreased  morbidity, 
greater  patient  comfort,  and  shorter  hospital 
stay.  A combined  pelvic  repair  can  also  be 
performed  with  greater  ease  when  the  patients 
have  symptomatic  pelvic  relaxation. 

Thirty-one  of  the  forty-two  vaginal  proce- 
dures were  associated  with  the  repair  of  cysto- 
cele  and/or  rectocele.  One  can  only  guess  at 
the  number  of  patients  who  could  have  been 
spared  a second  operation  if  a vaginal  hysterec- 
tomy with  repair  had  been  performed  initially. 

In  the  smaller  community  hospitals  today, 
many  surgeons  are  well  trained  and  skillful  in 
performing  vaginal  surgery.  Twenty  years  ago 
this  was  not  the  case. 

Pelvic  mass,  abdominal  and  pelvic  adhesions, 
and  persistant  pain  were  the  indications  for 
selecting  the  abdominal  route.  Unanatomic  sus- 
pension of  the  cervical  stump,  and  advance- 
ment of  the  bladder  often  contributed  to  pelvic 
and  bladder  symptoms.  Infected  cervical  stumps 
often  contributed  to  recurrent  bladder  infec- 
tions, dysparunia,  leucorrhea,  bleeding,  and  pel- 
vic pain. 

Pelvic  relaxation  was  the  most  frequent  rea- 
son for  cervicectomy  and  vaginal  repair.  Many 
of  the  cystocele,  rectoceles,  and/or  prolapse  of 
the  cervical  stumps  were  probably  due  to  the 
normal  aging  process. 

Severe  chronic  cervicitis  was  the  indication 
for  cervicectomy  in  12  per  cent.  The  10  per  cent 
incidence  of  carcinoma  “in  situ”  is  significant. 


TABLE  4 

Indications  for  Cervicectomy 

Indications 

Number 

Pelvic  relaxation 

31 

Severe  cervicitis 

6 

Pelvic  mass 

5 

Carcinoma  “in  situ” 

5 

Squamous  metaplasia 

2 

Total 

49 

An  additional  4 per  cent  of  the  series  showed 
marked  squamous  metaplasia.  The  more  fre- 
quent use  of  Papanicolaou  smear  during  the 
past  10  years  undoubtedly  accounts  for  this  high 
incidence.  Invasive  carcinoma  was  treated  by 
combined  irradiation  and  not  included  in  this 
series.  Biopsy  and/or  cervical  cone  confirmed 
the  diagnosis  of  carcinoma.  Ullery  reported  a 
7.9  per  cent  incidence  of  carcinoma  of  the  cer- 
vical stump  in  a series  of  all  cervical  cancers. 
An  11.4  per  cent  incidence  of  carcinoma  in  the 
excised  stumps  was  reported  in  a series  by 
Planas. 

Two  cases  of  hydrosalpinx,  two  patients  with 
pelvic  adhesions  attached  to  the  cervical  stumps, 
and  a pelvic  aneurysm  between  the  uterine  ar- 
tery and  vein  made  up  the  five  kinds  of  pelvic 
masses. 


TABLE  5 

Pathologic  Diagnosis 


Diagnosis 

Number 

Chronic  cervicitis 

30 

Normal  cervix 

10 

Carcinoma  “in  situ” 

5 

Squamous  metaplasia 

2 

Hyperkeratosis 

2 

The  frequency  of  cervical  infections  indicates 
either  the  presence  of  cervical  disease  at  the 
time  of  the  original  surgery  or  inadequate  fol- 
low-up. Vaginal  bleeding  was  present  in  20  per 
cent  of  the  stumps  with  chronic  cervicitis. 

A number  of  patients  had  a false  sense  of 
security  following  a subtotal  hysterectomy. 
Many  had  not  been  examined  until  pelvic 
symptoms  developed.  Other  patients  were  un- 
aware that  they  had  a retained  cervix.  The 
normal  and  liyperkeratotic  cervices  were  re- 
moved at  the  time  of  the  plastic  repair. 

Vaginal  removal  of  the  cervix  with  wide  ex- 
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cision  of  the  vaginal  cuff  was  the  procedure  in 
all  cases  of  carcinoma  “in  situ”  and  squamous 
metaplasia  of  the  involved  stumps. 

Summary 

1.  During  the  last  10  years,  49  cervical  stumps 
were  removed  at  a 150  bed  community  hospital. 

2.  Most  of  the  subtotal  hysterectomies  were 
performed  before  1950;  however,  a significant 
number  has  been  done  since  total  hysterectomy 
has  been  the  accepted  procedure. 

3.  In  many  instances  the  indication  for  the 
incomplete  hysterectomy  was  not  known. 

4.  The  vaginal  removal  of  the  cervical  stump 
affords  many  advantages  over  the  abdominal 
route  unless  intrapelvic  pathology  is  present. 

5.  In  60  per  cent  of  the  patients,  plastic  re- 
pair was  performed  at  the  time  of  the  vaginal 
cervicectomy. 

6.  The  high  incidence  of  infection  in  the  re- 
moved cervices  indicates  the  presence  of  residu- 
al disease  at  the  time  of  the  original  procedure 
or  inadequate  follow-up. 

7.  The  10  per  cent  incidence  of  carcinoma  “in 
situ”  is  concrete  evidence  supporting  annual  ex- 
amination and  Papanicolaou  smear.  When  indi- 


cated, biopsy  and  conization  of  the  cervix 
should  be  done. 

8.  With  the  advent  of  vaginal  and  total  ab- 
dominal hysterectomies,  one  can  only  guess  at 
the  number  of  patients  that  might  have  been 
spared  a second  surgical  procedure  if  a com- 
plete operation  had  been  done  originally  in  this 
series.  Likewise,  conization  of  the  cervix  at  the 
time  of  the  initial  subtotal  hysterectomy  would 
have  been  prophylactic  in  a number  of  pa- 
tients. 

9.  Subtotal  hysterectomy  affords  no  advan- 
tages and  has  many  disadvantages  over  the  total 
hysterectomy.  Only  in  complicated  or  unusual 
cases  or  in  the  face  of  anesthetic  problems 
should  a subtotal  hysterectomy  be  performed. 
Conization  or  excision  of  the  stump  should  be 
considered  at  a more  opportune  time. 
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Heavy  Smoking 

Regardless  of  the  adverse  effects  of  excessive 
inhaling  of  smoke,  the  management  of  patients 
with  chronic  pulmonary  disease  is  not  neces- 
sarily confined  to  the  heavy  smoker.  If  the 
non-inhaling  smoker  is  not  significantly  harmed 
by  a habit  which  brings  solace,  the  physician 
need  not  be  stampeded  into  demanding  that  all 
smoking  be  stopped.  The  practice  of  medicine 
should  not  involve  a war  against  enjoyment. 
Moderation  in  drinking  was  finally  accepted  by 
most  physicians  rather  than  prohibition  of  al- 
cohol, even  in  the  face  of  the  terrific  cost  of 
health  and  life  to  the  heavy  drinker.  Physical 
Exercise  in  Breathless  Subjects  with  Pulmo- 
nary Emphysema,  Including  a Discussion  of 
Cigarette  Smoking.  Alvan  L.  Barach,  M.D. 
Diseases  of  the  Chest.  February  1964. 
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Roland  P.  Mackay,  M.D.,  Chicago 


This  is  the  seventh  and  final  installment  of  an 
informative  history  of  neurology  not  only  in 
Chicago  as  the  title  would  indicate  hut  through- 
out the  state  and  the  nation.  In  a delightful  and 
interesting  style,  Dr.  Mackay  paints  a picture 
of  the  growth  of  neurology  as  seen  against  the 
times  in  which  it  was  practiced — a story  of  a 
city  and  specialty  growing  together. 


Victor  Emmanuel  Gonda,  born  in  Ungvar, 
Hungary,  on  May  7,  1889,  was  another  unique 
gift  of  Europe  to  neurology  in  Chicago.  His 
life  fell  into  three  distinct  phases,  of  which  the 
first,  spent  in  his  native  land,  included  his  medi- 
cal education  at  the  Royal  University  of  Sci- 
ences in  Budapest,  where  he  graduated  in  1911. 
During  his  internship  and  neuropsychiatric 
residency  at  the  University  Clinics,  his  penchant 
for  keen  clinical  observation  was  early  evident 
in  his  attention  to  the  mental  reactions  of  pa- 
tients receiving  serum  therapy  for  typhoid  fever 
and  in  his  paper,  published  on  that  subject  in 
1915.  In  that  year  he  entered  the  military  serv- 


Read  before  the  International  College  of  Sur- 
geons, Chicago,  Illinois,  March  19,  1963.  Excerpts 
of  this  article  appeared  in  the  Journal  of  the  In- 
ternational College  of  Surgeons,  August,  1963 
under  the  same  title. 

Professor  of  Neurology,  Northwestern  University 
Medical  School,  and  Senior  Attending  Neurologist, 
Chicago  Wesley  Memorial  Hospital. 

*For  much  of  the  material  here  presented  on  the 
general  history  of  Chicago,  I am  deeply  indebted 
to  Emmett  Dedmon's  Fabulous  Chicago.1 


Victor  Emmanuel  Gonda 
(1889-19591 


ice  of  Austria-Hungary  for  the  duration  of  the 
first  world  war.  In  the  course  of  his  military 
duties  he  became  interested  in  the  war  neuroses 
and,  in  another  forecast  of  his  life-long  devotion 
to  clinical  research,  made  motion  picture  analy- 
ses of  the  actions  of  “shell  shocked”  patients  and 
published  a paper  on  that  topic  in  1918.  With 
the  end  of  his  military  service  in  1919,  he  did 
further  postgraduate  work  in  Berlin  and  Leipzig 
to  round  out  his  formal  neurologic  education. 

After  his  marriage  and  the  birth  of  his  son 
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he  brought  his  little  family  to  Chicago  in  1924 
to  open  the  second  phase  of  his  life  as  a prac- 
titioner and  teacher  of  neurology  and  psychia- 
try. From  1925-30  he  was  Clinical  Instructor 
and  Associate  in  Neuropsychiatry  at  Rush  Med- 
ical College  in  the  department  headed  by  Peter 
Bassoe.  In  1930  he  joined  the  faculty  of  the 
Stritch  School  of  Medicine  of  Loyola  University, 
where  he  was  first  Associate  and  then  full 
Clinical  Professor  of  Neurology  and  Psychiatry 
until  1951.  He  was  also  Professor  of  Neurology 
at  the  Cook  County  Postgraduate  School,  and 
Consultant  at  the  Cook  County  Hospital  as  well 
at  Attending  Neuropsychiatrist  at  the  Mercy, 
Alexian  Brothers’  and  Columbus  Hospitals.  In 
1930  he  was  elected  to  membership  in  the  Chi- 
cago Neurological  Society,  and  attended  its 
meetings  with  regularity,  addressing  it  on  such 
topics  as  astroblastoma  of  the  pineal  body, 
paramyoclonus  multiplex,  and  familial  progres- 
sive spinal  muscular  atrophy.  In  1938  he  was  its 
president,  presenting  as  his  presidential  address 
a paper  on  the  war  neuroses.  Many  other  sci- 
entific societies  knew  him  as  a member,  includ- 
ing the  Illinois  Psychiatric  Society,  the  Central 
Neuropsychiatric  Association,  the  American 
Psychiatric  Association,  the  American  Associa- 
tion for  Research  in  Psychosomatic  Problems, 
the  National  Society  for  the  Control  of  Epilepsy 
and  the  Association  for  the  Advancement  of 
Psychotherapy. 

It  was  during  his  work  in  Chicago  that  Gonda 
made  his  chief  contributions  to  neurology.  He 
was  the  first  to  bring  to  Chicago  Cerletti’s  elec- 
trical method  of  inducing  therapeutic  convul- 
sive shock,  and  published  a paper  on  the  meth- 
od in  March  1941.  In  1941  he  also  did  re- 
search at  Yale  on  experimental  lesions  of  the 
pyramidal  tracts  in  primates,  from  which  work, 
as  well  as  from  his  clinical  observations,  came 
his  description  of  a new  pathological  reflex, 
published  in  the  Journal  of  Neuropathology  and 
Experimental  Neurology  in  1942.  For  the  re- 
mainder of  his  life  he  was  an  ardent  advocate 
of  this  reflex,  which  came  to  be  known  by  his 
name. 

A coronary  occlusion  in  1950  terminated  his 
work  in  Chicago  and  led  to  the  third  phase  of 
his  life  in  Palo  Alto,  California.  With  renewed 
vigor,  he  became  Chief  of  the  Neurological 
Service  at  the  Veterans’  Administration  Hospi- 


tal, where,  with  his  associates,  he  published 
papers  on  a variety  of  subjects,  including  epi- 
lepsy, cerebellar  ataxia,  thalamic  degeneration 
after  lesions  of  the  frontal  lobes,  and  hepatolen- 
ticular degeneration.  This  last  was  a posthu- 
mous, publication,  following  his  death  on  May 
17,  1959,  shortly  after  his  seventieth  birthday. 

Victor  Gonda  was  a clinician  with  an  open 
mind  to  new  methods  of  diagnosis  and  treat- 
ment and  a devotion  to  clinical  research.  To 
watch  him  examine  a patient  was  to  gain  an 
insight  into  his  meticulous,  compulsive  perfec- 
tionism, which  often  exceeded  the  bounds  of 
the  practical.  In  eliciting  the  abdominal  re- 
flexes he  used  the  brisk  but  dainty  stroke  of  an 
orchestral  director  asking  the  violins  for  piz- 
zicato. Posed  a difficult  question,  he  tossed  his 
head  back,  gazed  upward,  and  with  a “Hm- 
m-m”  of  thoughtfulness,  launched  a gentle  re- 
joinder. A man  of  great  good  humor,  he  had  but 
little  sense  of  humor,  and  yet  when  asked  by 
Loyola  University  to  set  down  his  military 
honors  in  his  curriculum  vitae,  he  wrote  in  his 
precise,  feminine  script,  “Since  I fought  on  the 
wrong  side,  a list  of  my  decorations  would  be 
irrelevant.”  He  pursued  his  serious  way  with 
rigid  singleness  of  purpose,  eager  for  recogni- 
tion and  deeply  appreciative  of  the  honors  that 
came  his  way.  Although  his  scientific  contribu- 
tions wer  significant,  his  warm  personality  and 
his  gentle  humility  were  a greater  memorial  of 
his  character. 

Stephen  Walter  Ranson,  although  not  a clini- 
cian, was  a part  of  the  neurology  of  Chicago 
and  exerted  an  important  influence  upon  the 
young  neurologists  throughout  this  continent 
and  the  world.  Born  August  28,  1880  at  Dodge 
Center,  Minnesota,  he  graduated  at  the  Univer- 
sity of  Chicago  as  a Bachelor  of  Science  in  1902 
and  as  a Doctor  of  Philosophy  in  1905,  taking 
his  Doctorate  in  Medicine  at  Rush  Medical 
College  in  1907.  During  the  next  year  he  in- 
terned at  the  Cook  County  Hospital,  but  never 
practiced  medicine.  After  21  years  as  Professor 
of  Anatomy  at  Northwestern  University  from 
1912-24,  he  was  Professor  of  Neuroanatomy  at 
Washington  University  in  St.  Louis  from  1924-8, 
after  which  he  was  Professor  of  Neurology  at 
Northwestern  until  his  death,  August  30,  1942. 

Thus,  he  was  an  academic  neuroanatomist 
and  taught  a host  of  young  medical  students 
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Stephen  Walter  Ranson 
(1880-1942) 


and  headed  a laboratory  in  which  many  neu- 
roanatomists were  trained.  His  renowned  text- 
book, which  was  his  chief  gift  to  the  neurolog- 
ical world,  entitled  The  Anatomy  of  the  Nerv- 
ous System  from  the  Standpoint  of  Development 
and  Function,  appeared  in  its  first  edition  in 
1920  when  he  was  at  Washington  University. 
The  formulat  was  magnificent  and  its  style  and 
illustrations  so  superb  that  it  became  at  once 
the  standard  textbook  of  neuroanatomy  through- 
out the  country,  and,  as  a reference  book,  the 
Webster’s  dictionary  of  its  field.  Its  popularity 
was  great  and  it  went  through  printing  after 
printing  and  edition  after  edition  until  his 
death — and  after.  In  addition,  over  a long  life 
he  contributed  scores  of  papers  on  the  details 
of  the  fiber  tracts  of  the  brain  and  spinal  cord, 
of  the  nuclear  masses,  and  of  the  structure  of 
the  spinal  ganglia  and  sympathetic  nervous 
system. 

In  the  latter  half  of  his  professional  career  he 
turned  his  attention  more  and  more  to  the 
physiological  correlates  of  anatomy,  and  so 
guided  young  graduates  into  neurophysiology. 
About  1932  he  returned  from  England  with 


Horsley’s  stereotaxic  instrument  and  immediate- 
ly began  work  on  the  reticular  formation  in  col- 
laboration with  Ingram,  Pitts  and  especially 
Magoun,  the  most  illustrious  of  his  pupils. 
These  scientists,  following  Ranson’s  lead,  and 
now  scattered  over  the  country,  have  written 
a great  and  essential  chapter  in  the  neurology 
of  behavior  which  reflects  much  credit  upon 
their  first  teacher.  Ranson  was  a member  of 
numerous  scientific  societies,  including  the  Chi- 
cago Neurological  Society,  the  American  Neu- 
rological Association,  the  American  Association 
of  Anatomists,  the  American  Physiological  So- 
ciety, the  Association  for  Research  in  Nervous 
and  Mental  Diseases.  He  frequently  addressed 
the  Chicago  Neurological  Society. 

In  person,  a large,  pale,  severe,  quiet,  even 
timid  man,  he  was,  to  the  outside  world,  the 
embodiment  of  the  academic  recluse,  but  to  his 
laboratory  fellows,  and  perhaps  to  his  students, 
a rigid,  autocratic  master,  full  of  picayune  in- 
sistence on  the  trival,  without  warmth  or  feeling. 
Like  every  man,  however,  he  appeared  in  dif- 
ferent lights  to  different  observers.  A fellow- 
scientists  said  of  him:  ‘H‘e  was  a sour  and  self- 
centered  man,  a pedestrian  anatomist,  without 
imagination.”  Rut  the  President  of  Northwest- 
ern University,  Roscoe  Miller  said,  at  his  death, 
“He  was  always  modest,  unassuming,  friendly — 
with  an  abhorrence  of  sham.”  That  he  had  con- 
siderable interest  in  his  fellow  man  is  revealed 
by  his  taking  an  extensive  motion  picture  film 
of  the  great  man  and  near-great  at  the  Inter- 
national Neurological  Congress  in  Berne  in 
1931,  and  projecting  it,  with  many  personal 
comments,  at  the  meeting  of  the  Chicago  Neu- 
rological Society  on  October  22  of  that  year. 
For  us  today,  he  is  remembered  as  an  earnest 
scientist,  painfully  meticulous,  as  befits  an 
anatomist  of  the  nervous  system,  and  an  inde- 
fatigable seeker  and  revealer  of  the  facts! 

Charles  Judson  Herrick  may  justly  be  called 
the  greatest  neurologic  philosopher — in  the 
original  and  truest  sense  of  the  word — that  Chi- 
cago has  known.  Born  in  Minneapolis  on  Oc- 
tober 6,  1868,  the  son  of  a Baptist  minister,  he 
rejected  his  early  training  for  the  ministry  to 
find  a deeper  solace  for  his  religious  spirit  in 
“pit (ting)  one’s  intelligence  against  ineluctable 
nature,  in  the  hope  of  extracting  some  meaning 
from  it  all.”  In  1889  he  followed  in  the  footsteps 
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Charles  Judson  Herrick 
(1868-1960) 


of  his  beloved  brother  Clarence  to  teach  biology 
at  the  University  of  Cincinnati.  The  two  of 
them  founded  the  Journal  of  Comparative  Neu- 
rology and  Charles  carried  it  on  to  preeminence 
after  the  death  of  Clarence  in  1904,  until  it  was 
acquired  by  the  Wistar  Institute  in  1908.  After 
receiving  his  Ph.D.  at  Columbia  University  in 
1900,  he  entered  the  Chicago  scene  in  1907 
when  he  came  to  the  University  of  Chicago  as 
Professor  of  Neurology,  a position  that  he  oc- 
cupied until  his  retirement  in  1937.  During 
these  30  vivid  years  he  became  and  remained 
the  dean  of  academic  neurology  in  this  country, 
through  his  monumental  basic  studies  in  the 
comparative  anatomy  of  the  nervous  system  and 
the  more  than  200  articles  in  which  he  set  forth 
his  findings.  His  choice  of  the  rapidly  evolving 
amphibian  nervous  system  for  his  special  at- 
tention was  crucial  for  his  study  of  neurologic 
evolution.  But  his  was  no  sterile  anatomical 
description  but  an  imaginative  analysis  of  the 
dynamic  alterations  of  structure  in  adaptation 
to  changing  environmental  conditions.  His  most 
famous  and  influential  book  was  his  Introduc- 
tion to  Neurology 21  a work  so  simple  as  to  be 
profound  in  its  comprehensive  of  neurologic 
function. 


His  philosophy,  woven  thus  out  of  the  strands 
of  laboriously  won  facts,  was  not  an  armchair 
construction.  He  was  a humanist  par  excellence, 
and  he  sought  always  for  the  meaning  behind 
his  facts.  He  believed  that  “scientific  facts  are 
not  worth  what  they  cost  . . . unless  they  can 
be  so  interpreted  as  to  lead  to  value  judgments, 
as  guides  to  more  satisfying,  purposeful  action.” 
His  was  a quiet,  untroubled,  scholarly  life,  far 
removed  from  the  harried  existence  of  the  clini- 
cian, who  can  only  envy  him  his  opportunity  for 
reflection  on  the  significance  of  his  observations. 
He  has  summarized  his  anatomical  work  in 
The  Brain  of  the  Tiger  Salamander22  and  his 
philosophy  in  The  Evolution  of  Human  Na- 
ture.23 These  writings  were  carried  out  after 
his  retirement  in  1937  to  live  in  Grand  Rapids, 
Michigan.  He  died,  his  quest  for  ultimate  truth 
unsatisfied,  January  29,  1960. 

As  we  have  seen,  neurology  began  in  the  mid- 
dle west  about  1850  as  a very  practical  concern 
for  the  disorders  of  human  behavior.  The  two 
men  whose  sketches  have  just  ben  given  are 
of  special  interest  as  non-clinical  neurologists 
whose  work  leads  at  last  to  the  physiology  of 
behavior  as  a pure  science.  These  men  inter- 
ested themselves  first  in  neuroanatomy,  and 
finally  in  the  details  of  neurologic  function.  One 
of  them,  Stephen  W.  Ranson,  earned  his  fame 
as  an  anatomist  but  finally  opened  the  door  to 
supremely  important  discoveries  in  the  neu- 
rology of  behavior.  The  other,  C.  Judson  Her- 
rick, began,  too,  as  an  anatomist,  but  with  a 
deep  philosophic  interest  in  life,  and  ended  as 
the  greatest  neurologic  philosopher  that  this 
country  has  produced.  Thus,  the  full  cycle  is 
complete,  from  behavior  to  behavior,  and  we 
return  to  our  point  of  departure. 
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In  The  News 


Better  Sex  Education 


Many  American  youngsters  are  being  per- 
manently scarred  through  misuse  of  sex  because 
American  society  knows  almost  nothing  about 
sexual  powers,  a lack  of  respect  that  allows  us 
to  treat  sex  most  casually.  This  charge  was 
made  recently  by  Dr.  Mary  Calderone,  medical 
director  of  Planned  Parenthood-World  Popu- 
lation at  a meeting  of  the  national  family  plan- 
ning organization  in  Dallas. 

Addressing  a medical-scientific  conference  of 
the  American  Association  of  Planned  Parent- 
hood Physicians,  Dr.  Calderone  said  that  a 
casual  attitude  about  what  is  fundamentally  a 
most  profound  experience,  central  to  the  life 
of  man  and  woman,  has  cheapened  the  value  of 
this  experience. 

“We  have  come  to  a moment  when  to  say 
‘sex  is  good’  is  simply  not  enough,”  she  de- 
clared. “How  much  we  think  about  man’s  sexual 
life  and  how  little  we  know  about  it,  and  how 
even  more  afraid  we  are  to  find  out.” 

Dr.  Calderone  said  that  changing  moral 
codes  call  for  new  efforts  to  understand  and 
assimilate  them.  But  she  saw  a stronger  need 
for  establishment  of  adequate  codes  of  behavior 
because  our  present  patterns  have  been  arrived 
at  “more  by  happenstance  and  inaction  than 
by  positive  action.” 

Proposes  New  National  Organization 

In  her  last  address  before  a Planned  Parent- 
hood audience,  Dr.  Calderone  announced  that 
she  is  leaving  the  Federation  on  July  1 to  form, 
with  five  colleagues,  a new  national  organiza- 
tion in  the  field  of  sex  information  and  educa- 
tion. It  was  too  early,  she  said,  to  make  a public 
statement  as  to  the  concrete  shape  the  new 
organization  will  take. 

“We  can  say,”  Dr.  Calderone  added,  “that 
we  are  motivated  by  a conviction  that  the  first 
step  is  to  establish  man’s  sexuality  as  a health 


entity.”  She  said  it  was  important  to  identify 
the  special  characteristics  that  distinguish  man’s 
sexuality  from  its  relationship  with  human 
reproduction. 

“It  is  necessary  to  dignify  the  problem  of 
sexuality  by  an  openness  of  approach,  study  and 
scientific  research  designed  to  lead  towards  its 
understanding  and  its  freedom  from  exploita- 
tion,” Planned  Parenthood’s  medical  director 
said. 

“Professionals  and  society  itself  need  leader- 
ship towards  the  end  that  human  beings  might 
be  aided  toward  responsible  use  of  their  sexual 
facilities  and  towards  assimilation  of  sex  into 
their  individual  life  patterns  as  a creative  and 
re-creative  force,”  she  asserted. 

Responsibility  of  Child  Spacing  and 
Family  Limitation 

Dr.  Calderone  has  been  medical  director  of 
Planned  Parenthood  for  nearly  11  years.  In  that 
time,  she  said,  “it  was  borne  in  on  me  over  and 
over  again  that  responsible  parenthood  in  terms 
of  child  spacing  and  family  limitation  really 
meant  responsibility  in  one’s  sexual  life.  It 
was  a short  step  then  to  the  concept  of  responsi- 
bility to  one’s  sexual  life.” 

In  her  experience,  Dr.  Calderone  said  she 
found  people  doing  good  jobs  in  certain  limited 
areas  of  sex  education,  in  premarital  education 
and  in  the  field  of  marriage  counseling.  But, 
she  continued,  “it  was  very  plain  to  see  that 
our  young  people  are  growing  up  by  and  large 
without  any  orientation  at  all  about  how  to 
face  and  handle  and  assimilate  creatively  and 
constructively  their  own  sexual  urges  and 
powers.” 

American  attitudes  about  man’s  sexual  be- 
havior as  a part  of  his  “whole  self”  are  just 
about  where  our  attitudes  were  about  planned 
parenthood  10  years  ago,  she  declared. 

(Continued  on  page  70) 
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Good  reason  for 
intense  anxiety 
yet  he  can  be  calmed... 


that’s  tranquilization! 

In  your  own  daily  practice,  this  usefully  different  tranquilizer  can 
be  equally  effective.  What  it  has  done  to  dispel  the  oppressive 
dismay  of  the  “heart  patient,”  it  can  do  in  almost  any  case  of  anxiety. 

Used  to  overcome  anxiety  and  apprehension  in  102  coronary 
patients,1  including  many  whose  infarcts  had  been  silent  or  painless, 
Vistaril  (hydroxyzine  pamoate),  in  doses  up  to  100  mg.  t.i.d.,  was 
found  to  be  “very  useful  and  beneficial”  as  a tranquilizer. 

Administered  to  any  of  your  patients  requiring  tranquilization, 

Vistaril  (hydroxyzine)  affords  an  outstanding  record  of  systemic  safety. 
It  is  available  for  both  oral  and  parenteral  administration. 


1.  Gelfand,  M.  I...  and  Goodkin,  L.:  Painless  Myocardial  Infarction,  Scientific  Exhibit, 
A.M.A.  Ann.  Meet.,  Atlantic  City,  N.  J.,  June  16-20,  1963. 


Vistaril  (hydroxyzine) 
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This  arresting  picture  was  made  possible  by  a major 
breakthrough  in  the  graphic  arts  — mass  reproduction 
of  three-dimensional  photography.  Pioneered  by  LOOK 
Magazine,  Eastman  Chemical  Products,  Inc.,  and  Harris- 
Intertype  Corporation,  the  3-D  process  is  used  here  to 
symbolize  the  deep  emotional  involvement  of  the  patient 
with  a myocardial  infarct.  The  effectiveness  of  Vistaril 
(hydroxyzine)  in  restoring  the  perspective  of  such  pa- 
tients is  a measure  of  its  usefulness  whenever  unhealthy 
anxiety  requires  treatment. 

Science  for  the  world's  well-being® ' PflZ,(*r  Since  1849 
PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


XOGRAPH*  by  Visual  Panographics,  Inc. 
488  Madison  Ave.,  New  York,  N.  Y.  10022 

*T.  M.  REG.  APPLICATION  PENDING 


Side  Effects:  Drowsiness,  usually  transitory  and  correctable  by 
dosage  reduction,  may  occur.  Dryness  of  mouth  may  be  seen  with  higher 
doses.  Involuntary  motor  activity  has  been  reported  in  some  hospitalized 
patients  on  high  dosage. 

Precautions:  Vistaril  (hydroxyzine)  may  potentiate  the  action  of 
central  nervous  system  depressants,  anticoagulants,  narcotics  such  as 
meperidine,  and  barbiturates.  In  conjunctive  use,  dosage  for  these  drugs 
should  be  decreased.  Patients  receiving  anticoagulants  should  be  followed 
closely,  and  appropriate  laboratory  studies  performed  regularly. 

The  usual  precautions  for  intramuscular  injection  should  be  followed 
with  the  parenteral  form.  Intravenous  injection  should  not  exceed  a rate 
of  1 cc.  per  minute  or  100  mg.  per  dose.  As  with  other  injectables, 
soft-tissue  reactions  have  been  rarely  reported,  and  are  usually  associated 
with  faulty  technique. 

Formulas:  Vistaril  (hydroxyzine  pamoate)  Capsules:  25  mg.,  50 mg., 

100  mg.;  Vistaril  (hydroxyzine  pamoate)  Oral  Suspension:  25  mg. 
per  5 cc.;  Vistaril  (hydroxyzine HC1)  Parenteral  Solution:  25  mg.  and 
50  mg.  per  cc. 

More  detailed  professional  information  available  on  request. 


a usefully  different  tranquilizer 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 
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(Continued  from  page  65) 

“We  are  all  very  well  informed  about  the 
processes  of  human  reproduction,”  she  con- 
tinued, “and  we  have  been  led  down  the  garden 
path  by  the  ease  with  which  we  could  give  this 
kind  of  information  to  our  young  people  and 
fool  ourselves  into  thinking  that  this  was  sex 
education.  True,  the  same  organ  systems  are 
involved,  but  how  different  the  functions  and 
the  processes.” 

She  told  her  audience  of  physicians  that  per- 
sons with  sexual  problems  turned  to  them  first, 
and  yet  the  average  physician  was  poorly  pre- 
pared to  deal  with  such  difficulties. 

A shift  in  population  patterns,  with  increasing 
proportions  of  those  under  20  and  over  50,  has 
intensified  problems  relating  to  the  “waxing  and 
waning”  of  sexual  powers,  according  to  Dr. 
Calderone. 

Changing  Sexual  Morality 

She  described  changes  in  sexual  morality  as 
a “sliding  scale  that  has  crept  up  on  us,  una- 


ware.” It  began  early  in  this  century  when  it 
was  “immoral”  for  a woman  to  apply  her  lip- 
stick in  public.  In  the  nineteen  twenties,  Dr. 
Calderone  recalled  that  “the  thick,  heavy  silk 
stockings  we  wore  in  those  days  were  con- 
sidered ‘immoral’  by  a well-known  girls’  school 
because  the  leg  hairs  came  through  them.  The 
girls  were  forced  to  wear  two  pairs  of  heavy 
cotton  stockings  when  they  went  on  their  daily 
walks.” 

In  the  thirties  and  forties,  she  continued, 
young  people  gained  control  of  family  cars  and 
then  family  apartments  or  houses.  At  the  pres- 
ent moment,  the  argument  is  whether  or  not 
girls  should  be  allowed  in  boys’  rooms  on  the 
campuses  after  seven  p.m. 

“I  have  never  really  discovered  what  could 
happen  before  seven  p.m.  that  could  not  equally 
well  happen  after  that  magic  hour,”  she  said. 

Dr.  Calderone  was  confident  that  hard-won 
acceptance  of  the  movement  for  birth  control 
would  carry  over  and  facilitate  developments 
in  the  field  of  sex  education. 


Spastic  Dysphonia 


Medical  literature  contains  little  on  the  prob- 
lem of  spastic  dysphonia,  a disorder  of  the 
voice.  Frequent,  uncontrolllable  and  unpredict- 
able hoarseness  are  the  symptoms  of  spastic 
dysphonia.  Episodes  may  be  momentary  or  last 
for  minutes.  The  mechanics  of  the  spasms  are 
not  fully  understood,  but  investigators  do  agree 
that  the  condition  is  not  organic.  From  studies 
made  it  is  believed  to  be  due  to  emotional 
trauma.  When  edema  of  the  vocal  cords  is  pres- 
ent it  is  believed  to  be  the  result  rather  than 


the  cause  of  spastic  dysphonia.  Therapy  varies 
from  patient  to  patient.  Some  treatments  found 
to  be  helpful  are  voice  retraining,  which  in  it- 
self does  not  produce  satisfactory  results;  psy- 
chiatric counseling,  tranquilizers  (which  are  not 
too  successful),  and  improving  faulty  breathing 
habits. 

These  methods  are  used  in  combination  since 
individual  response  in  each  case  differs.  Fur- 
ther Study  of  Spastic  Dysphonia.  Bernard 
A.  Fandes,  Ph.D.,  California  Medicine.  August 
1962. 
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SHEDD’S 

SAFFLOWER 


MARGARINE 


RATED 

BEST!! 


in  ratio  of  poly-unsaturates  to  saturated  fats 

An  outstanding,  independent  research  laboratory*  was  asked  to  compare  five  leading 
margarines  for  their  proportions  of  beneficial  poly-unsaturates  to  saturated  fats.  All 
samples  were  purchased  at  store  level  by  shoppers  for  the  research  laboratory,  and 
the  results  given  are  the  average  of  two  tests  made  on  each  margarine. 


THE  RESULTS  OF  THIS  TEST  PROVED  SHEDD’S  SAFFLOWER  MARGARINE 
HAS  A HIGHER  RATIO  OF  POLY-UNSATURATES  TO  SATURATED  FATS. 


Fleischmann’s  Margarine 
Mazola  Margarine 
Golden  Glow  Margarine 
Saffola  Margarine 

Shedd’s  Safflower  Margarine 

"Name  furnished  on 
physician’s  request 


Shedd’s  Safflower  Margarine  Tastes  Best,  too! 

NOTE  TO  DOCTORS:  For  free  physician's  certificates  just  send  you r request  to 

Shedd-Bartush  Foods,  Inc.,  Detroit  38,  Mich,  on  your  Rx  form. 
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Medicine  in  India 


While  on  a recent  limiting  trip  to  India,  I 
had  a very  interesting  interview  on  March  4, 
1964  with  the  Federal  Health  Administrator, 
Dr.  Eugene  Campbell.  Dr.  Campbell  is  a John 
Hopkins  graduate  and  has  been  in  India  for  ten 
years.  The  Public  Health  Service  has  a chief 
health  officer  in  each  state  and  the  local  health 
services  are  co-ordinated  with  the  Federal 
Health  Service  administered  by  Dr.  Campbell 
and  his  New  Delhi  office  and  personnel. 

February  through  April  is  the  dry  season.  The 
weather  is  warm  and  nights  are  cool.  One  is 
immediately  struck  by  the  over-population, 
under-education  and  poverty  of  the  country. 
India,  half  the  area  of  the  United  States,  has  a 
population  of  450,000,000  people.  Only  thirty 
per  cent  of  the  children  are  able  to  go  to  school. 
Of  the  30%  only  one-fifth  ( 20% ) of  them  have  an 
opportunity  for  high  school  education.  Profes- 
sional education  is  primarily  obtained  in  foreign 
countries.  India  does  not  produce  near  enough 
food  to  be  self-sufficient.  They  import  10,000 
tons  of  food  stuff  daily  from  the  United  States 
alone. 

It  is  interesting  that  Indian  life  expectancy 
is  only  32.5  years  for  males  and  31.7  years  for 
the  females,  as  compared  with  approximately 
65  years  for  males  and  70  years  for  females  in 
the  United  States.  Forty-seven  per  cent  of  males 
and  forty-eight  per  cent  of  females  die  before 
the  age  of  20  years.  Malignancy  is  not  a serious 
health  problem.  People  now  just  do  not  live 
long  enough. 

Malnutrition  and  unhygienic  conditions  are 
closely  related  to  India’s  health  problem.  The 
most  common  causes  of  ill  health  are  respiratory 
infections,  the  acute  exathemata  and  endemic 
small  pox.  Malaria  has  been  a serious  health 
problem,  but  since  1962  this  scourge  is  being 
wiped  out.  Since  1958  the  30  million  malarial 
attacks  per  year  were  reduced  to  100,000  in 
1962.  The  cost  has  been  over  200  million  dollars 
for  five  years,  broken  down  to  a cost  of  ten  cents 


per  capita  per  year.  Most  of  the  money  and  per- 
sonnel has  been  supplied  by  the  United  States 
and  World  Health  Organization. 

Tuberculosis  is  another  serious  health  prob- 
lem in  India  today.  Cows  are  not  tuberculin 
tested.  Tubercule  bacilli  in  milk  remains  one 
important  source  of  infection  in  children.  As 
long  as  the  cow  remains  sacred  and  roams  at 
will,  control  of  tuberculosis  will  be  slow.  While 
in  New  Delhi  I was  a house  guest  of  the  Hugo 
Remke’s  of  Evanston.  He  is  connected  with  the 
United  States  Re-development  Agency  operat- 
ing through  our  Embassy.  They  live  in  the  Em- 
bassy district  of  the  city.  One  morning  after 
arising  early  I saw  where  the  cows  overturned 
the  garbage  containers  for  fodder.  A little  later 
neighborhood  children  again  went  through  the 
garbage  refuge  for  food.  Inadequate  attempts 
are  being  made  in  treating  and  controlling  the 
disease.  The  lack  of  organization  and  trained 
personnel  with  no  follow-up  leaves  much  to  be 
desired  in  this  particular  field.  Gastrointestinal 
upsets  due  to  poor  diet  and  sanitation  are  com- 
mon. Dysentery,  cholera,  typhoid  fever,  ameba 
and  typhus  head  the  list  and  are  found  endemic 
in  some  specific  areas.  Venereal  diseases  are  not 
uncommon.  Insufficient  treatment  and  follow-up 
are  the  rule. 

The  shortage  of  doctors  and  nurses  remains 
acute.  A few  medical  and  nursing  schools  are 
being  established.  Two  nursing  schools  have 
been  started  in  Hyderabad  and  Jaipur.  India  has 
only  35,000  nurses  for  a population  of  450 
million.  One  realizes  the  magnitude  of  the  prob- 
lem when  in  the  United  States  with  one  half 
the  population  we  have  over  550,000  nurses. 
The  medical  schools  have  been  staffed  by  key 
U.S.  faculty  members  (on  a 2 to  4 year  basis) 
and  short  term  visiting  professors  for  teaching, 
workshops,  seminars,  demonstrations  and  lec- 
tures. The  whole  scheme  of  the  medical  educa- 
tional program  is  directed  towards  enlarging 

(Continued  on  page  76) 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


QUIN  ETH  AZON  E;TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  Hg.,1’2  just  right  for  patients  with  mild  to 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 


INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 


SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 


CONTRAINDICATION:  Anuria. 


H 

1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  J.  Amer.  Geriat.  Soc.  11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 
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A Division  of  AMERICAN  CYANAMID  COMPANY, 
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(Continued  from  page  72) 

the  medical  educational  opportunities  and  basic 
health  facilities  in  India. 

Our  discussion  touched  upon  the  lack  of  vil- 
lage physicians.  Dr.  Campbell  summed  it  up 
by  saying:  “When  you  do  not  have  near  enough 
doctors  for  the  large  centers,  how  can  you  ex- 
pect to  supply  any  physicians  for  the  villages,” 
(who  primarily  exist  on  witch-doctor  care). 

India  is  trying  desperately  since  their  inde- 
pendence in  1947  to  catch  up.  The  main  de- 
ficiencies are  malnutrition  from  low  production 
of  food  stuffs,  poverty,  and  overpopulation. 
More  and  more  talk  is  heard  privately  and  from 
government  sources  regarding  family  planning 
and  vasectomies.  In  some  states  a pay  scale  for 
this  operation  has  been  advocated. 

Dr.  Campbell  has  done  a heroic  job  in  con- 
trolling malaria.  In  time,  with  better  equipment 
and  personnel  and  more  Rupees  much  more  can 
be  accomplished. 

Leander  W.  Riba,  M.D. 


Student  Physical 
Examinations 

From  now  until  September,  physicians  all 
over  the  country  will  be  presented  with  exam 
blanks  for  physical  examinations,  required  by 
Colleges,  from  students  about  to  enter  upon  a 
college  career.  These  physical  examinations 
forms  are  as  important  to  the  College  Health 
Service  as  are  the  transcript  of  his  High  School 
grades.  In  many  instances  Colleges  will  deny 
him  or  her  entry  if  this  requirement  is  not  met. 

The  reports  from  the  family  physician  are 
confidential  communications  and  omittance  of 
a history  of  allergies,  diabetes,  tuberculosis 
contacts  or  epilepsy  make  it  difficult  for  the 
Health  Service  Physician  to  give  adequate, 
rapid  treatment  or  assist  in  the  diagnosis  when 
an  emergency  arises.  Such  omissions  are  an 
injustice  to  the  student. 


College  Health  Services  are  designed  to  keep 
at  a minimum  any  rampant  condition  which  can 
occur  where  there  are  large  concentrations  of 
people.  They  do  not  intend  to  compete  with 
private  enterprise.  They  will  co-operate  with 
the  family  physician  in  carrying  out  his  pre- 
scribed treatment,  check  results — and,  if  asked — 
communicate  with  him  in  regard  to  progress 
or  regression.  Past  laboratory  work  or  results 
may  be  obtained  in  most  cases.  Our  laboratories 
do  not  presume  to  do  work  for  the  family 
physician,  but  only  those  procedures  required 
to  help  the  College  Health  physician  in  evaluat- 
ing the  condition  of  the  student. 

Among  the  most  flagrant  omissions  are  those 
which  fail  to  state  that  the  student  has  psychi- 
atric tendencies,  epilepsy  or  diabetes.  If  these 
conditions  are  under  adequate  care  and  treat- 
ment there  is  no  reason  why  they  would  be 
rejected  from  any  institution  of  higher  learning. 

The  history  of  a rheumatic  heart  disease, 
cardiac  surgery,  frequent  concussions  or  ortho- 
pedic conditions  are  a great  aid  in  placing  a 
student  in  the  right  category  as  far  as  his  physi- 
cal education  or  athletics  is  concerned.  The 
physician’s  recommendations  are  taken  into 
consideration  and  many  students,  not  liking 
physical  education,  try  to  prevail  on  the  physi- 
cian to  suggest  restricted  activity. 

Some  students  do  have  a tendency  to  use 
health  services  too  frequently,  to  a point  of 
hypochondracy,  and  particularly  “gold  bricking” 
or  when  they  are  doing  poorly  in  class  work. 
Some  of  this  may  be  due  to  the  relatively  low 
cost  of  care  to  the  student  and  also  to  the 
method  of  indoctrination  by  parents  and  physi- 
cians at  home  as  to  the  use  of  medical  services. 

In  conclusion,  just  because  the  physician  has 
known  Mary  or  John  for  their  lifetime,  and  can’t 
believe  they  are  old  enough  to  embark  on  a 
college  career,  he  will  do  the  boy  or  girl  and 
the  Student  Health  physician  a great  service  in 
giving  them  a good,  complete,  thorough  physi- 
cal examination  and  proudly  signing  his  name 
and  address  to  the  form,  as  a stamp  of  approval. 

Irving  W.  Salowitz,  M.D. 
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His  dizzy  notes  got  the  critics'  votes. 


His  doctor  (a  hep  M.  D.  ) prescribed. . . 


Antivert,  which  stopped  vertigo  the  most. 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 


Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin, 
increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a 
desirable  physiological  sign  that  the 
nicotinic  acid  is  carrying  out  its 
intended  function  of  vasodilation.  Be- 
cause of  this  vasodilation,  severe  hypo- 
tension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

•Seal,  J.  c.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 


Antiverf# 

(meclizine  HCI,  nicotinic  acid) 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 


/or  July,  1964 
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The  Doctor  Has  a Heart  Attack.  Samuel  B.  Good- 
stone,  M.D.  Price,  $3.50;  118  pages. 

Dr.  Goodstone  has,  in  a simple  and  delightful  man- 
ner, described  his  personal  experiences  at  the  time  of  his 
heart  attack,  and  during  his  convalescence.  He  has,  in 
a very  painstaking  fashion,  described  tire  events  in  a 
language  that  the  layman  can  easily  understand.  Further- 
more, he  has  adequately  discussed  and  described  the 
purpose  of  the  electrocardiogram,  the  types  of  blood 
tests  performed,  the  gradual  return  to  activity,  the  diet, 
and  many  other  questions  commonly  asked  of  the  phy- 
sician by  patients  who  have  sustained  heart  attacks.  I 
highly  recommend  that  patients  be  allowed  to  read  this 
book  to  obtain  a clear,  concise  and  adequate  means 
whereby  all  their  questions  may  be  answered.  In  fact, 
the  physician  will  enjoy  reading  this  delightful  account 
of  Dr.  Goodstone’s  experiences. 

Maurice  Gore,  M.D. 


Evolution  of  the  Arteriosclerotic  Plague.  Edited 
by  Richard  J.  Jones.  Price  $6.75;  360  pages.  The 
University  of  Chicago  Press,  1963. 

This  highly  technical  publication  is  a collection  of 
papers  presented  at  a symposium  held  in  March,  1963. 
The  participants  were  international  authorities  who  dis- 
cussed one  of  the  foremost  topics  of  the  day,  namely,  the 
relationship  between  the  serum  lipids  and  the  develop- 
ment of  the  arteriosclerotic  lesion.  It  takes  the  reader 
from  the  earliest  conception  of  the  development  of  the 
arteriosclerotic  plague  through  the  various  stages  until 
the  lesion  is  studied  at  the  post-mortem  table.  Current 
theories  are  discussed  and  notably,  studies  with  the 
electron  microscope  presented. 

This  book  is  recommended  to  the  highly  trained  phy- 
sician, who  is  primarily  interested  in  this  phase  of 
cardiovascular  investigation. 

Maurice  Gore,  M.D. 


Principles  of  Neurological  Surgery.  Loyal  Davis 
and  Richard  A.  Davis.  608  pages,  234  illustrations.  W. 
B.  Saunders  Company,  Philadelphia,  1963. 

Illinois  physicians  may  be  interested  in  this  volume 
by  the  distinguished  former  chairman  of  the  Depart- 
ment of  Surgery  of  the  Northwestern  University  Medical 
School  and  his  son.  It  is  a model  of  succinct  style,  flaw- 
less diagrams  and  meticulous  printing.  In  this  regard, 
it  is  similar  to  the  senior  author’s  previous  book  on  this 
subject,  The  Principles  of  Neurological  Surgery,  pub- 
lished by  Lea  & Febiger. 

Each  chapter  is  introduced  by  a portrait  of  and 
quotation  from  one  of  the  giants  of  neuro-diagnosis  or 
neurosurgery.  To  see  the  kindness  in  the  faces  of  Egas 
Moniz  and  W.  J.  Mixter  and  the  austere  aloofness  of 
Harvey  Cushing  greatly  personalizes  the  presentation. 
Neurosurgery  lends  itself  well  to  an  organized  presenta- 
tion; therefore,  such  sections  as  those  on  intracranial 


vascular  disease,  intracranial  tumors  and  central  nervous 
system  infections  can  stand  alone  or  together,  as  they 
did  in  the  previous  volume.  The  reference  lists  which 
conclude  each  section  appear  to  be  comprehensive. 

Of  particular  interest  is  the  exhaustive  approach  to 
peripheral  nerve  injuries.  The  senior  author  is  a recog- 
nized authority  on  this  subject  and  this  chapter  carries 
his  stamp.  It  details  diagnosis,  treatment,  signs  of  re- 
turning function  and  the  all-important  rehabilitation  of 
the  patient.  The  section  of  causalgia  quotes  at  length 
from  Mitchell’s  wonderful  1864  description  of  this 
entity. 

Though  this  book  will  have  less  appeal  for  today’s 
well  informed  physician  than  its  predecessor,  it  is  an 
excellent  reference  volume  for  students  and  for  those 
surgeons  who  engage  in  a broad  practice. 

John  J.  Bergan,  M.D. 
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How  NALLINE®  helps  to  keep  the  lid  on  drug  addiction  in  California 

NALORPHINE  HCI 
INJECTION  U.S.P. 


The  use  of  the  narcotic  antagonist  Nalline®  (nalorphine  HCI  injec- 
tion U.S.P.),  as  a test  of  addiction,  has  significantly  curtailed  illicit 
narcotic  traffic  in  Alameda  County,  California.  In  penal  terms  alone, 
three  years  after  the  institution  of  the  test  using  Nalline,  prison 
admissions  for  addiction  has  dropped  from  13.7%  of  total  admis- 
sions to  4.4%.* 

The  test  was  given  t®  persons  suspected  of  addiction  and  to 
addicts  as  a condition  of  probation  or  parole. 

Nalline  does  not  cure  addiction.  It  can,  however,  help  addicts  psy- 
chologically, because  they  know  Nalline  detects  relapse  and  that 
relapse  leads  to  a return  to  prison  or  hospital.  Definitive  answers  to 
the  epidemiology  of  addiction-in  itself  a symptom  of  an  underlying 
disease  that  may  be  psychologic,  physiologic,  or  pharmacologic  in 
nature-are,  as  yet,  unknown.2,3 

The  test  should  be  undertaken  only  by  physicians  experienced  in 
dealing  with  narcotic  addicts. 

INDICATIONS:  To  reverse  significant  respiratory  depression  due  to 
opiates.  Diagnostic— to  test  for  opiate  narcotic  addiction. 
CONTRAINDICATIONS:  Do  not  use  in  mild  or  non-opiate  respiratory 
depression. 

PRECAUTIONS:  Due  to  risk  of  violent  withdrawal  symptoms,  use  with 
extreme  caution  and  in  small  doses  in  narcotic  addicts  and  in 


patients  receiving  opiate  narcotics.  Effect  gradually  lost  on  suc- 
cessive doses;  respiratory  depression  may  result. 

SIDE  EFFECTS:  Untoward  reactions  include  dysphoria,  miosis,  pseu- 
doptosis, lethargy,  drowsiness,  sweating,  pallor,  nausea,  psycho- 
tomimetic manifestations. 


Before  prescribing  or  administering,  read  product  circular  with 
package  or  available  on  request. 

Note:  Nalline  will  not  precipitate  abstinence  symptoms  in  meperi- 
dine addicts  unless  they  are  taking  1,600  mg.  or  more  daily.  The 
ability  of  Nalline  to  detect  addiction  to  codeine  is  unknown. 


References:  1.  Brown,  T.  T.:  The  Enigma  of  Drug  Addiction,  Springfield,  III., 
Charles  C Thomas,  1961,  pp.  287-334.  2.  Chesnick,  R.  D.:  Med.  Times  90:247 
(March)  1962.  3.  Narcotic  Addiction  Symposium:  New  York  Med.  18:562  (Aug.  20) 


1962. 

SUPPLIED:  Ampuls  of  1 and  2 cc.  and 
vials  of  10  cc.,  each  cc.  containing  5 mg. 
of  nalorphine  hydrochloride.  Note:  The  Fed- 
eral Bureau  of  Narcotics  now  classifies 
NALLINE  as  a Class  M narcotic  prepara- 
tion.Thus,  the  purchase  of  this  preparation 
no  longer  requires  a Federal  Narcotic 
Order  Form. 
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(^  MERCK  SHARP  & DOHMEI  where  today's  theory  is  tomorrow’s  therapy 

Division  of  MercK  & Co..  Inc.,  Woot  Point,  Pa.  j 


Tremin:  A potent  compound  for  the  prevention  and 
control  of  drug-induced  parkinsonism  as  well  as  the 
symptoms  of  Parkinson’s  disease. 

Manufacturer:  Schering  Laboratories  Division  of 

Schering  Corporation. 

Description:  The  drug  is  known  generically  as  tri- 
hexyphenidyl hydrochloride.  Clinically,  its  action  is 
three-fold : ( 1 ) It  promptly  relaxes  rigidity  in  persons 
with  Parkinson’s  disease,  (2)  it  relieves  the  depression 
and  mental  inertia  characteristic  of  all  forms  of  parkin- 
sonism, and  (3)  it  minimizes  and  sometimes  obliterates 
tremor. 

The  clinical  picture  of  drug-induced  parkinsonism,  a 
neurological  reaction  to  tranquilizers  ( reserpine  and 
phenothiazines ) , shows  varying  degrees  of  intensity  and 
combinations  of  loss  of  associated  movements,  rigidity 
of  limbs,  tremors,  facial  rigidity,  difficulty  of  movement, 
gait  and  posture  disturbances,  drooling  and  skin  changes. 

Indications:  Tremin  may  be  used  at  the  earliest  sign 
of  drug-induced  parkinsonism  to  prevent  its  progression 
and  permit  continued  treatment  with  tranquilizer  or 
to  control  the  reactions  should  they  become  more  severe. 

Side  Effects:  Some  patients  may  exhibit  minor  side 
effects,  such  as  dryness  of  mouth,  blurring  of  vision, 
dizziness,  mild  nausea  or  nervousness.  With  continued 
use  of  the  drug,  however,  these  side  effects  tend  to 
decrease. 

Availability:  Tremin  is  available  in  2 mg.  and  5 mg. 
scored  tablets  and  may  be  obtained  upon  prescription 
only.  It  is  manufactured  by  Schering  in  bottle  of  100 
and  1000. 

Ilosone®:  A chewable  tablet  form  of  the  antibiotic 
Ilosone®  (erythromycin  estolate,  Lilly)  is  designed  for 
children  who  rebel  against  liquid  medication,  yet  are 
unable,  to  swallow  capsules. 

Manufacturer:  Eli  Lilly  and  Company,  Indianapolis 
6,  Indiana. 

Description:  Ilosone  is  the  most  active  form  of  try- 
thromycin.  Blood  levels  provided  by  Ilosone  are  early, 
high,  and  long-lasting — two  to  four  times  those  of  other 
erythromycin  preparations — even  when  taken  with 
meals. 

Indications:  Ilosone  is  indicated  in  infections  caused 
by  micro-organisms  that  are  sensitive  to  its  action  (es- 
pecially in  staphylococcus,  hemolytic  streptococcus,  and 
pneumococcus  infections ) . The  diseases  caused  by  these 
bacteria  constitute  a high  percentage  of  the  most  com- 
mon bacterial  infections  encountered  in  clinical  practice. 

Side  Effects:  The  incidence  of  side-effects  with  use  of 
Ilosone  is  low.  In  a small  proprotion  of  patients  local 
stimulating  action  of  Ilosone  on  the  alimentary  tract 


has  caused  gastro-intestinal  disturbances. 

Infrequent  cases  of  drug  idiosyncrasy,  manifested  by 
a form  of  intrahepatic  cholestatic  jaundice,  have  been 
reported.  The  incidence  of  reported  cases  has  been  three 
per  million  treatment  courses.  There  have  been  no  fatal 
or  definite  residual  effects. 

In  the  presence  of  suspected  sensitivity  to  Ilosone,  or 
in  cases  of  decreased  liver  function,  the  drug  should  be 
used  with  caution.  It  is  contraindicated  in  patients 
known  to  have  had  any  form  of  liver  dysfunction  as- 
cribable  to  the  antibiotic. 

Dosage:  The  usual  dosage  for  children  25  to  50 
pounds  is  1 tablet  every  six  hours;  for  adults  and  chil- 
dren over  50  pounds,  it  is  2 tablets  every  six  hours. 

In  more  severe  or  deep-seated  infections,  these  dos- 
ages may  be  doubled. 

Availability:  Ilosone,  Chewable  Tablets,  U.S.P.,  125 
mg.  (base  equivalent),  are  supplied  in  bottles  of  50 
(No.  1834). 


Norintjl®  The  physiologic  pathway  to  fertility  timing. 
Virtually  100  per  cent  protection  against  unplanned 
pregnancy. 

Manufacturer:  Syntex  Laboratories,  Inc. 

Description:  Each  tablet  contains:  norethindrone  2 
mg.  and  mestranol  0.1  mg. 

Contraindications:  Thrombophlebitis  or  pulmonary 
embolism  (current  or  past);  cardiac,  renal  or  hepatic 
dysfunction;  carcinoma  of  the  breast  or  genital  tract; 
severe  depression. 

Precautions:  Existing  uterine  fibroids  may  increase  in 
size.  In  lactating  mothers  delay  Norinyl  until  nursing 
needs  are  established.  Withhold  Norinyl  before  liver  or 
endocrine  function  testing.  In  metabolic  or  endocrine 
disorders  careful  clinical  preevaluation  of  patients  is 
indicated.  Because  progestational  agents  with  estrogen 
in  general  may  cause  some  degree  of  fluid  retention, 
patients  with  a history  of  epilepsy,  migrane  and  asthma 
require  careful  observation. 

Side  Effects:  According  to  observations  thus  far,  side 
effects  consist  mainly  of  changes  in  the  menstrual  cycle, 
symptoms  resembling  early  pregnancy,  weight  gain, 
nausea,  and  a few  minor,  generally  transient,  subjective 
complaints  (headache,  dizziness,  nervousness  and  irri- 
tability ) . 

Dosage:  One  Norinyl  Tablet  orally  for  20  days,  com 
mencing  on  day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 of  the  cycle  is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Two  mg.  tablets  come  in  dispensers  of 
20  tablets  or  in  bottles  of  1000  tablets. 
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(Rosenthal)  Lederle 


TAKE5 

...and  find 
thataTB 
screening  test 
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SWAB  THE  ARM- 
UNCAP  A TINETEST— 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7099-4 


for  July,  1964 


83 


ILLINOIS 

MEDICAL 

ASSISTANTS 

ASSOCIATION 


REPORT 


IMAA  2nd  Annual  Symposium 


The  Illinois  Medical  Assistants  Association 
will  hold  their  second  Annual  Symposium  on 
September  19,  1964,  at  the  Veteran’s  Facility 
and  the  Holiday  Inn  in  Danville  Illinois.  Fol- 
lowing is  the  program  as  presented  to  date: 


8:00  to  9:00  a.m.  Registration.  Veteran’s  Fa- 
cility Administration  Hospital  1900  E.  Main  St., 
Danville  Illinois.  (Coffee  and  Rolls  will  be 

served). 

9:15  a.m.  Welcome  by  the  President  of  Ver- 
milion County  Medical  Assistants  Association. 

9:20  a.m.  to  11:30  a.m.  Tour  of  the  Veteran’s 
Administration  Hospital. 

11:30  to  12:00  Drive  back  to  Holiday  Inn 
(Transportation  will  be  furnished  for  those  who 
do  not  have  cars). 

12:00  to  1:15  p.m.  Luncheon  at  Holiday  Inn. 
Dr.  W.  F.  Lantz,  Pres.,  Vermilion  County  Med. 
Society.  Invocation  by  Rev.  Fred  Eberline,  Chi- 
cago 111.  Lunch.  Dr.  J.  H.  Harding,  Advisory 
Committee  Chairman,  Vermilion  County  Medi- 
cal Assistants  Assn. 


1:30  to  2:00  p.m.  Rev.  Fred  Eberline  will 
speak  on  the  relationship  of  the  minister  and 
the  doctor. 

2:00  to  2:30  p.m.  Mr.  Don  Baldwin,  Attorney, 
“The  Medical  Assistant  and  the  Law.” 

2:30  to  3:00  p.m.  Dr.  V.  J.  Soukup,  Acting 
Chief,  Medical  Service,  Veteran’s  Facility,  “Psy- 
chiatry in  Medical  Practice  Today.” 

3:00  to  3:30  p.m.  Harold  W.  Keschner,  M.D., 
Pathologist.  Laboratory  Medicine  to  be  illus- 
trated by  Lantern  Slides. 

3:30  to  4:00  p.m.  Mrs.  Alice  Hendrickson, 
R.N.,  Vermilion  County  Dept,  of  Public  Aid, 
will  speak  on  the  Kerr-Mills  Law. 

4:00  p.m.  Adjournment. 


We  feel  this  is  a very  well-rounded  educa- 
tional program  and  should  be  of  benefit  to  any 
medical  assistant  who  can  attend. 
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NEWS  NOTES 

New  Mental  Retardation  School  Open 

Warren  G.  Murray  Children’s  Center,  in  Cen- 
tralia,  Illinois  admitted  its  first  patients  on  June 
22.  A total  of  50  boys,  age  6-11,  were  admitted 
during  the  center’s  first  month  of  operation. 
During  July,  50  girls,  age  6-11,  are  expected  to 
enter  the  center. 

The  first  patients  to  be  admitted  to  the  men- 
tal retardation  center  were  boys  and  girls  who 
have  been  on  the  waiting  list  for  Lincoln  State 
School. 

When  all  facilities  are  completed  the  center 
will  accommodate  750  patients,  age  6-20  with 
IQs  of  50  or  less. 

Four  cottages  housing  100  patients  each  have 
been  completed  at  the  Murray  Center,  located 
at  the  west  edge  of  Centralia  on  Illinois  161. 
Three  other  cottages  with  accommodations  for 
100  children  each  are  under  construction  and 
expected  to  be  completed  later  this  year.  In 


addition,  there  is  a 50-bed  hospital. 

The  Murray  Center  complex  is  comprised  of 
14  buildings;  an  administration  building  and 
hospital;  community  building;  general  services 
building;  laundry;  mechanical  building;  boiler 
plant;  seven  cottages;  and  a central  dietary 
facility. 

Construction  was  begun  in  March  1962  on  a 
120-acre  site  purchased  by  residents  of  Cen- 
tralia for  $88,000  and  donated  to  the  State  of 
Illinois.  All  buildings  are  of  brick  construction. 
The  design  is  contemporary. 

Funds  for  construction  of  the  Murray  Center 
were  appropriated  by  the  72nd  General  As- 
sembly in  1961  from  proceeds  of  the  Mental 
Health  bond  issue.  The  center  is  part  of  Gov. 
Kerner’s  over-all  plan  to  update  Illinois  mental 
health  facilities. 

Dr.  Sol  Silverman  is  superintendent  of  the 
Murray  Center,  now  staffed  by  260  persons.  This 
includes  100  persons  who  are  completing  a 
child  care  aide  training  course.  According  to 
Dr.  Silverman,  the  staff  eventually  will  total 
1,000. 


the  most  widely 
prescribed 
peripheral 
vasodilator... 

ARLIDIN 

(NYLIDRIN  HCI) 

increases 
blood  flow... 


i 


IN  CEREBROVASCULAR 
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may  cause  such  symptoms 
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“Illinois  is  looked  upon  as  a leader  in  the 
development  of  modern  mental  health  treat- 
ment programs  and  the  opening  of  the  Murray 
Center  is  another  step  in  this  development. 
When  the  new  zone  centers  open,  beginning 
this  fall,  the  whole  nation  will  want  to  emulate 
Illinois,”  Gov.  Kerner  said. 

“A  word  of  praise  also  should  go  to  the 
citizens  of  Centralia  who  donated  the  land  for 
the  Murray  Center  and  who  have  cooperated 
magnificently  with  the  Illinois  Department  of 
Mental  Health  during  the  construction  period.” 

Dr.  Harold  Visotsky,  state  mental  health  di- 
rector, said:  “We  are  in  the  process  of  obtaining 
the  finest  professional  staff  available  for  the 
Murray  Center  and  the  zone  centers  under  con- 
struction elsewhere  throughout  the  state.  The 
center  will  provide  residential  care  for  severely 
retarded  children  and  feature  strong  out-patient 
services  for  the  mentally  retarded  in  the  area 
surrounding  Centralia.  Treatment  will  depend 
on  the  child’s  education  and  development,  with 
medical  or  nursing  therapy  provided  when 
necessary.” 


There  will  be  two  treatment  programs  at  the 
Centralia  center.  One  will  provide  medical  and 
nursing  care  for  the  severely  retarded  who  need 
constant  nursing  care  with  medical  supervision. 
These  patients  will  receive  care  in  the  hospital 
and  in  two  100-bed  infirmary  units.  The  second 
will  be  focused  largely  on  the  developmental 
aspects  of  child  care. 

First  Medical  Instruction  Conference 

More  than  160  representatives  from  five  Cana- 
dian and  59  United  States  medical  schools  as 
well  as  a dozen  medical  and  allied  associations 
attended  the  first  national  conference  on  pro- 
grammed medical  instruction  at  the  University 
of  Rochester  June  25  through  27. 

Supported  by  a grant  from  Pfizer  Labora- 
tories, the  conference  was  under  the  auspices 
of  the  University’s  School  of  Medicine  and 
Dentistry  and  the  College  of  Education. 

Dr.  Hilliard  Jason,  conference  coordinator 

(Continued  on  page  89) 
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and  associate  in  medical  education  at  the  Uni- 
versity, noted  that  “In  few  other  fields  is  there 
the  same  acute  need  for  approaches  that  will 
render  the  educational  process  more  efficient 
and  effective.  There  is  likely  no  field  of  human 
endeavor  outside  of  medicine  where  knowledge 
is  growing  at  such  an  accelerated  rate  and  in 
which  the  need  to  keep  abreast  of  this  knowl- 
edge has  implications  for  the  lives  and  welfare 
of  other  people.” 

The  meeting  featured  an  introduction  to  pro- 
grammed instruction. 

IIT  Microbiologist  at 
International  Symposia 

Dr.  Nicholas  Grecz,  first  scientist  to  discover 
the  important  antibiotic  formed  by  natural  mic- 
roorganisms in  certain  cheeses,  will  present  his 
findings  in  Sweden  this  summer  at  the  Interna- 
tional Symposium  on  Food  Microbiology. 

An  Illinois  Institute  of  Technology  microbiol- 
ogist, Dr.  Grecz,  is  also  one  of  two  American 
scientists  invited  to  present  papers  at  the  So- 
ciety for  Applied  Bacteriology  Conference  in 
Wales  this  summer.  There,  Grecz  will  present 
his  most  recent  findings  on  Clostridium  botu- 
linum,  the  tiny  bacterium  which  causes  botu- 
lism, the  deadliest  form  of  food  poisoning 
known. 

A bacterium  able  to  survive  more  than  2,000 
times  the  radiation  fatal  to  human  beings,  the 
botulinum  is  the  most  resistant  of  all  micro- 
organisms causing  food  spoilage.  “Once  we 
penetrate  the  secret  of  this  bacteria’s  amazing 
resistance  to  nuclear  radiation,  we  will  be  able 
to  preserve  food  by  radiation,  a technique 
which  will  save  millions  of  dollars  in  food  waste 
and  spoilage,”  Grecz  asserted. 

He  cited  the  unique  structure  of  the  nucleus 
of  the  botulinum  as  one  reason  for  its  resistence. 
Radiation  may  strike  the  nucleus  without  de- 
stroying it.  In  fact,  80  to  100  targets  within 
each  nucleus  must  be  hit  by  radiation  before 
the  botulinum  is  destroyed. 

The  National  Institutes  of  Health  recently 
awarded  Dr.  Grecz  the  1964  Research  Career 
Development  award,  which  is  granted  to  young 
scientists  who  have  shown  unusual  potential  for 
research  in  their  fields.  NIH  will  pay  Grecz’s 
full  salary  for  a period  of  5 years. 
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Cancer  in  Children 


COOK  COUNTY 

Graduate  School  of  Medicine 
CONTINUING  EDUCATION  COURSES 
Starting  Dates  — 1964 

Anesthesia,  Inhalation,  Endotracheal,  Regional, 
by  appointment 

Principles  of  Operative  Surgery,  Two  Weeks,  July  20 
Basic  Principles  in  General  Surgery,  Two  Weeks,  August  24 
Board  Review  Course  in  Surgery,  Part  I,  November  9; 

Part  II,  Aug.  3 

Proctoscopy  & Sigmoidoscopy,  One  Week,  July  13,  August  10 
Varicose  Veins,  One  Week,  July  13,  August  10 
Fractures  & Traumatic  Surgery,  Two  Weeks,  September  21 
Gynecology,  Office  & Operative,  Two  Weeks,  October  12 
Vaginal  Surgery,  One  Week,  August  10,  Sept.  14 
Obstetrics,  General  & Surgical,  Two  Weeks, 

July  13,  Sept.  21 

Board  Review  Course  in  Gyn-Ob,  Two  Weeks,  October  26 

Fluids  & Electrolytes,  One  Week,  August  17 

Pediatric  Surgery,  One  Week,  September  21 

Hand  Surgery,  One  Week,  September  28 

Surgery  of  Stomach  & Duodenum,  One  Week,  Sept.  21 

Thoracic  Surgery,  One  Week,  September  28 

Board  Review  Course  in  Medicine,  Part  I,  September  21; 

Part  II,  November  30 

Surgery  of  Face,  Neck  & Mouth,  One  Week, 

September  28 

Information  concerning  numerous  other 
continuation  courses  available  upon  request • 

TEACHING  FACULTY 
Attending  Staff  of 
Cook  County  Hospital 
Address:  Registrar,  707  South  Wood  Street 
Chicago,  Illinois  60612 
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STATE  MEDICAL  SOCIETY 

TOTAL  DISABILITY  CAN  BE  COSTLY 
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CHOOSE  FROM 

• CONVERSION  PLAN  AVAILABLE 
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• LOW  RATES  UNDER  A 
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9933  LAWLER  AVENUE  PHONES  679-1000 

SKOKIE,  ILLINOIS  583-0800 


Cancer  has  become  increasingly  important  as 
a cause  of  death  among  children  in  the  United 
States  because  of  the  marked  rise  in  the  child 
population  and  the  decreased  mortality  from 
other  causes,  the  statisticians  of  the  Metropolitan 
Life  Insurance  Company  report. 

The  actual  death  rate  from  the  disease  under 
age  15  has  not  changed  materially  in  a decade. 
In  1959-61  the  rate  was  80.3  per  million  com- 
pared with  82.7  in  1949-51. 

Among  infants,  the  cancer  death  rate  in  this 
period  recorded  an  appreciable  reduction,  and 
more  limited  decreases  occurred  among  children 
1 to  4 years  of  age.  In  contrast,  the  rates  in- 
creased in  the  age  range  5-14  years,  the  great- 
est rise  being  experienced  by  boys  at  ages  5-9. 

The  trend  of  childhood  cancer  mortality  re- 
flects largely  changes  in  the  death  rate  from 
leukemia,  which  accounts  for  about  half  of  all 
cancer  deaths  under  age  15.  Cancers  of  the 
nervous  system,  most  of  which  are  brain  tumors, 
became  increasingly  fatal  during  the  decade. 
Deaths  from  cancer  of  urinary  organs  decreased. 

“Some  progress  has  been  made  in  the  treat- 
ment of  childhood  malignancies,”  the  statis- 
ticians note.  “For  example,  data  from  all  Can- 
cer Registries  in  the  United  States  indicate  that 
27  per  cent  of  the  children  under  age  20  diag- 
nosed as  having  acute  leukemia  in  1955-59  were 
alive  one  year  after  diagnosis;  this  compares 
with  only  about  4 per  cent  for  those  discovered 
in  1945-49.  Currently  some  young  victims  of 
leukemia  are  shown  to  live  several  years  after 
symptoms  appear.” 

“While  some  advances  are  being  made  in 
prolonging  the  lives  of  children  with  various 
forms  of  cancer,  the  prognosis  in  most  cases  is 
still  very  unfavorable.  To  some  extent  this  re- 
flects difficulties  and  delay  in  diagnosis;  many 
cases  are  not  recognized  to  be  of  a malignant 
nature  until  the  disease  is  well  advanced.  Much 
more  important,  however,  is  the  fact  that  no  ef- 
fective therapy  exists  for  most  types  of  child- 
hood malignancies.  Nevertheless,  the  intensive 
program  of  therapeutic  research  now  in  prog- 
ress, particularly  the  phase  dealing  with  the  use 
of  radiation  and  chemotherapy,  holds  out  fur- 
ther promise  of  improving  the  outlook  for  such 
children,”  the  statisticians  concluded. 
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“The  Cost  of  Hope” 

A new  motion  picture  showing  the  drama  that 
enfolds  during  a typical  24  hours  in  a commu- 
nity hospital  is  available  on  free  loan  from 
the  American  Hospital  Association,  840  N.  Lake 
Shore  Drive,  Chicago. 

The  half-hour  documentary,  “The  Cost  of 
Hope,”  was  produced  at  Hackensack  (N.J. ) 
Hospital  by  the  AHA  and  the  Hospital  Re- 
search and  Educational  Trust  under  a grant  by 
Johnson  & Johnson. 

The  film  can  be  borrowed  by  Parent-Teacher 
Associations,  women’s  clubs,  hospitals,  hospital 
auxiliaries,  medical  societies,  local  television 
stations  and  other  civic  and  professional  groups. 

John  Henderson,  M.D.,  medical  director  of 
Johnson  & Johnson,  said  the  film  helps  explain 
that  “hospital  cost  increases  have  been  inevitable 
in  order  to  provide  the  medical  equipment  and 
techniques  necessary  to  modern  health  care.” 

The  cast  of  “The  Cost  of  Hope”  includes  pa- 
tients, physicians,  nurses,  as  well  as  pathologists, 
surgeons,  x-ray  technicians,  pharamcists,  ambu- 
lance drivers  and  others  on  the  hospital  staff. 


“Milestones  of  Medicine” 

A new  series  of  public  service  programs  on 
radio  stations  from  coast  to  coast,  called  “Mile- 
stones of  Medicine,”  has  just  been  pioneered 
by  Roche  Laboratories,  Division  of  Hoffmann- 
La  Roche  Inc. 

Each  episode  of  “Milestones  of  Medicine” 
describes  a true  incident,  with  every  detail 
checked  for  accuracy,  presented  in  a dramatic, 
interesting  manner.  Narrated  by  John  Scott, 
the  well-known  news  commentator  of  WOR, 
“Milesones  of  Medicine”  tells  listeners  about 
incidents  and  contributions  of  physicians,  hos- 
pitals, pharmacists  and  nurses. 

There  will  be  no  mention  of  any  Roche  prod- 
uct on  this  program  which  will  be  exclusively 
devoted  to  a wide  range  of  interesting  medical 
subjects. 

Starting  June  22,  this  five-minute  program  is 
being  broadcast  five  days  a week  on  leading 
radio  stations  all  over  the  country.  A list  of  sta- 
tions broadcasting  “Milestones  of  Medicine”  is 
available  on  request. 
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Announcement  on  Drug  Manual 

In  response  to  the  request  of  the 
State  Department  of  Public  Aid,  the 
Board  of  Trustees  of  the  Illinois  State 
Medical  Society  appointed  a Sub- 
Committee  of  the  Medical  Advisory 
Committee  to  the  Department  of  Pub- 
lic Aid  in  December,  1962,  to  serve 
in  an  advisory  capacity  to  the  Depart- 
ment on  the  project  of  developing  a 
Drug  Manual  to  be  used  by  physicians 
when  prescribing  for  recipients  of  pub- 
lic aid. 

At  the  present  time  the  Manual  is 
being  printed.  The  Department  of 
Public  Aid  expects  to  mail  it  to  par- 
ticipating physicians  about  July  15. 
The  drug  policies  of  the  Department 
will  become  effective  August  1,  1964. 


SABIN  VACCINE  MANUFACTURER  HELD 
BLAMELESS  IN  PORTLAND  PARALYSIS  CASE 

Chas.  Pfizer  & Co.,  Inc.  and  the  Sabin  oral 
polio  vaccine  were  held  blameless  recently  by  a 
Portland,  Oregon  jury  in  paralysis  suffered  two 
years  ago  by  a Portland  man. 

The  plaintiff,  Daniel  J.  Ferguson,  had  claimed 
that  he  developed  poliomyelitis  after  having 
taken  Pfizer’s  Sabin  type  III  vaccine  during  a 
community  program  in  April  of  1962. 

Pfizer  hailed  the  decision  as  exoneration  of 
the  oral  polio  vaccine.  “While  we  are  gratified 
by  our  own  exoneration,”  a spokesman  said, 
“we  feel  that  the  exoneration  of  the  Sabin  oral 
polio  vaccine  will  maintain  the  confidence  of 
both  the  medical  profession  and  the  American 
people  in  this  vaccine  as  a vital  tool  in  the  final 
elimination  of  polio.” 

During  the  trial,  witnesses  described  the  ex- 
tensive testing,  both  in  animals  and  humans,  to 
which  all  three  types  of  Sabin  polio  vaccine 
were  subjected  before  being  licensed  by  the 
Division  of  Biologies  Standards  of  the  United 
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States  Public  Health  Service  for  distribution  in 
the  United  States.  In  this  country  alone,  Sabin 
vaccine  was  administered  to  about  three 
quarters  of  a million  persons  prior  to  licensing 
and  was  administered  to  over  60  million  persons 
in  other  parts  of  the  world.  In  addition,  they 
pointed  out,  each  lot  of  the  vaccine  is  also 
subjected  to  exhaustive  testing. 

GERMS  SPREAD  IN  SINGING 

Singing  may  be  a “highly  effective  method” 
of  spreading  the  tuberculosis  germ  from  person 
to  person. 

The  possibility  that  the  germs  are  borne  on 
the  wings  of  song  was  suggested  by  an  outbreak 
of  primary  tuberculosis  in  a boys’  industrial 
school.  The  most  likely  source  of  infection  was 
traced  to  a youth  who  sang  in  the  choir. 

The  story  of  the  outbreak  and  the  subsequent 
detective  work  was  told  recently  at  the  Annual 
Meeting  of  the  American  Thoracic  Society,  by 
Joseph  H.  Bates,  M.D.  of  Little  Rock,  Ark. 

Two  cases  of  active  tuberculosis  were  diag- 
nosed among  the  153  boys  in  the  Arkansas 
Negro  Boys  Industrial  School.  All  the  boys  had 
been  given  a skin  test  for  tuberculous  infection 
on  admission  and  127  were  negative.  Following 
the  discovery  of  the  active  tuberculosis,  all  127 
boys  were  retested.  It  was  found  that  25  had 
converted  from  negative  to  positive. 

One  of  the  two  cases  of  active  tuberculosis 
was  a boy  who  sang  in  the  choir  but  did  not 
attend  classes.  Of  the  22  boys  in  the  choir,  20 
had  been  negative  on  entrance  to  the  school 
but  12  of  these,  or  60  per  cent,  had  become 
infected  by  the  time  the  active  case  was  dis- 
covered. 

Compared  with  a rate  of  19  per  cent  of  con- 
verters among  all  the  initially  tuberculin  nega- 
tive boys,  the  60  per  cent  rate  among  the  choir 
boys  was  significant,  according  to  Dr.  Bates, 
who  points  out  that  the  evidence  supports  the 
theory  that  the  tuberculosis  germ  is  spread  by 
droplet  nuclei  expelled  in  coughing,  sneezing, 
and  the  like.  The  theory  is  based  on  experiments 
conducted  wth  animals. 

“The  explanation  for  the  high  infection  rate 
among  the  choir  members,”  he  said,  “cannot  be 
determined  with  certainty.  However,  it  suggests 
that  the  act  of  singing  may  be  a highly  effective 
method  for  producing  an  infectious  aerosol.” 
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Crippled  Children  Clinics  for  August 

Seventeen  clinics  for  Illinois’  physically  hand- 
icapped children  have  been  scheduled  for  Au- 
gust by  the  University  of  Illinois,  Division  of 
Services  for  Crippled  Children.  The  Division 
will  count  fourteen  general  clinics  providing 
diagnostic  orthopedic,  pediatric,  speech,  and 
hearing  examination  along  with  medical  social, 
and  nursing  service.  There  will  be  three  special 
clinics  for  children  with  cardiac  conditions  and 
rheumatic  fever.  Clinicians  are  selected  from 
among  private  physicians  who  are  certified 
Board  members.  Any  private  physician  may 
refer  to  or  bring  to  a convenient  clinic  any  child 
or  children  for  whom  he  may  want  examination 
or  consultative  services. 

August  5 — Alton  Rheumatic  Fever  & Cardiac 
— Alton  Memorial  Hospital 

August  5 — Hinsdale — Hinsdale  Sanitarium 

August  6 — Macomb  — McDonough  District 
Hospital 

August  6 — Litchfield — Madison  Park  School 
August  11 — East  St.  Louis — St.  Mary’s  Hospital 


August  11 — Peoria  General — Children’s  Hospi- 
tal 

August  12 — Champaign-Urbana — McKinley 
Hospital 

August  13 — Springfield  General  — St.  John’s 
Hospital 

August  14 — Evanston — St.  Francis  Hospital 

August  18 — Belleville — St.  Elizabeth’s  Hospital 

August  19 — Chicago  Heights  General  — St. 
James  Hospital 

August  20 — Rockford  — Rockford  Memorial 
Hospital 

August  20 — Bloomington  General  (A.M.)  — St. 
Joseph’s  Hospital 

August  20 — Elmhurst  Cardiac — Memorial  Hos- 
pital of  DuPage  County 

August  25 — Peoria  General — Children’s  Hospi- 
tal 

August  25 — Effingham  Rheumatic  Fever  & Car- 
diac— St.  Anthony  Memorial  Hos- 
pital 

August  26 — Aurora — Copley  Memorial  Hospital 
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Obituaries 


Clarence  A.  Barnes®,  Waukegan,  died  June  14,  aged 
71.  A graduate  of  Rush  Medical  College  in  1920,  Doc- 
tor Barnes  was  voted  physician  of  the  year  in  1958  and 
he  retired  in  1959. 

Oscar  J.  Becker®,  Glencoe,  died  May  17,  aged  51.  A 
graduate  of  the  University  of  Illinois  College  of  Medi- 
cine in  1936,  Doctor  Becker  was  an  internationally 
known  plastic  surgeon.  He  was  on  the  staff  of  Michael 
Reese,  Weiss  Memorial  and  Columbus  hospitals  and 
chairman  of  the  plastic  and  reconstructive  surgery  com- 
mittee of  the  American  Academy  of  Ophthalmology  & 
Otolaryngology. 

Arthur  S.  Blonder,  Chicago,  died  June  14,  aged  28.  A 
graduate  of  Northwestern  University  Medical  School  in 
1961,  he  specialized  in  pathology. 


In  Insomnia... 

wine  9 

...why  not/ 


The  ancients 
recommended  it . . . 


Willard  D.  Brode,  formerly  of  Evanston,  Vero  Beach, 
Florida,  died  May  10,  aged  93.  He  was  a graduate  of 
Rush  Medical  College  in  1893  and  had  practiced  in 
Chicago  until  his  retirement  in  1952. 

Jerome  M.  Brosnan®,  Chicago,  died  June  5,  aged  53. 
In  1936  he  was  a graduate  of  Loyola  University  School 
of  Medicine  where  he  had  been  an  assistant  clinical 
professor  at  the  time  of  death.  He  was  also  chief  radi- 
ologist and  head  of  nuclear  medicine  at  Little  Company 
of  Mary  Hospital. 

Jerome  G.  Brown,  Chicago,  died  June  16,  aged  24.  Dr. 
Brown  graduated  from  Northwestern  University  School 
of  Medicine  June  13,  1964. 

Walter  J.  R.  Camp®,  Chicago,  died  June  18,  aged  67. 
A graduate  in  1923,  he  was  a professor  of  toxicology  at 
the  University  of  Illinois  College  of  Medicine,  Depart- 
ment of  Pharmacology.  An  officer  in  the  American 
Academy  of  Forensic  Sciences,  Dr.  Camp  had  served  as 
state  toxicologist  for  the  last  16  years. 

John  D.  Cantwell,  Wilmette,  died  April  13,  aged  86. 
In  1901  he  was  a graduate  of  the  State  University  of 
Iowa  College  of  Medicine.  He  was  a veteran  of  World 
War  I. 

Ralph  E.  Carman,  Carbondale,  a graduate  of  Washing- 
ton University  School  of  Medicine  in  1932,  died  in 
April,  aged  70. 

Clarence  M.  Dargan®,  Pontiac,  died  June  7,  aged  77. 
In  1914  he  was  a graduate  of  Northwestern  University 
Medical  School. 

Charles  M.  Drueck,  Chicago,  died  June  11,  aged  58.  A 
graduate  of  Northwestern  University  Medical  School  in 
1929,  Doctor  Drueck  was  a surgeon  and  specialist  in 
proctology  and  a member  of  several  medical  societies. 

Alfred  P.  Eisenstaedt,  Chicago,  orginally  from  Germany, 
died  May  24,  aged  82.  He  was  a graduate  of  Albert- 
Ludwigs-Universitat  Medizinische  Fakultat,  Freiburg, 
Baden,  in  1911. 


“the  invigorator  of  mind  and  body,  antidote 
to  sleeplessness,  sorrow  and  fatigue.” 

— Quoted  from  the  Charaka  Samhita,  2nd 
Century  A.D. 

So  do  modern 
physicians . . . 

“Taken  with  a little  food  at  bedtime,  wines — 
especially  port— are  highly  recommended  for 
insomnia.” 

— Lucia,  S.  P.:  “Wine  as  Food  and  Medicine,” 
New  York,  The  Blakiston  Company,  Inc., 
1954. 

'T'he  fermented  juice  of  the  grape  is  the  oldest 
medicine  known  to  man.  (It  is  also  one  of 
the  best  tasting.)*  Many  physicians  recognize 
its  value  in  convalescence,  old  age  and  diabetes. 
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Obituaries  Continued 

Noah  D.  Fabricant®,  Chicago,  died  May  26,  aged  59. 
A graduate  of  the  University  of  Illinois  College  of 
Medicine  in  1928,  he  specialized  in  E.N.T.  A diplomate 
of  the  Amerian  Board  of  Otolaryngology,  Dr.  Fabricant 
was  a member  of  many  medical  societies. 

Bernard  J.  Froelich,  Chicago,  died  June  10,  aged  59. 
He  was  staff  physician  at  Downey. 

John  A.  Havlicek®,  Berwyn,  died  June  9,  aged  52.  He 
was  a graduate  of  the  University  of  Illinois  College  of 
Medicine  in  1937  and  senior  staff  member  of  St.  Anne’s 
Hospital  at  the  time  of  death. 

D.  Stanford  Hyde®,  River  Forest,  died  May  24,  aged 
62.  He  was  a graduate  of  Northwestern  University 
Medical  School  in  1938  and  a staff  member  of  both 
Lutheran  Deaconess  and  Lutheran  General  hospitals. 

Jules  Kaplan*,  Chicago,  died  June  7,  aged  32.  In  1957 
he  graduated  from  Northwestern  University  Medical 
School  where  he  remained  as  a faculty  member,  spe- 
cializing in  otolaryngology. 

August  C.  King*,  Chicago,  died  May  12,  aged  83.  In 
1914  he  graduated  from  Chicago  College  of  Medicine 
and  Surgery. 

John  S.  Lewis*,  Carbondale,  died  May  8,  aged  54.  In 
1937  he  was  a graduate  of  the  University  of  Arkansas 
School  of  Medicine  and  specialized  in  surgery.  Dr. 
Lewis  was  one  of  the  founders  and  the  president  of 
the  Southern  Illinois  Hospital  Corp.  and  also  a found- 
ing member  of  the  American  Board  of  Abdominal  Sur- 
geons. 

George  M.  McClure*,  Chicago,  died  May  31,  aged  67. 
In  1933  he  was  a graduate  of  Chicago  Medical  College. 

Luella  E.  Nadelhoffer  O’Neil®,  Evanston,  died  June  6, 
aged  66.  In  1924  she  graduated  from  Rush  Medical  Col- 
lege. An  obstetrician  and  gynecologist,  she  was  on  the 
staff  of  both  Evanston  and  St.  Francis  hospitals  and 
taught  at  Northwestern  University  Medical  School. 


Albert  L.  Potts*,  Gibson  City,  died  May  25,  aged  75. 
In  1923  he  was  a graduate  of  the  University  of  Illinois 
College  of  Medicine.  He  was  an  Emeritus  member  of 
ISMS. 

Donald  R.  Russ®,  Chicago,  died  June  12,  aged  41.  In 
1947  he  was  a graduate  of  the  Western  Reserve  Uni- 
versity School  of  Medicine,  Cleveland.  He  was  associate 
professor  of  pathology  at  the  University  of  Illinois  Col- 
lege of  Medicine  and  director  of  the  laboratories  and 
blood  bank  at  the  University’s  Research  and  Educa- 
tional Hospitals.  Doctor  Russ  was  a member  of  many 
medical  organizations. 

Russell  F.  Scott,  Danville,  died  May  8,  aged  86.  He  was 
a graduate  of  Rush  Medical  College  in  1902. 

Florence  A.  Stone®,  Waukegan,  died  June  7,  aged  79. 
A graduate  of  the  University  of  Michigan  Medical 
School  in  1910,  Dr.  Stone  specialized  in  radiology.  She 
was  an  Emeritus  member  of  ISMS. 

Samuel  S.  Wallman®,  Chicago,  died  January  13,  aged 
58.  He  was  a graduate  of  Manchuria  Medical  College, 
Mukden,  in  1945. 

Joseph  Welfeld,  Chicago,  died  April  21,  aged  89.  A 
graduate  of  the  Illinois  Medical  College  in  1899, 
he  was  a pioneer  in  the  field  of  urology  and  was  also 
known  for  his  work  in  dermatology.  He  had  been  a 
member  of  many  medical  organizations. 

Virgil  Wescott®,  Chicago,  died  April  28,  aged  72,  in 
Wesley  Memorial  hospital  where  he  had  been  a staff 
member.  In  1919  he  graduated  from  the  College  of 
Physicians  and  Surgeons,  Los  Angeles,  specializing  in 
ophthalmology. 

Glenn  E.  Wright®,  Woodstock,  died  May  5,  aged  78. 
He  was  a graduate  of  Illinois  Medical  College  in  1910 
and  retired  from  general  practice  in  1955. 

Andrew  R.  E.  Wyant*,  Normal,  died  June  16,  aged  97. 
Illinois’  oldest  physician,  he  was  a graduate  of  the 
Chicago  College  of  Medicine  & Surgery  in  1908.  He 
retired  in  1937.  He  was  a member  of  the  Fifty  Year 
Club  and  an  emeritur  member  of  ISMS. 

°Indicates  member  of  Illinois  State  Medical  Society. 


a Private  Psychiatric  Center  at  Jacksonville,  Illinois,  since  1901 


Complete  psychiatric  treatment  in  an  environment 
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ment of  nervous  and  mental  disorders. 
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Coming  Next  Month  — The  Revolution  in  Radiology 

In  the  past  20  years,  and  especially  since  the  advent  of  the  atomic  bomb,  the 
science  of  radiology  has  advanced  with  meteoric  rapidity.  To  relate  these  ad- 
vances in  straightforward,  understandable  terms  to  the  non-specialist,  the  Illinois 
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ties as  E.  L.  Powers,  Ph.D.,  Robert  D.  Moseley,  M.D.,  William  T.  Moss,  M.D., 
L.  D.  Marinelli,  M.A.,  and  Lindon  Seed,  M.D.,  the  symposium  contains  informa- 
tion that  is  both  pertinent  and  practical  for  the  non-specialist  who  wishes  to  stay 
abreast  of  this  rapidly  changing  and  expanding  field. 
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Abstracts  of  Board  Actions 

Meeting  of  July  18-19,  1964 


ISMS  Views  Presented  to  Republican  Platform  Committee 

Dr.  V.  P.  Siegel,  Chairman  of  the  Committee  on  Legislation,  appeared 
before  the  platform  committee  of  the  Republican  Party  during  the  convention 
in  San  Francisco  and  presented  the  views  of  the  Illinois  State  Medical  Society. 
The  presentation  was  well  received  and  the  plank  developed  by  the  Committee 
was  in  complete  accord  with  the  ISMS  statement.  Copies  of  Dr.  Siegel's  paper 
may  be  had  by  writing  to  the  ISMS.  Dr.  Frank  Jirka,  Jr.  will  appear  before  the 
Democratic  Platform  Committee  in  Altantic  City  this  month  with  a similar 
presentation. 

Committee  on  Fee  Schedules  Recommends  Medicare  Contract 

Dr.  George  Lull,  Chairman  of  the  Committee  on  Fee  Schedules,  recom- 
mended that  the  Board  renew  the  Medicare  contract  (providing  care  for  the 
dependents  of  men  in  service  at  home  by  the  physician  of  their  choice)  with- 
out negotiation.  In  view  of  the  few  complaints  about  the  existing  contract,  the 
Board  approved  renewal  without  negotiation  at  this  time. 

Special  Committee  to  Review  Public  Aid  Fees 

The  Advisory  Committee  to  the  Department  of  Public  Aid  requested  the 
appointment  of  a sub-committee  on  Fees  for  Recipients  of  Public  Aid.  The 
Board  authorized  the  Committee  on  Fee  Schedules  and  the  chairman  and  four 
members  of  the  Advisory  Committee  to  serve  this  function.  The  sub-committee 
must  meet  before  August  15  because  the  public  aid  budget  will  be  submitted 
Sept.  1 . The  proposed  budget  will  include  funds  for  the  payment  of  physicians 
in  Cook  County.  Dr.  Fred  A.  Tworoger,  Chairman,  also  suggested  that  county 
medical  societies  be  advised  that  the  ISMS  Advisory  Committee  will  be  happy 
to  discuss  the  program  before  meetings  of  county  medical  societies. 

Annual  Legislative  Conference  to  Follow  Election 

The  Committee  on  Legislation  received  budget  approval  for  its  annual 
legislative  conference  for  county  medical  society  chairmen.  The  Committee 
will  pay  travel  costs  for  one  representative  from  each  county  to  the  conference 
which  will  be  in  Chicago  early  in  November. 

/SA1S  Supports  Vigorous  Enforcement  of  Medical  Practice  Act 

The  Department  of  Registration  and  Education  has  interpreted  the  Medical 
Practice  Act  as  requiring  that  "any  person  who  holds  himself  tc  be  a physician 
and  works  in  a hospital,  MUST  BE  LICENSED  regardless  of  whether  or  not  he 
works  under  supervision."  This  includes  foreign  physicians  working  in  the 
emergency  room  and  all  physicians  serving  as  operating  room  technicians.  The 
Board  of  Trustees  voted  to  support  the  Medical  Examining  Committee  and  the 
Department  of  Registration  and  Education  in  their  efforts  to  enforce  the  Medi- 
cal Practice  Act  in  its  entirety. 
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PR  Committee  Reports  Success  of  New  Projects 

Sixty-seven  Illinois  radio  stations  are  now  using  material  from  the  PR  kit, 
"When  the  Physician  Speaks,  the  Public  Listens." 

Public  health  messages  are  scheduled  to  appear  on  170  billboards 
throughout  the  state  and  in  1,000  subway  cars  and  busses  in  Chicago.  These 
will  promote  tetanus  and  measles  immunizations  to  start  and  later  will  carry 
advice  on  tuberculosis,  heart  disease,  cancer  and  other  health  subjects.  The  cost 
of  the  printing  for  the  project  will  be  borne  by  pharmaceutical  companies  and 
voluntary  health  agencies.  The  space  is  allocated  by  the  Foster-Kleiser  Out- 
door Advertising  Company. 

Educational  and  Scientific  Foundation  Presents  Film  on  Multiple  Births 

Dr.  Harlan  English,  Chairman  of  the  Board  of  the  Educational  & Scientific 
Foundation  of  ISMS,  introduced  a 20-minute  color  and  sound  film,  "Modern 
Management  of  Multiple  Births"  which  was  produced  by  the  Foundation.  The 
film  reviews  the  problems  and  emphasizes  the  special  prenatal  care  needed  to 
reduce  morbidity  and  mortality  in  all  multiple  births,  from  twins  on  up.  The 
film  will  be  available  from  the  Foundation  shortly  for  county  society  and  hospi- 
tal staff  meetings.  It  uses  the  protocol  and  actual  delivery  of  quadruplets  at 
Michael  Reese  Hospital  to  illustrate  its  points. 

Hospital  Planning  Council  Expansion  Plans  Approved 

The  Hospital  Planning  Council  of  Greater  Chicago  has  indicated  it  will 
establish  a professional  advisory  committee  which  will  include  physicians,  hospi- 
tal administrators,  nurses  and  architects  to  study  hospital  planning  procedures, 
criteria  guidelines,  planning  objectives  of  health  care  facilities  and  special 
study  projects.  ISMS  approval  to  proceed  in  Cook,  DuPage,  Lake,  Will,  Grundy 
and  Kane  counties  was  requested  and  granted.  The  Board  asked  that  a mem- 
ber of  ISMS  be  a member  of  the  Professional  Advisory  Committee  to  keep  the 
ISMS  Board  informed. 

Executive  Committee  to  Study  Public  Health  Department  Program 

Dr.  Franklin  D.  Yoder,  Director  of  the  Department  of  Public  Health,  pre- 
sented an  outline  of  the  problems  dealing  with  the  establishment  of  local  health 
departments  and  stressed  the  importance  of  physician  leadership  in  the  area  of 
public  health  through  the  facilities  of  local  health  departments.  In  reply  to  his 
request  for  a Committee  to  Study  the  Public  Health  Department  Program,  the 
Executive  Committee  was  designated  to  serve  in  this  function  and  report  to  the 
Board  as  soon  as  possible. 

Short  Summaries  of  Other  Items  on  Board  Agenda 

Dr.  Edward  W.  Cannady,  Speaker  of  the  House  of  Delegates,  asked  for 
suggestions  from  all  members  of  the  House  for  the  improvement  of  the  1965 
meeting. 

Dr.  George  Callahan  announced  the  first  annual  meeting  of  the  Illinois 
Association  of  Professions  at  the  Ambassador  Hotel  in  Chicago  on  Saturday, 
Sept.  19.  A brochure  on  the  organization  will  be  mailed  to  each  ISMS  member 
in  August.  Any  member  of  ISMS  is  eligible  to  join. 

The  Board  decreed  that  the  legal  staff  of  ISMS  would  only  answer  inquir- 
ies originating  from  officers,  trustees,  committee  chairmen  and  county  medical 
society  officers. 
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Annual  Reference  Issue 


Foreword 


Have  you  yearned  for  an  up-to-date  ref- 
erence issue  covering  the  activities  of  your 
state  medical  society  and  the  activities  of 
government  in  your  state  regarding  medical 
affairs?  This  issue  of  the  Illinois  Medical 
Journal  is  your  introduction  to  what  we 
hope  may  be  an  annual  reference  issue,  giv- 
ing current  information  pertaining  to  activi- 
ties of  your  State  Society  and  its  affiliated 
medical  groups  as  well  as  positions  of  medi- 
cal leaders  as  they  give  Illinois  not  only  good 
responsible  medical  leadership  but  also  good 
government. 


We  solicit  your  interest  in  the  Annual  Ref- 
erence Issue  and  seek  your  criticisms  and 
suggestions  to  improve  it  in  the  years  to 
come.  Your  interest,  advice  and  counsel  will 
aid  us  greatly  to  make  this  a useful  refer- 
ence guide. 


President 
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History  of  Founding  and  Expansion 


Twenty-nine  physicians  met  in  Springfield 
June  4,  1850,  and  organized  the  Illinois  State 
Medical  Society.  They  were  concerned  with  the 
solution  of  ethical,  scientific,  legislative  and 
economic  problems.  The  first  Constitution  and 
Bylaws  and  the  first  Code  of  Medical  Ethics 
were  adopted;  the  first  legislative  committee 
was  appointed,  and  a resolution  outlining  the 
beginnings  of  interprofessional  relations  was 
approved. 

The  Legislative  Committee  was  instructed  to 
“memorialize  the  legislature  at  its  next  session, 
praying  the  enactment  of  a statute  providing 
for  the  registration  of  Births,  Deaths  and  Mar- 
riages.” The  resolution  ruled  that  “members  of 
the  Society  will  discourage  the  sale  of  patent 
or  secret  nostrums  on  the  part  of  Druggists  and 
Apothecaries  throughout  the  State,  and  will 
patronize  insofar  as  practicable,  only  those  who 
abstain  from  the  sale  of  such  patent  or  secret 
nostrums.” 

The  first  full  time  secretary  of  the  Society 
was  Dr.  Harold  M.  Camp  who  served  for  over 
35  years  until  his  death  in  1958.  The  first  execu- 
tive administrator,  Robert  L.  Richards,  was 
employed  at  the  time  the  office  was  moved  to 
Chicago  in  1960. 

The  Society  published  the  early  transactions 
in  book  form  presenting  not  only  the  minutes  of 
the  House  of  Delegates,  but  also  all  scientific 
papers  given  at  each  annual  convention.  In  1898 


a new  era  of  communications  began,  for  at  that 
time,  the  Illinois  Medical  Journal  was  estab- 
lished and  became  the  first  “official  organ  of  the 
Society.” 

Dr.  G.  N.  Kreider  was  its  first  editor  and 
served  until  1913,  followed  by  Dr.  Clyde  D. 
Pence  with  Dr.  Henry  G.  Olds  as  the  first  man- 
aging editor.  Dr.  Charles  G.  Whalen  became 
editor  in  1919  and  he  and  Dr.  Olds  served  until 
they  died  in  1940.  Dr.  Camp  followed  Dr. 
Whalen  and  Dr.  Theodore  R.  Van  Dellen  is  the 
editor  today. 

Dr.  Whalen  spearheaded  many  important  ac- 
tivities in  medicine,  and  has  been  called  “the 
outstanding  champion  of  the  medical  profession 
in  its  economic  contacts.”  He  has  been  credited 
as  one  of  the  first  medical  editors  to  blast  “the 
socialization  of  medicine  in  this  country.”  In 
1922  he  wrote  extensively  on  state  medicine, 
workmen’s  compensation,  compulsory  health  in- 
surance, free  hospitalization  and  federal  aid. 

The  first  Fifty  Year  Club  in  the  United  States 
was  announced  by  the  Illinois  Medical  Journal  in 
1938. 

The  fourth  largest  medical  society  in  the 
country  has  developed  from  these  embryonic 
beginnings.  This  edition  of  the  Illinois  Medical 
Journal  offers  you  an  opportunity  to  contrast 
the  extensive  services  available  to  the  member- 
ship today  with  those  offered  in  the  past. 
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List  of  Officers  and  Places  of  Meeting 
Since  Organization  of  the  Society 


Year 

President 

Secretary 

Treasurer 

Meeting  Place 

1840 

1850 

1850 

John  Todd 
Rudolph  Rouse 
William  B.  Herrick 

David  Prince 
Edwin  G.  Meek 
Edwin  G.  Meek 

Jno.  Halderman 

Springfield 

Springfield 

Springfield 

1851 

Samuel  Thompson 

H.  Shoemaker 

R.  Rouse 

Peoria 

1852 

Rudolph  Rouse 

E.  S.  Cooper 

Edw.  Dickenson 

Jacksonville 

1853 

Daniel  Brainerd 

H.  A.  Johnson 

A.  B.  Chambers 

Chicago 

1854 

C.  N.  Andrews 

H.  A.  Johnson 

N.  S.  Davis 

LaSalle 

1855 

N.  S.  Davis 

E.  Andrews 

J.  V.  Z.  Blaney 

Bloomington 

1856 

H.  Noble 

N.  S.  Davis 

J.  V.  Z.  Blaney 

Vandalia 

1857 

C.  Goodbreak 

H.  A.  Johnson 

J.  V.  Z.  Blaney 

Chicago 

1858 

H.  A.  Johnson 

N.  S.  Davis 

J.  W.  Freer 

Rockford 

1859 

David  Prince 

N.  S.  Davis 

J.  W.  Freer 

Decatur 

1860 

Wm.  M.  Chambers 

N.  S.  Davis 

J.  W.  Freer 

Paris 

1863 

A.  McFarland 

N.  S.  Davis 

J.  H.  Hollister 

Jacksonville 

1864 

A.  H.  Luce 

N.  S.  Davis 

J.  H.  Hollister 

Chicago 

1865 

J.  M.  Steele 

N.  S.  Davis 

J.  H.  Hollister 

Bloomington 

1866 

F.  F.  Haller 

N.  S.  Davis 

J.  H.  Hollister 

Decatur 

1867 

H.  Noble 

N.  S.  Davis 

J.  H.  Hollister 

Springfield 

1868 

S.  T.  Trowbridge 

N.  S.  Davis 

J.  H.  Hollister 

Quincy 

1869 

S.  T.  Trowbridge 

T.  D.  Fitch 

J.  H.  Hollister 

Chicago 

1870 

J.  V.  Z.  Blaney 

T.  D.  Fitch 

J.  H.  Hollister 

Dixon 

1871 

G.  W.  Albin 

T.  D.  Fitch 

J.  H.  Hollister 

Peoria 

1872 

J.  O.  Hamilton 

T.  D.  Fitch 

J.  H.  Hollister 

Rock  Island 

1873 

D.  W.  Young 

T.  D.  Fitch 

J.  H.  Hollister 

Bloomington 

1874 

T.  F.  Worrell 

T.  D.  Fitch 

J.  H.  Hollister 

Chicago 

1875 

J.  H.  Hollister 

T.  D.  Fitch 

Wm.  E.  Quine 

Jacksonville 

1876 

T.  D.  Washburn 

N.  S.  Davis 

J.  H.  Hollister 

Urbana 

1877 

T.  D.  Fitch 

N.  S.  Davis 

J.  H.  Hollister 

Chicago 

1878 

J.  L.  White 

N.  S.  Davis 

J.  H.  Hollister 

Springfield 

1879 

E.  P.  Cook 

N.  S.  Davis 

J.  H.  Hollister 

Lincoln 

1880 

Ephraim  Ingalls 

N.  S.  Davis 

J.  H.  Hollister 

Belleville 

1881 

G.  W.  Jones 

S.  J.  Jones 

J.  H.  Hollister 

Chicago 

1882 

Robert  Boal 

S.  J.  Jones 

J.  H.  Hollister 

Quincy 

1883 

A.  T.  Darrah 

S.  J.  Jones 

J.  H.  Hollister 

Peoria 

1884 

E.  Andrews 

S.  J.  Jones 

Walter  Hay 

Chicago 

1885 

D.  S.  Booth 

S.  J.  Jones 

Walter  Hay 

Springfield 

1886 

Wm.  a Bvrd 

S.  J.  Jones 

Walter  Hay 

Bloomington 

1887 

Wm.  T.  Kirk 

D.  W.  Graham 

Walter  Hay 

Chicago 

1888 

Wm.  0.  Ensign 

D.  W.  Graham 

Walter  Hay 

Rock  Island 

1889 

C.  W.  Earle 

D.  W.  Graham 

T.  W.  Mcllvaine 

Jacksonville 

1890 

John  Wright 

D.  W.  Graham 

T.  W.  Mcllvaine 

Chicago 

1891 

Jno.  P.  Mathews 

D.  W.  Graham 

Geo.  N.  Kreider 

Springfield 

1892 

Charles  C.  Hunt 

D.  W.  Graham 

Geo.  N.  Kreider 

Vandalia 

1893 

E.  Fletcher  Ingals 

D.  W.  Graham 

Geo.  N.  Kreider 

Chicago 

1894 

Otho  B.  Will 

J.  B.  Hamilton 

Geo.  N.  Kreider 

Decatur 

1895 

Daniel  R.  Brower 

J.  B.  Hamilton 

Geo.  N.  Kreider 

Springfield 

1896 

D.  W.  Graham 

J.  B.  Hamilton 

Geo.  N.  Kreider 

Ottawa 

1897 

A.  C.  Corr 

J.  B.  Hamilton 

Geo.  N.  Kreider 

East  St.  Louis 

1898 

J.  N.  G.  Carter 

E.  W.  Weis 

Geo.  N.  Kreider 

Galesburg 

1899 

J.  T.  Pitner 

E.  W.  Weis 

Geo.  N.  Kreider 

Cairo 

1900 

H.  N.  Moyer 

E.  W.  Weis 

Geo.  N.  Kreider 

Springfield 

1901 

G.  N.  Kreider 

E.  W.  Weis 

E.  J.  Brown 

Peoria 

1902 

J.  T.  McAnally 

E.  W.  Weis 

E.  J.  Brown 

Quincy 

1903 

M.  L.  Harris 

E.  W.  Weis 

E.  J.  Brown 

Chicago 

1904 

C.  E.  Black 

E.  W.  Weis 

E.  J.  Brown 

Bloomington 

1905 

W.  E.  Quine 

E.  W.  Weis 

E.  J.  Brown 

Rock  Island 

1906 

H.  C.  Mitchell 

E.  W.  Weis 

E.  J.  Brown 

Springfield 

1907 

J.  F.  Percy 

E.  W.  Weis 

E.  J.  Brown 

Rockford 

1908 

W.  L.  Baum 

E.  W.  Weis 

E.  J.  Brown 

Peoria 

1909 

J.  W.  Pettit 

E.  W.  Weis 

E.  J.  Brown 

Quincy 

1910 

J.  L.  Wiggins 

E.  W.  Weis 

E.  J.  Brown 

Danville 

1911 

A.  C.  Cotton 

E.  W.  Weis 

E.  J.  Brown 

Aurora 

1912 

W.  K.  Newcomb 

E.  W.  Weis 

E.  J.  Brown 

Springfield 
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Year 

President 

Secretary 

Treasurer 

Meeting  Place 

1913 

L.  H.  A.  Nickerson 

E.  W.  Weis 

A.  J.  Markley 

Peoria 

1914 

Charles  J.  Whalen 

W.  H.  Gilmore 

A.  J.  Markley 

Decatur 

1915 

A.  L.  Brittin 

W.  H.  Gilmore 

A.  J.  Markley 

Springfield 

1916 

C.  W.  Lillie 

W.  H.  Gilmore 

A.  J.  Markley 

Champaign 

1917 

W.  L.  Noble 

W.  H.  Gilmore 

A.  J.  Markley 

Bloomington 

1918 

E.  B.  Coolley 

W.  H.  Gilmore 

A.  J.  Markley 

Springfield 

1919 

E.  W.  Fiegenbaum 

W.  H.  Gilmore 

A.  J.  Markley 

Peoria 

1920 

J.  W.  Van  Derslice 

W.  H.  Gilmore 

A.  J.  Markley 

Rockford 

1921 

W.  F.  Grinstead 

W.  H.  Gilmore 

A.  J.  Markley 

Springfield 

1922 

Charles  Humiston 

W.  H.  Gilmore 

A.  J.  Markley 

Chicago 

1923 

E.  P.  Sloan 

W.  D.  Chapman 

A.  J.  Markley 

Decatur 

1924 

E. H.  Ochsner 

W.  D.  Chapman 

A.  J.  Markley 

Springfield 

1925 

L.  C.  Taylor 

H.  M.  Camp 

A.  J.  Markley 

Quincy 

1926 

J.  C.  Krafft 

H.  M.  Camp 

A.  J.  Markley 

Champaign 

1927 

Mather  Pfeiffenberger 

H.  M.  Camp 

A.  J.  Markley 

Moline 

1928 

G.  Henry  Mundt 

H.  M.  Camp 

A.  J.  Markley 

Chicago 

1929 

J.  E.  Tuite 

H.  M.  Camp 

A.  J.  Markley 

Peoria 

1930 

F.  O.  Fredrickson 

H.  M.  Camp 

A.  J.  Markley 

Joliet 

1931 

Wm.  D.  Chapman 

H.  M.  Camp 

A.  J.  Markley 

East  St.  Louis 

1932 

R.  R.  Ferguson 

H.  M.  Camp 

A.  J.  Markley 

Springfield 

1933 

John  R.  Neal 

H.  M.  Camp 

A.  J.  Markley 

Peoria 

1934 

Philip  H.  Kreuscher 

H.  M.  Camp 

A.  J.  Markley 

Springfield 

1935 

Charles  D.  Center* 
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1935 

Charles  S.  Skaggs 

H.  M.  Camp 

A.  J.  Markley 

Rockford 

1936 

Chas.  B.  Reed 

H.  M.  Camp 

A.  J.  Markley 

Springfield 

1937 

Rolland  L.  Green 

H.  M.  Camp 

A.  J.  Markley 

Peoria 

1938 

R.  K.  Packard 

H.  M.  Camp 

A.  J.  Markley 

Springfield 

1939 

S.  E.  Munson 

H.  M.  Camp 

A.  J.  Markley 

Rockford 

1940 

Jas.  H.  Hutton 

H.  M.  Camp 

A.  J.  Markley 

Peoria 

1941 

J.  S.  Templeton 

H.  M.  Camp 

A.  J.  Markley 

Chicago 

1942 

Chas.  H.  Phifer 

H.  M.  Camp 

H.  M.  Camp 

Springfield 

1943 

E.  H.  Weld 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1944 

G.  W.  Post** 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1945 

E.  P.  Coleman*** 

H.  M.  Camp 

H.  M.  Camp 

1946 

E.  P.  Coleman 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1947 

R.  S.  Berghoff 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1948 

I.  H.  Neece 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1949 

Percy  E.  Hopkins 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1950 

Walter  Stevenson 

H.  M.  Camp 

H.  M.  Camp 

Springfield 

1951 

Harry  M.  Hedge 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1952 

C.  Paul  White 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1953 

Leo  P.  A.  Sweeney 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1954 

Willis  I.  Lewis 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1955 

Arkell  M.  Vaughn 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1956 

F.  Garm  Norbury 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1957 

F.  Lee  Stone 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1958 

Lester  S.  Reavley 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1959 

Raleigh  C.  Oldfield 

H.  M.  Camp 

H.  M.  Camp 

Chicago 

1960 

Joseph  T.  O’Neill 

George  F.  Lull 

George  F.  Lull 

Chicago 

1961 

H.  Close  Hesseltine 

Jacob  E.  Reisch 

Jacob  E.  Reisch 

Chicago 

1962 

Edwin  S.  Hamilton 

Jacob  E.  Reisch 

Jacob  E.  Reisch 

Chicago 

1963 

George  F.  Lull 

Jacob  E.  Reisch 

Jacob  E.  Reisch 

Chicago 

1964 

Harlan  English 

Jacob  E.  Reisch 

Jacob  E.  Reisch 

Chicago 

1965 

Edward  A.  Piszczek 

Jacob  E.  Reisch 

Jacob  E.  Reisch 

Chicago 

*Died  before  induction  into  office 

**Died  in  office.  Term  completed  by  Robert  S.  Berghoff,  First  Vice  President 
***Meeting  cancelled  1945 
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Principles  of  Medical  Ethics 


Preamble:  These  principles  are  intended  to  aid 
physicians  individually  and  collectively  in  main- 
taining a high  level  of  ethical  conduct.  They  are 
not  laws  but  standards  by  which  a physician 
may  determine  the  propriety  of  his  conduct  in 
his  relationship  with  patients,  with  colleagues, 
with  members  of  allied  professions,  and  with  the 
public. 

Section  1 — The  principal  objective  of  the  medi- 
cal profession  is  to  render  service  to  humanity 
with  full  respect  for  the  dignity  of  man.  Physi- 
cians should  merit  the  confidence  of  patients  en- 
trusted to  their  care,  rendering  to  each  a full 
measure  of  service  and  devotion. 

Section  2 — Physicians  should  strive  continual- 
ly to  improve  medical  knowledge  and  skill,  and 
should  make  available  to  their  patients  and  col- 
leagues the  benefits  of  their  professional  at- 
tainments. 

Section  3 — A physician  should  practice  a 
method  of  healing  founded  on  a scientific  basis; 
and  he  should  not  voluntarily  associate  profes- 
sionally with  anyone  who  violates  this  principle. 

Section  4 — The  medical  profession  should  safe- 
guard the  public  and  itself  against  physicians 
deficient  in  moral  character  or  professional 
competence.  Physicians  should  observe  all  laws, 
uphold  the  dignity  and  honor  of  the  profession 
and  accept  its  self-imposed  disciplines.  They 
should  expose,  without  hesitation,  illegal  or 
unethical  conduct  of  fellow  members  of  the 
profession. 

Section  5 — A physician  may  choose  whom  he 
will  serve.  In  an  emergency,  however,  he  should 
render  service  to  the  best  of  his  ability.  Having 
undertaken  the  care  of  a patient,  he  may  not 
neglect  him;  and  unless  he  has  been  discharged 
he  may  discontinue  his  services  only  after  giv- 


ing adequate  notice.  He  should  not  solicit  pa- 
tients. 

Section  6 — A physician  should  not  dispose  of 
his  services  under  terms  or  conditions  which 
tend  to  interfere  with  or  impair  the  free  and 
complete  exercise  of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration  of  the 
quality  of  medical  care. 

Section  7 — In  the  practice  of  medicine  a phy- 
sician should  limit  the  source  of  his  profession- 
al income  to  medical  services  actually  rendered 
by  him,  or  under  his  supervision,  to  his  patients. 
His  fee  should  be  commensurate  with  the  serv- 
ices rendered  and  the  patient’s  ability  to  pay. 
He  should  neither  pay  nor  receive  a commis- 
sion for  referral  of  patients.  Drugs,  remedies 
or  appliances  may  be  dispensed  or  supplied  by 
the  physician  provided  it  is  in  the  best  inter- 
ests of  the  patient. 

Section  8 — A physician  should  seek  consulta- 
tion upon  request;  in  doubtful  or  difficult  cases; 
or  whenever  it  appears  that  the  quality  of 
medical  service  may  be  enhanced  thereby. 

Section  9 — A physician  may  not  reveal  the 
confidences  entrusted  to  him  in  the  course  of 
medical  attendance,  or  the  deficiencies  he  may 
observe  in  the  character  of  patients,  unless  he 
is  required  to  do  so  by  law  or  unless  it  becomes 
necessary  in  order  to  protect  the  welfare  of  the 
individual  or  of  the  community. 

Section  10 — The  honored  ideals  of  the  medical 
profession  imply  that  the  responsibilities  of  the 
physician  extend  not  only  to  the  individual,  but 
also  to  society  where  these  responsibilities  de- 
serve his  interest  and  participation  in  activities 
which  have  the  purpose  of  improving  both  the 
health  and  the  well-being  of  the  individual  and 
the  community. 
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Constitution  and  Bylaws 

MAY  1964 

Adopted,  1903 
As  Amended  1964 


Constitution 

ARTICLE  I.  NAME 

The  name  and  title  of  this  organization  shall 
be  the  Illinois  State  Medical  Society. 

ARTICLE  II.  PURPOSES  OF  THE  SOCIETY 

The  purposes  of  this  Society  are  to  promote 
the  science  and  art  of  medicine,  to  protect  the 
public  health,  to  elevate  the  standards  of  medi- 
cal education  and  to  unite  the  medical  profes- 
sion behind  these  purposes;  to  promote  similar 
interests  in  the  component  societies  and  to  unite 
with  similar  organizations  in  other  states  and 
territories  of  the  United  States  to  form  the 
American  Medical  Association.  The  Society 
shall  inform  the  public  and  the  profession  con- 
cerning the  advancements  in  medical  science 
and  the  advantages  of  proper  medical  care. 

ARTICLE  III.  COMPONENT  SOCIETIES 

Component  societies  shall  consist  of  those  coun- 
ty medical  societies  which  hold  charters  from 
this  Society. 

ARTICLE  IV.  COMPOSITION  OF  THE 
SOCIETY 

The  Society  shall  consist  of  active  members 
and  such  other  members  as  the  Bylaws  may 
provide. 

ARTICLE  V.  HOUSE  OF  DELEGATES 

Section  1.  The  House  of  Delegates  shall  be  the 
legislative  body  of  the  Illinois  State  Medical 
Society,  and  unless  otherwise  herein  provided, 
its  deliberations  shall  be  binding  upon  the  of- 
ficers, including  the  Board  of  Trustees.  The 
House  of  Delegates  shall  set  the  basic  policy 
and  philosophy  of  the  Society. 

Section  2.  The  House  of  Delegates  shall  elect 
the  general  officers,  except  as  otherwise  pro- 
vided in  the  Bylaws. 

ARTICLE  VI.  BOARD  OF  TRUSTEES 

The  Board  of  Trustees,  whose  duties  are  execu- 
tive and  judicial,  shall  have  charge  of  all  prop- 


erty and  all  financial  affairs  of  the  Society,  and 
shall  perform  such  other  duties  as  are  pre- 
scribed by  law  governing  the  directors  of  cor- 
porations, or  as  may  be  prescribed  in  the  By- 
laws. 

ARTICLE  VII.  CONVENTIONS  AND 
MEETINGS 

The  Society  shall  hold  an  annual  convention 
during  which  there  shall  be  a business  meeting 
of  the  House  of  Delegates  and  general  scientific 
meetings  which  shall  be  open  to  all  registered 
members. 

ARTICLE  VIII.  OFFICERS 

The  officers  of  this  Society  shall  be  a president, 
a president-elect,  a first  vice  president,  a sec- 
ond vice  president,  a secretary-treasurer,  a 
speaker'  and  vice  speaker  of  the  House  of  Dele- 
gates, sixteen  trustees  and  one  trustee  at  large, 
and  such  other  officers  as  the  Bylaws  may  pro- 
vide. 

ARTICLE  IX.  THE  SEAL 

This  Society  shall  have  a common  seal  with 
power  to  break,  change  or  renew  the  same  when 
necessary. 

ARTICLE  X.  AMENDMENTS 

The  House  of  Delegates  may  amend  this  Con- 
stitution at  any  annual  business  meeting  of  the 
House  of  Delegates  provided  that  the  amend- 
ment shall  have  been  proposed  at  the  preceding 
annual  business  meeting,  and  that  two-thirds 
of  the  members  of  the  House  of  Delegates 
seated  concur  in  the  amendment. 

Bylaws 

CHAPTER  I.  MEMBERSHIP 

Section  1.  Members. 

(a)  Active  Members.  The  active  members  of 
this  Society  shall  consist  of  regular 
members,  emeritus  members,  retired 
members,  provisional  members,  intern 
members  and  residency  members.  Active 
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members  shall  enjoy  full  privileges 
which  include  membership  in  the  Amer- 
ican Medical  Association. 

(b)  Honorary  Members.  Honorary  members 
shall  be  those  physicians  of  Illinois  or 
other  states  or  foreign  countries  who 
have  risen  to  prominence  in  the  profes- 
sion and  who  may  be  elected  by  a nine- 
tenths  vote  of  the  House  of  Delegates  at 
any  annual  meeting.  They  shall  not  be 
entitled  to  vote  or  hold  office,  nor  shall 
they  be  counted  as  members  in  determin- 
ing the  number  of  delegates  to  the 
American  Medical  Association. 

Section  2.  Qualifications  for  Membership. 

(a)  Every  physician  duly  licensed  and  reg- 
istered in  the  State  of  Illinois  to  prac- 
tice medicine  in  all  its  branches  who  is 
a graduate  of  a medical  school  approved 
in  United  States  or  Canada,  a resident 
of  the  State  of  Illinois,  a citizen  of  the 
United  States,  who  is  of  good  moral 
character  and  professional  standing,  and 
a member  of  his  component  medical  so- 
ciety, shall  be  eligible  for  regular  mem- 
bership. 

(b)  Provisional  membership  shall  be  avail- 
able to  any  Illinois  physician  who  has 
made  a declaration  of  intention  to  be- 
come a citizen  of  the  United  States,  who 
has  received  a license  in  this  State  to 
practice  medicine  in  all  of  its  branches, 
and  who — with  the  exception  of  United 
States  citizenship — possesses  all  of  the 
qualifications  for  membership  prescribed 
by  these  Bylaws.  Provisional  member- 
ship shall  terminate  one  year  after  the 
expiration  of  the  minimum  period  of 
time  within  which  such  member  could 
have  perfected  his  citizenship.  After  ob- 
taining full  citizenship  and  prior  to  the 
expiration  of  his  provisional  membership, 
such  member  may  be,  upon  application 
to  his  component  medical  society,  trans- 
ferred to  regular  membership. 

(c)  The  following  shall  also  be  eligible  if  ap- 
proved and  recommended  by  the  com- 
ponent medical  society: 

(1)  every  physician  serving  as  a full 
time  employee  at  the  headquarters 
of  the  American  Medical  Associa- 
tion ; 

(2)  Physicians  serving  as  medical  of- 
ficers in  the  United  States  Army, 
Navy,  Air  Force,  the  U.  S.  Pub- 
lic Health  Service,  and  those  serv- 
ing full  time  in  the  Veterans  Ad- 
ministration who  are  members  of 
a component  society,  so  long  as 
they  are  engaged  actively  in  their 
respective  service,  and  thereafter, 


if  they  have  been  retired  on  ac- 
count of  age  or  physical  disability, 
or  after  long  and  honorable  serv- 
ice under  the  provision  of  an  Act 
of  Congress; 

(d)  Physicians  otherwise  eligible  for  mem- 
ship,  and  licensed  in  one  of  the  States 
of  the  Union,  but  not  licensed  in  Illinois, 
and  who  are  not  engaged  in  the  active 
practice  of  medicine,  but  otherwise  em- 
ployed in  an  allied  medical  activity 
which  does  not  require  licensure,  shall 
be  eligible  for  membership  if  approved 
and  recommended  by  the  component  med- 
ical society  and  approved  by  the  Board 
of  Trustees. 

Section  3.  Emeritus  Members.  A member  who 
has  been  in  good  standing  for  thirty-five 
years  and  who  has  reached  the  age  of  seventy, 
may  upon  application  to  and  upon  recom- 
mendation of  his  component  society,  be  made 
an  emeritus  member  and  have  all  the  rights 
and  privileges  of  membership  without  the 
payment  of  dues  to  the  component  or  state 
society. 

Credit  for  membership  in  other  American 
Medical  Association  constituent  societies  shall 
be  accorded  transferees,  provided  they  have 
been  members  of  this  Society  for  a least  five 
years. 

Section  4.  Retired  Members.  A member  who 
has  been  in  good  standing  but  who  by  reason 
of  age  or  incapacity,  has  retired  from  active 
practice,  may  upon  application  to  and  upon 
recommendation  of  his  component  society,  be 
made  a retired  member,  without  payment  of 
dues  to  the  component  or  state  society. 

Section  5.  Intern  Members.  Any  person  who  is 
a graduate  of  a medical  school  approved  in  the 
United  States  or  Canada,  who  is  of  good  moral 
character  and  professional  standing  and  who 
is  serving  an  internship  in  any  hospital  in  the 
State  of  Illinois  approved  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  Ameri- 
can Medical  Association,  is  eligible  for  intern 
membership  upon  the  recommendation  of  any 
two  members  of  this  Society  who  are  also  mem- 
bers of  his  hospital  staff. 

The  physician’s  intern  membership  shall 
cease  at  the  end  of  the  year  in  which  his  intern- 
ship training  terminates,  and  if  he  wishes  to 
become  a member  of  this  Society,  he  must  ap- 
ply for  a residency  or  regular  membership 
through  his  component  society.  Dues  for  intern 
membership  shall  be  minimal. 

Section  6.  Residency  Members.  After  being 
licensed  to  practice  medicine,  a physician  serv- 
ing full  time  as  a resident  in  a residency  ap- 
proved by  the  American  Medical  Association,  is 
eligible  for  full  membership  at  a special  rate. 
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The  special  rate  shall  be  $2.00  per  capita  per 
annum. 

A residency  member  must  be  a graduate  of 
a medical  school  approved  in  the  United  States 
or  Canada,  have  a degree  of  Doctor  of  Medi- 
cine or  its  equivalent,  and  must  be  a member 
in  good  standing  of  his  component  society. 

The  physician’s  residency  membership  shall 
cease  at  the  end  of  the  year  in  which  his  resi- 
dency training  terminates,  and  if  he  wishes  to 
become  a member  of  this  Society,  he  must  ap- 
ply for  regular  membership  through  his  com- 
ponent society. 

Section  7.  Guests.  Any  distinguished  physi- 
cian not  a resident  of  this  State,  may  become  a 
guest  of  this  Society  and  shall  be  accorded  the 
privilege  of  participating  in  all  of  the  scientific 
work  for  that  convention. 

Section  8.  Tenure  of  Membership.  The  name  of 
a physician  on  the  properly  certified  roster  of 
members  of  a component  society  which  has  paid 
its  annual  assessments,  shall  be  prima  facie 
evidence  of  membership  in  this  Society,  and 
afford  all  the  rights  and  privileges  pertaining 
thereto. 

Section  9.  Withdrawal  of  Privileges.  No  per- 
son who  is  under  sentence  of  suspension  or 
expulsion  from  a component  society,  shall  be 
entitled  to  any  of  the  rights  or  benefits  of  this 
Society,  nor  shall  he  be  permitted  to  take  part 
in  any  of  the  proceedings  until  he  has  been  re- 
instated. 

CHAPTER  II.  ANNUAL  CONVENTIONS 

Section  1.  Date.  The  Board  of  Trustees  shall 
determine  the  date  for  the  annual  convention. 
Section  2.  Meeting  Place.  The  meeting  place 
for  the  annual  convention  shall  be  determined 
by  the  House  of  Delegates  from  a list  of  cities 
extending  invitations,  subject  to  investigation 
of  the  facilities  and  approval  by  the  Board  of 
Trustees. 

Section  3.  Scientific  Meetings. 

(a)  With  the  consent  of  the  House  of  Dele- 
gates or  the  Board  of  Trustees  any 
special  group  may  conduct  its  meeting 
in  connection  with  the  annual  conven- 
tion of  this  Society. 

(b)  For  the  transaction  of  scientific  busi- 
ness, there  shall  be  one  or  more  sections 
as  may  be  determined  from  year  to  year 
by  the  Board  of  Trustees. 

(c)  The  election  of  section  officers  for  the 
succeeding  year  shall  be  the  first  order  of 
business  at  the  section  meeting. 

(d)  The  officers  of  the  sections  shall  arrange 
the  scientific  program  for  the  section  in 
cooperation  with  the  Committee  on  Sci- 
entific Assembly. 

(e)  All  registered  members  may  attend  and 
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participate  in  the  proceedings  and  dis- 
cussions of  the  general  scientific  meet- 
ings and  of  the  section  meetings. 

(f)  The  general  scientific  meetings  may  rec- 
ommend to  the  House  of  Delegates  the 
appointment  of  committees  or  commis- 
sions for  scientific  investigation  of  spe- 
cial interest  and  importance  to  the  pro- 
fession and  to  the  public. 

(g)  All  papers  read  before  the  Society  or  any 
section  thereof,  shall  become  the  property 
of  the  Society.  Each  paper  shall  be  de- 
posited with  the  secretary  when  read, 
and  presentation  of  a paper  to  the  Illi- 
nois State  Medical  Society  shall  be  con- 
sidered tantamount  to  the  assurance  on 
the  part  of  the  writer  that  such  paper 
has  not  already  been  published. 

(h)  The  Board  of  Trustees  shall  be  entirely 
responsible  for  the  annual  convention. 

CHAPTER  III.  THE  HOUSE  OF 
DELEGATES 

Section  1.  Composition.  The  House  of  Delegates 
shall  consist  of  (a)  delegates  elected  by  the 
component  societies;  (b)  the  officers  of  the 
Society;  (c)  the  past  presidents ; (d)  both  gen- 
eral officers  and  members  of  the  House  of  Dele- 
gates of  the  American  Medical  Association 
from  the  Illinois  State  Medical  Society.  Past 
Trustees  shall  be  members  of  the  House  of  Dele- 
gates without  the  right  to  vote. 

Section  2.  Meetings.  The  House  of  Delegates 
shall  meet  at  the  time  and  place  of  the  annual 
convention  of  the  Society,  and  shall  fix  its  hours 
of  meeting  so  that  they  shall  not  conflict  with 
the  general  scientific  meetings  of  the  Society. 
If  the  interests  of  the  Society  and  the  profes- 
sion require,  the  House  of  Delegates  may  meet 
in  advance  of  the  general  scientific  meetings. 
Section  3.  Quorum.  Fifty  delegates  representing 
not  less  than  twenty  component  societies  shall 
constitute  a quorum  for  the  transaction  of  busi- 
ness. 

Section  4.  Special  Meetings.  Special  meetings  of 
the  House  of  Delegates  may  be  called  by  the 
president  or  a majority  of  the  Board  of  Trus- 
tees, or  shall  be  called  on  petition  of  twenty 
component  societies. 

When  a special  meeting  is  thus  called,  the  sec- 
retary shall  mail  a notice  to  the  last  known  ad- 
dress of  each  member  of  the  House  of  Delegates 
at  least  ten  days  before  the  special  meeting  is  to 
be  held.  The  notice  shall  specify  the  time  and 
place  of  the  meeting  and  the  purpose  for  which 
the  meeting  is  called.  The  meeting  shall  not 
consider  any  business  except  that  for  which  it 
was  called. 

Section  5.  Delegates.  Each  component  society 
shall  be  entitled  to  send  to  the  House  of  Dele- 
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gates  each  year,  one  delegate  for  each  75  mem- 
bers, and  one  for  a major  fraction  thereof;  but 
each  component  society  which  has  made  its  an- 
nual report  and  paid  its  assessment  as  provided 
for  in  this  Constitution  and  Bylaws,  shall  be 
entitled  to  one  delegate. 

The  term  of  office  of  a delegate  shall  begin 
January  1,  and  shall  be  for  two  years,  or  until 
his  successor  has  been  elected.  Component  so- 
cieties with  one  delegate  only,  may  elect  for 
one  year. 

Section  6.  Registration.  Before  being  seated  at 
any  annual  or  special  session,  each  delegate  or 
his  alternate  shall  deposit  with  the  Reference 
Committee  on  Credentials  a certificate  signed 
by  the  president  and/or  the  secretary  of  the 
component  society,  stating  that  the  delegate  or 
alternate  has  been  regularly  elected  to  the 
House  of  Delegates. 

A delegate  or  his  alternate  may  be  seated 
without  credentials,  provided  he  is  properly 
identified  by  his  county  society  and  so  certified 
to  the  secretary  of  the  Illinois  State  Medical 
Society. 

When  a delegate  and  his  alternate  are  unable 
to  attend  a specified  meeting,  the  appropriate 
authorities  of  the  component  society  concerned 
may  appoint  a substitute  delegate  and  a sub- 
stitute alternate  who  on  presenting  proper  cre- 
dentials, shall  be  eligible  to  regular  membership 
in  the  House  of  Delegates. 

A delegate  whose  credentials  have  been  ac- 
cepted by  the  Reference  Committee  on  Creden- 
tials and  whose  name  has  been  placed  on  the 
roll  of  the  House,  shall  remain  a delegate  until 
final  adjournment  of  that  meeting.  If  a dele- 
gate, once  seated,  is  unable  to  be  present  for 
reasons  acceptable  to  the  Committee  on  Creden- 
tials, an  alternate  may  be  certified  by  that  Com- 
mittee. After  the  alternate  has  been  seated,  he 
cannot  be  replaced. 

Section  7.  AMA  Delegates  and  Alternate  Dele- 
gates. The  House  of  Delegates  shall  elect  rep- 
resentatives to  the  House  of  Delegates  of  the 
American  Medical  Association  in  accordance 
with  the  Constitution  and  Bylaws  of  that  body. 
Section  8.  District  Divisions.  The  House  of 
Delegates  shall  divide  the  state  into  districts, 
specifying  which  counties  each  district  shall 
include. 

Section  9.  Committees.  The  House  of  Delegates 
shall  have  authority  to  designate  to  serve  on 
ad  hoc  committees,  members  of  the  Society  who 
are  not  members  of  the  House  and  who  may  be 
present  to  participate  in  the  debate  on  their 
reports. 

Section  10.  Memorials  and  Resolutions.  It  shall 
approve  all  memorials  and  resolutions  issued  in 
the  name  of  the  Society  before  they  shall  be- 
come effective. 


CHAPTER  IV.  ELECTION  OF  OFFICERS 

Section  1.  Officers.  The  officers  of  this  Society 
shall  consist  of  the  president,  president-elect, 
first  and  second  vice  presidents,  secretary-treas- 
urer, speaker  and  vice  speaker,  sixteen  trustees 
and  one  trustee-at-large. 

Section  2.  Elections.  All  elections  shall  be  by 
ballot  except  when  there  is  only  one  candidate 
for  a given  office,  then  election  may  be  by  voice 
vote. 

The  majority  of  votes  cast  shall  be  necessary 
to  elect. 

The  election  of  officers,  members  of  standing 
committees,  delegates  and  alternate  delegates 
to  the  American  Medical  Association,  shall  be 
the  first  order  of  business  at  the  last  session  of 
the  House  of  Delegates.  Officers  of  the  Society 
shall  assume  office  at  the  adjournment  of  the 
annual  business  meeting. 

Section  3.  Terms  of  Office.  The  president-elect, 
vice  presidents,  secretary-treasurer,  the  speak- 
er and  vice  speaker  shall  be  elected  annually  by 
the  House  of  Delegates  to  serve  for  a term  of 
one  year. 

Members  of  the  Board  of  Trustees  shall  be 
elected  by  the  House  of  Delegates  to  serve  for 
a term  of  three  years. 

The  speaker  and  vice  speaker  shall  not  be 
elected  for  more  than  three  consecutive  terms 
to  their  respective  offices;  they  shall  be  elected 
from  the  membership  of  the  House  of  Delegates. 

The  president-elect  shall  be  inducted  into  the 
office  of  president  by  the  retiring  president 
during  the  final  session  of  the  House  of  Dele- 
gates. After  assuming  office  at  the  adjournment 
of  the  annual  business  meeting,  he  shall  con- 
tinue in  office  until  his  successor  has  been 
elected  and  installed.  Following  his  retirement 
as  president,  he  shall  automatically  become  a 
trustee-at-large  for  a term  of  one  year. 

CHAPTER  V.  DUTIES  OF  OFFICERS 

Section  1.  The  President.  The  president  of  the 
Illinois  State  Medical  Society  shall  lead  the  So- 
ciety in  all  its  functions.  He  shall  deliver  an 
annual  address  at  such  time  as  may  be  arranged, 
and  perform  such  other  duties  as  custom  and 
parliamentary  usage  may  require. 

The  president  shall  appoint  all  non-elective 
committees  of  the  House  of  Delegates.  He  may 
seek  the  advice  of  the  officers  and  trustees. 

He  shall  preside  at  the  general  scientific  meet- 
ings of  the  Society  or  designate  one  of  the  vice 
presidents  to  substitute  for  him. 

Section  2.  Successor  to  President.  In  the  event 
of  the  president’s  death,  resignation,  or  removal 
from  office,  the  first  vice  president  shall  succeed 
to  the  presidency. 

Section  3.  Successor  to  President-Elect.  In  the 
case  of  death,  resignation,  or  removal  from  office 
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of  the  president-elect,  the  office  shall  be  filled  by 
the  House  of  Delegates  at  the  next  annual  con- 
vention by  election  at  a time  recommended  by 
the  Reference  Committee  on  Rules  and  Order  of 
Business. 

Section  4.  The  Speaker.  The  speaker,  who  shall 
be  versed  in  parliamentary  procedure,  shall  pre- 
side at  the  meetings  of  the  House  of  Delegates 
and  shall  perform  such  duties  as  custom  and 
parliamentary  usage  require. 

He  shall  announce  the  reference  committees 
appointed  in  consultation  with  the  president,  the 
president-elect  and  the  vice  speaker  of  the  So- 
ciety. 

He  shall  be  an  ex-officio  member  of  the  Com- 
mittee on  Constitution  and  Bylaws. 

Section  5.  The  Vice  Speaker.  The  vice  speaker 
shall  preside  for  the  speaker  in  the  latter’s  ab- 
sence or  at  his  request.  In  case  of  death,  resigna- 
tion or  inability  of  the  speaker  to  perform  his 
duties,  the  vice-speaker  shall  serve  during  the 
unexpired  term. 

Section  6.  The  Secretary-Treasurer.  In  addition 
to  the  rights  and  duties  ordinarily  devolving  on 
the  secretary  of  a corporation  by  law,  custom  or 
parliamentary  usage,  and  those  granted  or  im- 
posed in  other  provisions  of  the  Constitution  and 
these  Bylaws,  the  secretary-treasurer  shall  be 
the  official  custodian  of  all  securities  and  the 
income  therefrom,  owned  by  the  Society,  subject 
to  the  direction  and  disposition  of  the  Board  of 
Trustees.  He  shall  be  a member  of  the  Finance 
Committee  of  the  Board  of  Trustees. 

The  Board  of  Trustees  may  select  a bank  or 
trust  company  to  act  as  custodian  in  the  place 
of  the  secretary-treasurer,  of  all  or  any  part  of 
such  securities  and  to  act  as  agent  of  the  So- 
ciety in  collecting  the  income  therefrom. 

The  secretary-treasurer  shall  give  bond  in 
such  sum  as  may  be  fixed  by  the  Board  of  Trus- 
tees, the  premium  on  such  bond  to  be  paid  by 
the  Society.  He  shall  perform  such  other  duties 
as  may  be  directed  by  the  House  of  Delegates 
or  by  the  Board  of  Trustees. 

In  the  event  of  a vacancy  in  the  office  of  the 
secretary-treasurer,  the  Board  of  Trustees  shall 
fill  the  vacancy  until  the  next  annual  election. 

CHAPTER  VI.  THE  BOARD  OF  TRUSTEES 

Section  1.  Composition.  The  Board  of  Trustees 
shall  consist  of  sixteen  trustees  elected  by  the 
House  of  Delegates,  [six  shall  be  chosen  from 
district  number  three,  and  one  from  each  of  the 
other  ten  districts,  (see  map  attached),  these 
districts  of  the  geographical  area  as  of  May, 
1946],  and  one  trustee-at-large  (the  retiring 
president,  who  shall  serve  a term  of  one  year), 
the  president,  the  president-elect  and  secretary- 
treasurer. 

The  vice  presidents,  the  speaker  and  vice 
speaker  shall  attend  the  meetings,  (including 
executive  sessions)  with  the  right  of  discussion, 


but  without  the  right  to  vote. 

Section  2.  The  duties  of  the  Board  of  Trustees 
are  executive,  custodial  and  judicial. 

(a)  Executive  Duties.  The  Board  of  Trustees 
shall  implement  all  mandates  from  the 
House  of  Delegates  except  in  matters  of 
property  or  finance  when  it  shall  have  sole 
authority. 

The  Board  of  Trustees  may  request  a 
report  from  any  committee  in  the  interim 
between  meetings  of  the  House  of  Dele- 
gates. 

(b)  Custodial  Duties.  The  Board  of  Trustees 
shall  have  charge  and  control  of  all  prop- 
erty of  whatsoever  nature  belonging  to 
the  Society,  and  of  all  funds  from  what- 
soever source  belonging  to  the  Society. 

No  person  shall  expend  or  use  for  any 
purpose  money  belonging  to  the  Society 
without  the  approval  of  the  Board  of 
Trustees. 

All  money  received  by  the  Board  of 
Trustees  and  its  agents,  resulting  from 
the  duties  assigned  them,  shall  be  paid 
into  the  treasury  of  the  Society,  and  all 
orders  on  the  treasury  for  disbursements 
of  money  shall  be  approved  by  the  Board. 

The  Board  of  Trustees  shall  formulate 
rules  governing  the  expenditure  of  money 
to  meet  the  necessary  running  expenses 
and  fixed  charges  of  the  Society. 

All  acts  of  the  House  of  Delegates  in- 
volving the  expenditure,  appropriation  or 
use  in  any  manner  of  money,  or  the  ac- 
quisition or  disposal  in  any  manner  of 
property  of  any  kind  belonging  to  the  So- 
ciety, must  be  approved  by  the  Board  of 
Trustees  before  same  shall  become  effec- 
tive. 

Funds  may  be  appropriated  to  encour- 
age scientific  investigation,  medical  edu- 
cation or  any  other  purpose  deemed 
proper  and  approved  by  the  Board  of 
Trustees. 

(c)  Judicial  Duties.  The  Board  of  Trustees 
shall  be  the  board  of  censors  of  the  So- 
ciety. It  shall  have  jurisdiction  over  all 
questions  of  ethics  and  in  the  interpreta- 
tion of  the  laws  of  the  Society.  It  shall 
consider  all  questions  involving  the  rights 
and  standing  of  members,  whether  in  re- 
lation to  other  members,  to  component 
societies,  or  to  this  Society. 

All  questions  of  an  ethical  nature  be- 
fore the  House  of  Delegates  or  the  gen- 
eral scientific  meetings,  shall  be  referred 
to  the  Board  of  Trustees  without  discus- 
sion. The  Board  shall  hear  and  decide  all 
questions  of  procedure  affecting  the  con- 
duct of  members  on  which  an  appeal  is 
taken  from  the  decision  of  a component 
society. 
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The  decision  of  the  Board  of  Trustees 
shall  be  final  except  that  an  appeal  may 
be  taken  by  a member  charged  with  mis- 
conduct as  provided  for  in  the  Constitu- 
tion and  Bylaws  of  the  American  Medical 
Association. 

Section  3.  Executive  Administrator.  The  Board 
of  Trustees  shall  employ  an  executive  adminis- 
trator whose  duties  shall  be  determined  by  the 
Board.  He  shall  be  responsible  to  the  chairman 
of  the  Board.  The  Board  shall  review  at  each 
of  its  meetings  the  interim  activities  of  the 
administrator.  The  Board  shall  also  employ  such 
other  people  as  are  needed  for  the  conduct  of 
the  affairs  of  the  Society. 

Section  4.  Meetings.  The  Board  of  Trustees 
shall  meet  daily  during  the  annual  convention 
of  the  Society,  and  at  such  other  times  as  ne- 
cessity may  require,  subject  to  the  call  of  the 
chairman,  or  on  the  petition  of  the  majority  of 
the  Trustees. 

Section  5.  Organization. 

I.  Chairman.  The  Board  of  Trustees  shall 
meet  on  the  last  day  of  the  annual  con- 
vention and  elect  from  among  its  mem- 
bers a chairman.  He  shall  hold  office  for 
one  year  and  may  succeed  himself  for  one 
additional  year. 

II.  Duties  of  the  Chairman.  The  chairman  of 
the  Board  of  Trustees  shall  prepare  an 
agenda  and  shall  preside  at  all  meetings 
of  the  Board.  He  shall  make  an  annual 
report  to  the  House  of  Delegates.  He  shall 
be  chairman  of  the  Executive  Committee. 
He  shall  present  the  report  of  the  actions 
of  the  Executive  Committee  to  the  Board. 

III.  Committees.  The  Board  shall  form  the 
following  committees  within  itself: 

A.  Executive  Committee. 

B.  Finance  Committee. 

C.  Policy  Committee. 

D.  Such  other  committees  as  are 
deemed  necessary. 

IV.  Duties  of  the  Committees. 

A.  Executive  Committee.  The  Execu- 
tive Committee  shall  consist  of  the 
president,  the  president-elect,  the 
chairman  of  the  Board,  the  chair- 
man of  the  Finance  Committee,  the 
chairman  of  the  Policy  Committee, 
the  secretary-treasurer  and  the 
trustee-at-large. 

It  may  be  given  authority  to  act 
by  the  Board  of  Trustees. 

In  matters  of  routine  administra- 
tion, special  plans,  policy,  endorse- 
ment or  expenditure  it  shall  report 
to  and  request  approval  of  the 
Board.  It  shall  receive  the  reports 
of  the  Finance  and  Policy  Commit- 
tees and  make  recommendations 
concerning  them  to  the  Board.  It 


shall  furnish  a report  of  its  actions 
to  the  Board  at  each  meeting. 

B.  Finance  Committee.  The  Finance 
Committee  shall  consist  of  the  secre- 
tary-treasurer of  the  Society  and 
three  members  of  the  Board  ap- 
pointed by  the  chairman.  It  shall 
develop  for  approval  of  the  Board 
through  the  Executive  Committee, 
a budget  for  the  fiscal  year.  It  shall 
supervise  the  financial  transactions 
of  the  Society.  It  shall  make  recom- 
mendations to  the  Board  for  the 
control  and  investment  of  the  funds 
of  the  Illinois  State  Medical  Society. 

C.  Policy  Committee.  The  Policy  Com- 
mittee shall  consist  of  three  mem- 
bers of  the  Board  appointed  by  the 
chairman.  It  shall  continually  re- 
view past  and  current  proceedings 
of  the  House  of  Delegates  to  deter- 
mine the  established  policies  of  the 
Illinois  State  Medical  Society. 

Section  6.  Quorum.  Ten  members  of  the  Board 
of  Trustees  shall  constitute  a quorum  for  the 
transaction  of  business. 

Section  7.  County  Societies.  The  Board  of  Trus- 
tees shall  have  authority  to  organize  the  physi- 
cians of  two  or  more  counties  into  societies  to  be 
suitably  designated,  and  these  societies,  when 
organized  and  chartered,  shall  be  entitled  to  all 
rights  and  privileges  provided  for  component 
societies  until  such  counties  shall  be  organized 
separately. 

Section  8.  Publications.  The  Board  of  Trustees 
shall  provide  and  superintend  the  publication 
and  the  distribution  of  all  proceedings,  transac- 
tions and  memoirs  of  the  Society,  and  shall  have 
authority  to  appoint  an  editor  and  such  assis- 
tants as  it  deems  necessary. 

Section  9.  Bonding.  The  Board  of  Trustees  shall 
provide  at  the  expense  of  the  Society,  adequate 
bond  for  those  officers  and  employees  of  the  So- 
ciety it  considers  require  bonding. 

Section  10.  Duties  of  Trustees.  Each  trustee 
shall  be  the  organizer,  consultant,  advisor,  ad- 
ministrator and  speaker  for  the  members  of  his 
district,  and  represent  the  Society  as  well  as  the 
members  of  his  district  at  the  Board  meetings. 

Each  trustee  should  visit  the  societies  in  his 
district  at  least  once  a year.  He  shall  make  an 
annual  report  of  his  work  and  the  condition  of 
the  profession  in  each  society  in  his  district  to 
the  Board  of  Trustees  and  to  the  House  of 
Delegates. 

Where  his  district  is  composed  of  more  than 
one  county,  the  trustee  shall  be  an  ex-officio 
member  of  the  district  Ethical  Relations  Com- 
mittee, Grievance  Committee,  and  Prepayment 
Plans  and  Organizations  Committee.  He  shall 
report  to  the  Board  of  Trustees  the  actions  of 
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the  component  societies  on  reports  of  these 
committees. 

The  necessary  traveling  expenses  incurred  by 
such  trustee  in  the  line  of  the  duties  herein  im- 
posed, may  be  allowed  by  the  Board  of  Trustees 
upon  presentation  of  a properly  itemized  state- 
ment. 

Section  11.  Vacancies.  If  during  the  interval  be- 
tween two  annual  conventions,  sickness,  death, 
or  removal  from  the  state  or  district,  or  any 
other  reason  prevents  a trustee  from  attending 
the  duties  of  his  district,  or  if  he  shall  be  absent 
from  two  consecutive  meetings  of  the  Board,  his 
office  may  be  declared  vacant  at  the  discretion  of 
the  Board.  The  Board  shall  have  the  authority 
to  fill  the  vacancy  for  the  period  between  the  date 
at  which  the  office  was  declared  vacant  and  the 
next  annual  meeting  of  the  House  of  Delegates. 
Section  12.  The  Benevolence  Fund.  Each  year 
the  Board  shall  appropriate  from  the  funds  of 
this  Society  such  sum  or  sums  as  it  may  deem 
proper  to  be  held  in  a fund  to  be  known  as  “The 
Benevolence  Fund.”  This  fund  is  established  and 
shall  be  used  only  for  the  assistance  or  relief  of 
needy  members  of  this  Society,  their  widows, 
widowers,  or  minor  children.  The  assets  shall 
be  held  in  the  treasury  of  this  Society  in  a sepa- 
rate fund.  Donations  or  requests  to  the  Benevo- 
lence Fund  automatically  become  a part  of 
these  assets. 

Section  13.  Audit  and  Financial  Statement.  The 
Board  of  Trustees  shall  employ  annually  a cei’ti- 
fied  public  accountant  to  audit  all  accounts  of 
the  Society,  and  present  a statement  of  same  in 
its  annual  report  to  the  House  of  Delegates. 

This  report  shall  also  specify  the  character 
and  cost  of  all  publications  of  the  Society  during 
the  year,  and  the  amount  of  all  other  property 
belonging  to  the  Society  under  its  control,  with 
such  suggestions  as  it  may  deem  necessary- 

CHAPTER  VII.  DISTRICT  COMMITTEES 

Each  trustee  district  which  is  composed  of 
more  than  one  county,  shall  have  an  Ethical  Re- 
lations Committee,  a Grievance  Committee,  a 
Committee  on  Prepayment  Plans  and  Organiza- 
tions, and  such  other  committees  as  required  to 
provide  to  each  component  society,  those  serv- 
ices the  component  society  may  not  be  able  to 
provide  for  itself.  District  committees  shall 
function  only  at  the  request  of  a component  so- 
ciety within  the  district. 

Reports  of  findings  and  recommendations  of 
these  district  committees  shall  be  made  to  the 
component  society  which  requested  action. 

The  district  trustee  shall  include  a summary 
of  the  activities  of  each  of  these  committees  and 
the  findings  in  general,  in  his  annual  report  to 
the  House  of  Delegates. 

The  committee  members  shall  be  elected,  sub- 
ject to  the  general  rules  on  composition  of  com- 


mittees contained  in  sub-paragraph  II,  Section 
4,  Chapter  IX  of  these  Bylaws,  at  a meeting  of 
the  delegates  of  the  district  called  by  the  trus- 
tee of  the  district,  before  or  during  the  annual 
convention  of  the  Illinois  State  Medical  Society. 
Chairmen  of  the  committees  shall  be  designated 
by  the  trustee  of  the  district,  and  the  trustee 
shall  be  an  ex-officio  member  of  each  committee. 

CHAPTER  VIII.  DUES  AND  EXPENSES 

Section  1.  Annual  Dues.  Funds  shall  be  raised 
by  an  equal  per  capita  assessment  on  each  com- 
ponent society.  The  amount  of  the  dues  shall  be 
fixed  by  the  House  of  Delegates  and  shall  in- 
clude the  dues  and/or  assessments  approved  by 
the  House  of  Delegates  of  the  American  Medi- 
cal Association. 

These  annual  dues  shall  include  the  annual 
subscription  to  the  Illinois  Medical  Journal 
which  shall  be  at  least  fifty  per  cent  of  the  regu- 
lar subscription  price  of  the  Journal. 

Section  2.  Teaching,  research  and  administra- 
tive members  in  the  full  time  employment  of  any 
of  the  approved  medical  schools  in  Illinois,  shall 
pay  dues  at  a 50%  rate  upon  nomination  by  the 
dean  of  the  medical  school  and  upon  recommen- 
dation of  the  component  society. 

The  Board  of  Trustees  shall  also  be  authorized 
to  give  similar  consideration  on  an  individual 
basis  to  members  engaged  in  full  time  teaching 
or  research  in  a not-for-profit  institution  upon 
recommendation  of  the  component  society.  The 
Board  shall  recommend  similar  consideration  by 
the  American  Medical  Association. 

Section  3.  Physicians  in  the  private  practice  of 
medicine  may  be  given  a 50%  reduction  in  dues 
during  the  first  year  of  practice  upon  recom- 
mendation of  their  component  society. 

Section  4.  Physicians  approved  for  membership 
after  June  30  shall  pay  one-half  of  the  annual 
dues  for  that  year. 

Section  5.  The  Board  of  Trustees  may  authorize 
the  remission  of  dues  of  any  member  on  rec- 
ommendation of  his  component  society  for  good 
reason.  In  such  cases  the  secretary  shall  recom- 
mend remission  of  dues  by  the  American  Medi- 
cal Association. 

CHAPTER  IX.  COMMITTEES 

Section  1.  Standing  Committees.  The  Standing 
Committees  shall  be: 

A.  Elected  by  the  House  of  Delegates: 

A Committee  on  Medical  Education 
A Grievance  Committee 

A Committee  on  Prepayment  Plans  and 
Organizations 

A Committee  on  Disaster  Medical  Care 
A Committee  on  Laboratory  Evaluation 
A Committee  on  Occupational  Health 
A Committee  on  Public  Safety 

B.  Appointed  by  the  Board  of  Trustees: 

A Committee  on  Scientific  Assembly 
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A Medical  Legal  Committee 
A Committee  on  Impartial  Medical 
Testimony 

A Committee  on  Legislation 
A Committee  on  Public  Relations 
A Committee  on  Medical  Benevolence 
A Committee  on  Archives 
A Committee  on  Constitution  and  Bylaws 
Section  2.  Ad  Hoc  Committees.  The  president  or 
the  Board  of  Trustees,  each  independently  or  at 
the  discretion  of  the  House  of  Delegates,  or  the 
House  of  Delegates  independently,  may  appoint 
to  accomplish  specific  tasks,  committees  which 
shall  continue  until  the  purpose  for  which  they 
were  appointed  is  accomplished,  or  until  dis- 
charged by  the  appointing  authority. 

Section  3.  Other  Committees.  Such  other  com- 
mittees as  shall  be  required  to  further  the  pur- 
poses for  which  the  Illinois  State  Medical  So- 
ciety was  founded,  to  implement  directives  and 
policies  of  the  House  of  Delegates,  or  to  act  in 
liaison  with  other  agencies,  may  be  appointed 
by  the  president  or  the  chairman  of  the  Board 
of  Trustees  to  serve  for  the  duration  of  the 
term  of  office  of  the  appointing  authority. 
Section  4.  Composition. 

I.  Committees  shall  consist  of  at  least  three 
and  not  more  than  nine  members. 

II.  Members  of  standing  committees  shall 
serve  for  a term  of  three  years  except 
that 

(1)  when  a vacancy  occurs  for  any  rea- 
son, it  shall  be  filled  for  the  unex- 
pired term  only,  and 

(2)  when  a committee  is  originally  con- 
stituted, terms  of  committee  mem- 
bers shall  be  staggered  so  that  ap- 
proximately one  third  of  the  terms 
shall  expire  each  year. 

III.  The  chairman  of  standing  committees 
elected  by  the  House  of  Delegates  shall 
be  appointed  annually  by  the  president 
from  the  committee  members.  The  chair- 
men of  standing  committees  from  the 
Board  of  Trustees  shall  be  appointed  an- 
nually by  the  chairman  of  the  Board  from 
the  committee  members. 

IV.  No  member  may  serve  on  any  committee 
for  more  than  three  consecutive  terms 
or  nine  consecutive  years. 

Section  5.  Organization.  The  power  is  vested  in 
the  authority  electing  or  appointing  a committee 

1)  to  create,  organize  and  implement  that 
committee ; 

2)  to  enlarge  it,  or 

3)  to  abolish  it  without  consideration  of 
the  unexpired  terms  of  any  of  its  mem- 
bers. 

Section  6.  Vacancies.  Vacancies  occurring  for 
any  reason  in  the  membership  of  any  commit- 
tee may  be  filled  for  the  unexpired  term  by 
appointment  by  the  chairman  of  the  Board  of 


Trustees  with  the  approval  of  the  Board. 
Section  7.  Ex-officio  Members.  The  president  of 
the  Society,  chairman  of  the  Board  of  Trustees 
and  the  secretary-treasurer  of  the  Society  shall 
be  ex-officio  members  without  the  right  to  vote, 
of  all  committees. 

Section  8.  Reports.  Annual  reports  shall  be  sub- 
mitted to  the  House  of  Delegates  by  all  com- 
mittees. 

Any  committee  shall  report  to  the  Board  of 
Trustees  when  requested  by  the  Board  to  do  so. 
Section  9.  Committee,  on  Medical  Education.  The 
Committee  on  Medical  Education  shall  consist 
of  five  members  to  be  elected  by  the  House  of 
Delegates. 

This  committee  shall 

1)  maintain  a continuing  interest  in  the 
recruitment  of  students,  in  the  curricula 
of  the  medical  schools  and  in  postgradu- 
ate in-hospital  training  programs; 

2)  carry  to  the  deans  of  the  medical  schools 
recommendations  from  the  viewpoint  of 
of  the  practicing  physician; 

3)  encourage  and  implement  the  AMA- 
ERF  program  in  Illinois; 

4)  study,  evaluate  and  criticize  the  post- 
graduate programs  of  the  Illinois  State 
Medical  Society  and  other  organizations, 
and 

5)  be  available  to  advise  and  cooperate  with 
the  Department  of  Registration  and 
Education  of  the  State  of  Illinois. 

Section  10.  Grievance,  Committee.  The  Grievance 
Committee  shall  consist  of  six  members  elected 
by  the  House  of  Delegates. 

Each  component  society  should  elect  or  ap- 
point a grievance  committee.  If  a county  does 
not  have  a grievance  committee,  the  district 
grievance  committee  shall  function  in  its  stead. 
The  county  or  district  grievance  committee  shall 
investigate  complaints,  and  resolve  differences 
arising  from  the  rendering  of  professional  serv- 
ices by  members  of  the  Society  to  the  public. 

Where  the  county  or  district  grievance  com- 
mittee finds  that  factors  in  any  case  warrant,  it 
shall  recommend  to  the  county  medical  society 
that  charges  of  unethical  conduct  be  preferred 
against  the  offending  member  of  the  Society. 
Failure  to  appear  on  order  of  the  committee  may 
be  interpreted  as  grounds  for  a citation  of  un- 
professional conduct. 

It  shall  be  the  function  of  the  State  Society 
Grievance  Committee 

1)  to  cooperate  with  grievance  committees 
of  component  societies  and  districts  in 
an  effort  to  resolve  differences  between 
members  of  the  Society  and  the  public; 

2)  to  review  the  actions  and  decisions  of 
county  and  district  grievance  commit- 
tees when  a party  to  a grievance  com- 
plaint appeals  from  the  decision  of  the 
local  committee.  Appeal  to  this  commit- 
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tee  is  the  privilege  of  such  parties  and 
they  shall  be  so  notified  at  the  time  of 
the  hearing  of  the  original  complaint, 
and 

3)  to  conduct  a continuing  study  of  the 
complaints  against  the  medical  profes- 
sion of  the  State  of  Illinois  and  to  make 
recommendations  to  improve  the  quality 
of  medical  care. 

To  accomplish  these  purposes,  the  State  Griev- 
ance Committee  shall  require  that  county  medi- 
cal societies  furnish  an  annual  report  of  their 
grievance  committee  activities  including  speci- 
fically 

a)  the  number  of  complaints 

b)  a classification  of  the  complaints 

c)  the  date  of  each  complaint,  and 

d)  the  date  and  nature  of  its  settlement. 

The  Grievance  Committee  shall  tabulate  and 

analyze  this  material  in  its  annual  report  to 
the  House  of  Delegates. 

Section  11.  Committee  on  Prepayment  Plans  and 
Organizations.  The  Committee  on  Prepayment 
Plans  and  Organizations  shall  consist  of  five 
members  elected  by  the  House  of  Delegates. 

It  shall  review  and  adjust  differences  between 
members  of  the  Society  and  prepayment  plans 
and/or  insurance  organizations  (including  fed- 
eral and  state  governmental  programs),  except 
those  otherwise  served  by  special  advisory  com- 
mittees. In  disputes  brought  by  third  parties 
against  physicians,  the  committee  shall  act  only 
upon  referral  or  appeal  from  county  or  district 
committees. 

The  committee  shall  encourage  county  medi- 
cal societies  to  establish  appropriate  commit- 
tees to  which  third  party  grievances  may  be 
brought  and  to  notify  third  party  plan  adminis- 
trators of  the  existence  of  such  local  committees. 

The  committee  may 

1)  recommend  procedures  for  conducting 
hearings  by  county  or  district  commit- 
tees, and 

2)  develop  guides  consistent  with  the  policy 
of  the  House  of  Delegates  for  county 
medical  societies  in  their  dealings  with 
third  party  plans  which  pay  “usual  and 
customary  fees.” 

In  any  dispute  over  fees  between  a physician 
and  any  third  party  plan  involving  a fee  or  bene- 
fit schedule  negotiated  by  the  Illinois  State 
Medical  Society,  the  committee  may  act  in  re- 
view at  the  member’s  request  without  referral 
from  the  county  or  district  committee. 

The  committee  shall  consider 

1)  all  problems  bearing  on  the  relationship 
between  physicians  and  prepayment 
plans  or  health  insurance  carriers ; 

2)  methods  for  increasing  the  effectiveness 
of  existing  prepayment  and  insurance 
plans ; 

3)  proposals  for  the  financing  of  medical 


care  for  all  segments  of  the  population, 
and 

4)  problems  encountered  by  physicians  in 
supplying  services  under  the  various 
certificates  and  policies,  or  in  the  re- 
porting of  claims. 

After  being  notified  of  the  decision  of  the 
committee,  a member  of  the  Society  shall  have 
30  days  to  appeal  for  a rehearing  before  the 
committee.  If  after  careful  investigation,  the 
Committee  on  Prepayment  Plans  and  Organiza- 
tions finds  that  the  complaint  cannot  be  adju- 
dicated amicably,  the  committee  shall  report  the 
matter  to  the  county  society.  If  factors  in  the 
case  warrant  it,  the  committee  may  recommend 
that  charges  of  unethical  conduct  be  preferred 
against  the  offending  member  or  that  agree- 
ments with  plans  and  organizations  be  re-evalu- 
ated. 

Failure  to  appear  on  order  of  the  committee 
may  be  grounds  for  citation  of  unprofessional 
conduct  to  the  county  society. 

Section  12.  Committee  on  Disaster  Medical  Care. 
The  Committee  on  Disaster  Medical  Care  shall 
consist  of  five  members  elected  by  the  House  of 
Delegates. 

The  committee  shall : 

1)  be  responsible  for  assisting  in  the  edu- 
cation of  the  profession  and  the  public 
on  the  development  and  implementation 
of  programs  to  provide  medical  care  in 
the  event  of  disaster; 

2)  be  responsible  for  directing  the  Society’s 
efforts  toward  preparedness  in  the  event 
of  natural  or  man-made  catastrophes; 

3)  co-operate  with  civil  defense  agencies, 
public  health  departments,  hospitals, 
management  and  labor  organizations, 
paramedical  groups  and  other  agencies 
to  establish  unity  and  co-ordination,  and 

4)  serve  in  an  advisory  capacity  to  county 
medical  societies  in  medical  self-help 
training  programs  and  hospital  disaster 
planning. 

Section  13.  Committee  on  Laboratory  Evalua- 
tion. The  Committee  on  Laboratory  Evaluation 
shall  consist  of  five  members  elected  by  the 
House  of  Delegates. 

The  committee  shall : 

1)  effect  methods  of  elevating  and  main- 
taining the  standards  of  medical  labora- 
tories in  Illinois; 

2)  encourage  the  use  of  medical  diagnostic 
laboratories  supervised  by  duly  qualified 
physicians,  and 

3)  encourage  each  county  and  district  to 
establish  evaluation  committees. 

Section  14.  Committee,  on  Occupational  Health. 
The  Committee  on  Occupational  Health  shall 
consist  of  five  members  elected  by  the  House  of 
Delegates. 
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The  committee  shall : 

1)  be  concerned  with  diseases  and  problems 
associated  with  occupational  and  indus- 
trial health; 

2)  co-operate  with  the  Council  on  Occupa- 
tional Health  of  the  American  Medical 
Association,  Industrial  Medical  Associa- 
tion and  similar  state  agencies,  and 

3)  recommend  to  the  State  of  Illinois 
Workman’s  Compensation  Board  medical 
procedures  designed  to  assist  the  Board 
in  the  evaluation  of  claims. 

Section  15.  Committee  on  Public  Safety.  The 
Committee  on  Public  Safety  shall  consist  of  five 
members  elected  by  the  House  of  Delegates. 

The  Committee  shall: 

1)  study  the  medical  aspects  of  accident 
prevention ; 

2)  alert  the  public  to  seasonal  health  haz- 
ards, and 

3)  co-operate  with  the  Illinois  Department 
of  Public  Health,  the  National  Safety 
Council  and  similar  organizations. 

Section  16.  Committee  on  Scientific  Assembly. 
The  Committee  on  Scientific  Assembly  shall  con- 
sist of  nine  members  appointed  by  the  Board  of 
Trustees. 

This  committee 

1)  shall  coordinate  the  programs  for  the 
general  assemblies,  the  section  meetings 
and  the  scientific  exhibits  at  the  annual 
convention; 

2)  shall  appoint,  with  the  approval  of  the 
Board,  a secret  committee  to  make 
awards  to  the  scientific  exhibitors; 

3)  may  incorporate  in  the  annual  scientific 
meetings  those  meetings  of  medical 
specialty  groups  which  wish  to  affiliate 
with  the  Illinois  State  Medical  Society 
annual  convention,  and 

4)  shall  arrange  for  the  annual  banquet 
and  other  social  functions  held  during 
the  annual  convention. 

Section  17.  Medical  Legal  Committee.  The  Medi- 
cal Legal  Committee  shall  consist  of  five  mem- 
bers appointed  by  the  Board  of  Trustees. 

It  shall 

1)  educate  the  members  of  the  medical 
profession  in  medico-legal  affairs,  and 

2)  co-operate  with  the  American  Medical 
Association  in  its  program  in  the  same 
fields. 

It  shall  evaluate  medical  testimony  given  by 
physicians  in  the  courts  of  Illinois.  When  ques- 
tions on  the  validity  of  testimony  arise,  it  shall 
have  the  authority 

1)  to  examine  any  member  of  the  Illinois 
State  Medical  Society  who  is  either  sus- 
pected of  or  has  been  accused  of  giving 
improper  testimony  in  any  court  pro- 
ceedings 


2)  to  procure  and  examine  transcripts  of 
court  testimony  to  determine  whether  or 
not  fraudulent  testimony  has  been  given, 
and 

3)  to  report  its  findings  to  the  Board  of 
Trustees. 

Where  irregularities  are  found,  the  Boai'd 
of  Trustees  may  submit  the  findings  to  the  Ethi- 
cal Relations  Committee  of  the  county  medical 
society  for  action. 

It  shall  appoint  a sub-committee  to  act  in 
liaison  with  members  of  a similar  committee  of 
the  Illinois  Bar  Association  in  matters  involving 
both  professions. 

Section  18.  Impartial  Medical  Testimony  Com- 
mittee. The  Impartial  Medical  Testimony  Com- 
mittee shall  consist  of  nine  members  appointed 
by  the  Board  of  Trustees. 

It  shall  co-operate  with  the  judiciary  in  both 
federal  and  state  courts  within  the  State  of 
Illinois. 

It  shall,  when  requested  by  the  court,  imple- 
ment the  Impartial  Medical  Testimony  Rule. 

Section  19.  Committee  on  Legislation.  The  Com- 
mittee on  Legislation  shall  consist  of  five  mem- 
bers appointed  by  the  Board  of  Trustees. 

The  Committee  on  Legislation  shall  represent 
and  direct  legislative  activities  of  the  Illinois 
State  Medical  Society  in  accordance  with  poli- 
cies of  the  House  of  Delegates  and  at  the  direc- 
tion of  the  Board  of  Trustees. 

Committees  and  representatives  of  the  Society 
which  may  be  concerned  with  legislation  shall, 
between  meetings  of  the  House  of  Delegates, 
channel  their  recommendations  to  the  Board  of 
Trustees  for  referral  to  the  Committee  on  Legis- 
lation. 

This  committee  shall 

1)  inform  the  membership  through  ap- 
proved media  of  all  legislative  matters  of 
interest  to  the  medical  profession  in  the 
State  of  Illinois; 

2)  maintain  surveillance  of  all  bills  intro- 
duced in  the  state  legislature  which  have 
direct  or  indirect  effect  upon  the  practice 
of  medicine  or  the  state  of  health  of  the 
citizens  of  Illinois; 

3)  maintain  effective  liaison  with  the 
American  Medical  Association  Council 
on  Legislative  Activities  and  the  Ameri- 
can Medical  Association  Washington 
Office,  so  that  members  of  the  Illinois 
State  Medical  Society  will  be  fully  in- 
formed and  can  act  vigorously  on  mat- 
ters of  federal  legislation,  and 

4)  recommend  to  the  Board  of  Trustees  a 
legislative  program  for  promulgation 
among  the  members  of  the  Society. 

A report  of  its  activities  shall  be  submitted 
currently  to  the  Board  of  Trustees  and  annually 
to  the  House  of  Delegates. 


134 


Illinois  Medical  Journal 


Section  20.  Committee  on  Public  Relations.  The 
Committee  on  Public  Relations  shall  consist  of 
five  members  appointed  by  the  Board  of  Trus- 
tees. 

It  shall  plan  and  execute  programs  designed 
to  enhance  the  relationship  between  the  public 
and  the  medical  profession.  It  shall  request  the 
Board  of  Trustees  to  appoint  sub-committees  to 
accomplish  specific  purposes. 

Section  21.  Committee  on  Medical  Benevolence. 
The  Committee  on  Medical  Benevolence  shall 
consist  of  three  members  appointed  by  the  Board 
of  Trustees. 

It  shall 

1)  examine  applications  to  the  Society  for 
assistance  to  determine  eligibilty  for 
benefits ; 

2)  keep  the  names  of  the  beneficiaries  con- 
fidential and  known  only  to  the  commit- 
tee, and 

3)  recommend  to  the  Finance  Committee 
of  the  Board  of  Trustees  the  allotment 
for  each  recipient. 

If  funds  available  become  inadequate  to  meet 
disbursement,  the  Finance  Committee  of  the 
Board  of  Trustees  shall  be  requested  to  appro- 
priate sufficient  funds  to  support  the  program 
until  the  next  budget  appropriation. 

Section  22.  An  Archives  Committee.  The  Ar- 
chives Committee  shall  consist  of  three  members 
appointed  by  the  Board  of  Trustees. 

It  shall 

1)  assist  in  the  collection  and  evaluation 
of  medical  items  and  records  of  histori- 
cal interest  to  the  Society  and  the  pub- 
lic; 

2)  cooperate  with  other  associations  and 
agencies  to  preserve  and  display  such 
material ; 

3)  supervise  the  preparation  of  any  written 
records  of  the  Society  or  any  of  its 
activities,  and 

4)  inform  the  Board  of  Trustees  of  those 
special  anniversaries  which  should  be 
commemorated  and  shall  supervise  the 
observance  of  these  occasions. 

It  shall  appoint  a sub-committee  on  the  Mu- 
seum of  Medical  History  which  shall 

1)  be  responsible  for  the  establishment  of 
a Museum  of  Medical  Progress  in  the 
State  of  Illinois ; 

2)  cooperate  with  the  historical  museum 
of  the  State  of  Illinois  and  various  other 
historical  societies,  and 

3)  educate  the  public  in  the  contributions 
made  by  physicians  of  Illinois  to  pre- 
ventive medicine  and  the  care  and  treat- 
ment of  patients. 

Section  23.  Constitution  and  Bylaws.  The  Con- 
stitution and  Bylaws  Committee  shall  consist  of 
five  members  appointed  by  the  Board  of  Trus- 
tees. 


It  shall 

1)  receive  from  individual  members,  county 
societies,  committees,  the  Board  of 
Trustees  and  the  House  of  Delegates,  all 
suggestions  and  proposals  for  the  modi- 
fication of  the  Constitution  and/or  By- 
laws; 

2)  prepare  for  the  consideration  of  the 
House  of  Delegates  all  changes  in  the 
Constitution  or  Bylaws,  and 

3)  maintain  constant  surveillance  of  both 
documents  to  keep  them  current,  effec- 
tive and  consistent  with  policies  of  the 
House  of  Delegates. 

CHAPTER  X.  REFERENCE  COMMITTEES 

Section  1.  Appointment.  Immediately  after  the 
organization  of  the  House  of  Delegates  at  each 
annual  or  special  meeting,  the  speaker  shall  an- 
nounce the  appointment  from  among  the  mem- 
bers of  the  House,  such  committees  as  may  be 
deemed  expedient  by  the  House  of  Delegates. 

Each  committee  shall  consist  of  five  or  more 
members  unless  otherwise  provided,  the  chair- 
man to  be  announced  by  the  speaker.  These  com- 
mittees shall  serve  during  the  meeting  at  which 
they  are  appointed. 

Section  2.  Duties  of  Reference  Committees.  Ref- 
erences, resolutions,  measures  and  propositions 
presented  to  the  House  of  Delegates  shall  be  re- 
ferred to  the  appropriate  committee,  which  shall 
report  to  the  House  of  Delegates  before  final 
action  shall  be  taken.  A two-thirds  affirmative 
vote  of  the  House  of  Delegates  shall  be  required 
to  suspend  this  rule. 

Section  3.  Organization.  Each  reference  com- 
mittee shall,  as  soon  as  possible  after  the  ad- 
journment of  each  session,  or  during  the  session 
if  necessary,  take  up  and  consider  such  business 
as  may  have  been  referred  to  it,  and  shall  report 
on  same  at  the  next  session,  or  when  called  upon 
to  do  so. 

Section  4.  Reference  Committees.  The  following 
committees  are  hereby  provided  for : 

A Committee  on  Credentials 
A Committee  on  Rules  and  Order  of  Business 
Tellers  and  Sergeants-at-Arms 
A Committee  on  Changes  in  the  Constitution 

& Bylaws 

A Committee  on  Administrative  Activities 
A Committee  on  Economic  Activities 
A Committee  on  Scientific  Activities 
A Committee  on  Public  Relations  Activities 
A Committee  on  Legislative  Activities 
A Committee  on  Miscellaneous  Business 
Section  5.  The  Committee  on  Credentials  shall 
consider  all  questions  regarding  the  registration 
and  the  credentials  of  the  delegates.  It  shall  pass 
out  and  receive  the  attendance  slips  for  each  ses- 
sion of  the  House  of  Delegates,  and  perform 
any  other  duties  assigned. 
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Section  6.  Committee  on  Rules  and  Order  of 
Business  shall  consider  all  matters  regarding 
rules  governing  action,  method  of  procedure  and 
order  of  business  for  the  House  of  Delegates. 
Section  7.  The  Tellers  and  Sergeants-at-Arms 
shall  serve  the  speaker  of  the  House  of  Dele- 
gates whenever  the  situation  arises  which  re- 
quires a ballot  vote  or  executive  session  of  the 
House  of  Delegates. 

Section  8.  The  Committee  on  Changes  in  Con- 
stitution and  Bylaws  shall  consider  all  proposed 
amendments  to  the  Constitution  and  Bylaws. 

The  chairman  of  the  Committee  on  Constitu- 
tion and  Bylaws,  or  his  representative,  shall 
serve  in  an  advisory  capacity  to  this  reference 
committee  and  shall  attend  all  sessions,  includ- 
ing the  executive  sessions  of  the  reference  com- 
mittee, to  assist  in  the  preparation  of  the  report 
of  the  committee  of  the  House  of  Delegates. 
Section  9.  The  Committee  on  Administrative 
Activities  shall  consider  the  annual  reports  of 
the  officers,  trustees,  the  executive  administrator 
and  such  other  reports  as  pertain  to  the  adminis- 
trative activities  of  the  Society. 

Section  10.  The  Committee  on  Economic  Activi- 
ties shall  consider  the  annual  reports  of  those 
individuals  and  committees  concerned  with  the 
socio-economic  field  of  medicine  as  assigned  to 
that  Division  of  the  Society. 

Section  11.  The  Committee  on  Scientific  Activi- 
ties shall  consider  the  annual  reports  of  the 
individuals  and  committees  concerned  with  the 
editing  and  publishing  of  the  Illinois  Medical 
Journal,  and  also  the  various  scientific  activities 
as  assigned  to  that  Division  of  the  Society. 
Section  12.  The  Committee  on  Public  Relations 
Activities  shall  consider  the  annual  reports  of 
those  individuals  and  committees  concerned  with 
public  relations,  and  assigned  to  that  Division 
of  the  Society. 

Section  13.  Committee  on  Legislative  Activities 
shall  consider  the  annual  reports  of  the  individ- 
uals and  committees  concerned  with  legislative 
and  legal  aspects  as  assigned  to  that  Division 
of  the  Society. 

Section  14.  Committee  on  Miscellaneous  Busi- 
ness shall  consider  all  other  business  not  allo- 
cated to  any  of  the  enumerated  committees,  and 
any  new  business  to  come  before  the  House  of 
Delegates  not  otherwise  provided  for. 

CHAPTER  XI.  COUNTY  SOCIETIES 

Section  1.  All  county  societies  now  in  affiliation 
with  this  Society,  or  those.which  may  hereafter 
be  organized  in  this  state,  which  have  adopted 
principles  of  organization  in  harmony  with  this 
Constitution  and  Bylaws,  shall  upon  application 
to  and  approval  by  the  Board  of  Trustees,  re- 
ceive a charter  from  and  thereby  become  a com- 
ponent part  of  this  Society,  and  members  thereof 


shall  become  members  of  this  Society  and  the 
American  Medical  Association. 

Section  2.  Charters  shall  be  issued  only  on  ap- 
proval of  the  Board,  and  shall  be  signed  by  the 
president  and  the  secretary  of  this  Society. 

The  Board  shall  have  authority  to  revoke  the 
charter  of  any  component  society  whose  actions 
are  in  conflict  with  the  letter  and  spirit  of  this 
Constitution  and  Bylaws. 

Section  3.  Only  one  component  medical  society 
shall  be  chartered  in  any  county. 

Section  4.  Every  registered  physician  holding 
the  title  of  Doctor  of  Medicine  or  its  equivalent, 
who  resides  in  the  jurisdiction  of  a component 
society,  and  who  is  of  good  moral  character  and 
professional  standing,  shall  be  eligible  to  mem- 
bership in  that  component  society. 

The  component  county  society  shall  be  the  sole 
judge  of  the  qualifications  of  its  members,  sub- 
ject only  to  the  stipulations  contained  in  the 
Constitution  and  Bylaws. 

Section  5.  Any  physician  who  has  been  disci- 
plined by  any  action  of  a component  society  and 
believes  he  has  not  had  a fair  trial,  shall  have  the 
right  of  appeal  to  the  Board  of  Trustees. 
Section  6.  When  a member  in  good  standing  in  a 
component  society  changes  his  residence  to 
another  county  in  this  state,  such  change  of  resi- 
dence shall  terminate  his  membership  in  such 
component  society.  (This  ruling  shall  not  apply 
to  members  in  military  service  or  in  the  service 
of  the  State  or  the  United  States  government). 

Such  member  shall  be  entitled,  upon  his  re- 
quest, to  a statement  from  his  former  secretary 
as  to  his  standing.  This  statement  of  standing 
shall  be  issued  without  cost  to  the  applicant. 

He  shall  present  this  statement  to  the  com- 
ponent society  of  the  county  to  which  he  removes 
and  it  shall  accompany  his  application  for  mem- 
bership. The  board  of  censors  of  the  society  re- 
ceiving this  application  shall  give  this  statement 
of  prior  standing  due  consideration  before  ac- 
cepting or  rejecting  his  application  for  mem- 
bership. 

Section  7.  A physician  living  on  or  near  a county 
line,  or  practicing  partly  or  totally  in  an  ad- 
jacent county,  may  hold  his  membership  in  the 
county  most  convenient  for  him,  provided  he 
submits  written  authorization  to  that  society 
from  the  component  society  in  whose  jurisdic- 
tion he  resides. 

Section  8.  The  secretary  of  each  component  soci- 
ety shall  keep  a roster  of  its  members,  in  which 
shall  be  shown  the  full  name,  address,  college 
and  date  of  graduation,  date  of  license  to  prac- 
tice in  this  state,  and  such  other  information  as 
may  be  deemed  necessary.  In  keeping  such  a 
roster  the  secretary  shall  note  any  changes  in 
the  personnel  of  the  profession  by  death  or  by 
removal  to  or  from  the  county.  When  requested, 
he  shall  furnish  on  blanks  supplied  him  for  the 
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purpose,  an  official  report  containing  such  infor- 
mation for  the  secretary  of  this  Society  and  like- 
wise for  the  trustee  of  the  district  in  which  his 
county  is  situated. 

Section  9.  The  secretary  of  each  component  soci- 
ety shall  forward  its  roster  of  officers  and  mem- 
bers, and  a list  of  delegates  and  alternate  dele- 
gates to  the  secretary  of  this  Society  before  the 
first  of  February  each  year. 

Section  10.  Any  component  society  which  fails  to 
pay  its  assessment  or  make  the  annual  report 
required  on  or  before  April  fifteenth  shall  be 
held  as  suspended  and  none  of  its  members  shall 
be  permitted  to  participate  in  any  of  the  busi- 
ness or  proceedings  of  the  Society  or  of  the 
House  of  Delegates  until  such  requirements  have 
been  met. 

A member  is  in  good  standing  unless  other- 
wise disqualified,  whose  dues  are  paid  on  or  be- 
fore the  first  day  of  April  of  the  current  year. 
Immediately  after  the  first  of  April,  each  de- 
linquent member  shall  be  notified  that  in  con- 
sequence of  non-payment  of  dues,  his  member- 
ship is  delinquent.  If  dues  remain  unpaid  as  of 
June  thirtieth  of  the  current  year,  membership 
shall  be  automatically  dropped.  The  member  may 
be  reinstated  by  paying  all  delinquent  dues,  pro- 
vided, in  the  interim,  he  has  not  been  guilty  of 
conduct  prejudicial  to  membership;  but  if  two 
or  more  years  have  elapsed  since  he  was  a mem- 
ber in  good  standing,  he  must  in  addition,  make 
application  as  a new  member. 

Section  11.  The  Constitution  and  Bylaws  of  the 
Illinois  State  Medical  Society  and  of  the  Amer- 
ican Medical  Association,  together  with  the 
Principles  of  Medical  Ethics  of  the  American 
Medical  Association,  shall  be  binding  upon  the 
members  of  the  component  societies. 

CHAPTER  XII.  DISCIPLINE 

Section  1.  Ethical  Relations  Committee ,.  The 
Board  of  Trustees  shall  appoint  from  its  mem- 
bers, an  Ethical  Relations  Committee  to  review 
matters  involving  the  interpretation  of  the 
Principles  of  Medical  Ethics,  violations  of  the 
Constitution  and  Bylaws  of  the  Illinois  State 
Medical  Society  or  its  component  societies,  and 
charges  of  misconduct  of  members  of  the 
Society. 

It  shall  serve  as  an  appellate  body  to  review 
cases  involving  these  matters  referred  by  com- 
ponent medical  societies,  and  shall  consider  only 
matters  of  procedure. 

Section  2.  Any  member  of  a component  society 
shall  be  subject  to  censure,  suspension  or  ex- 
pulsion by  such  component  society  when 

A.  He  has  been  adjudged  guilty  by  proper 
civil  authorities  of  a criminal  offense  in- 
volving moral  turpitude,  or 

B.  He  has  been  adjudged  guilty  by  his  com- 
ponent society  in  accordance  with  the  pro- 


cedural requirements  of  these  bylaws  of: 

1.  A gross  misconduct  as  a physician  or 
surgeon,  or 

2.  Of  a violation  of  the  Constitution  or 
Bylaws  of  his  component  society,  or 
of  the  Illinois  State  Medical  Society, 
or  of  the  Principles  of  Medical  Ethics 
promulgated  from  time  to  time  by  the 
American  Medical  Association. 

Section  3.  Procedure.  Each  component  society 
may  have,  either  by  appointment  or  election,  an 
Ethical  Relations  Committee  whose  duty  it  shall 
be  to  prosecute  formal  charges.  In  the  event 
the  county  society  does  not  have  such  a commit- 
tee, the  district  Ethical  Relations  Committee 
shall  function  in  its  behalf. 

Section  4.  Original  complaints  received  by  the 
Illinois  State  Medical  Society  should  be  referred 
directly  to  the  secretary  of  the  component  soci- 
ety of  which  the  accused  is  a member  and  to  the 
appropriate  district  Ethical  Relations  Commit- 
tee. 

Section  5.  The  following  principles  of  justice 
shall  guide  all  disciplinary  actions: 

1.  An  accused  is  presumed  to  be  innocent  un- 
til he  has  been  proven  guilty. 

2.  After  charges  have  been  preferred  there 
shall  be  no  evasion  of  the  fact  that  the  re- 
spondent is  to  be  tried;  that  the  Ethical 
Relations  Committee  before  which  he  is 
cited  to  appear  is  a trial  body,  and  that  he 
will  be  on  trial  when  he  appears. 

3.  He  must  be  notified  by  registered  mail  of 
the  specific  charges  which  are  made 
against  him  at  least  ten  days  before  the 
date  set  for  his  trial. 

4.  He  may  not  be  found  guilty  of  anything 
not  included  in  the  charges  preferred 
against  him  and  presented  to  him. 

5.  All  evidence  not  pertinent  to  the  charge  as 
made  shall  be  considered  irrelevant  and 
immaterial.  It  shall  be  wholly  disregarded 
in  the  decision. 

6.  Testimony  not  bearing  on  the  charges  shall 
be  objected  to,  and  if  sustained  by  the  trial 
body,  stricken  from  the  records. 

7.  The  respondent  shall  be  advised  of  his 
rights  by  the  trial  body,  namely:  (a)  that 
he  may  be  represented  by  any  member  of 
the  Society  as  counsel;  (b)  that  he  or  his 
counsel  may  cross  examine  witnesses;  (c) 
that  he  may  offer  in  evidence  any  records 
or  documents  that  he  deems  fit;  (d)  that 
he  may  enter  objections  as  to  testimony  or 
to  material  offered  in  evidence;  (e)  that  he 
may  address  the  trial  body  in  his  own 
behalf;  (f)  and  that  he  has  the  right  of 
appeal  to  the  Board  of  Trustees  of  the 
Illinois  State  Medical  Society. 

Section  6.  A comprehensive  stenographic  record 
of  the  proceedings  must  be  kept  for  reference, 
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and  shall  be  available  until  final  adjudication  has 
been  made. 

Section  7.  This  committee,  sitting  as  a trial 
body,  shall  find  the  accused  either  guilty  or  not 
guilty.  If  the  verdict  is  guilty,  the  trial  body 
shall  recommend  censure,  suspension  or  expul- 
sion. 

The  findings  of  the  trial  body  must  be  pre- 
sented to  the  component  county  society  for  ap- 
proval or  rejection.  The  accused  must  be  notified 
by  registered  mail  at  least  ten  days  before  the 
date  set  for  the  meeting  at  which  this  action 
will  be  taken. 

If  the  findings  of  the  trial  body  are  against 
the  accused  the  secretary  of  the  component  soci- 
ety shall  acquaint  the  accused  by  registered  mail 
with  his  right  of  appeal  within  thirty  days  to 
the  Board  of  Trustees  of  the  Illinois  State  Medi- 
cal Society. 

Section  8.  Appeals  received  by  the  Board  of 
Trustees  shall  be  referred  to  the  Ethical  Rela- 
tions Committee  of  the  Board  for  review.  The 
committee  shall  notify  the  accused  and  the  sec- 
retary of  the  component  society  by  registered 
mail  at  least  ten  days  prior  to  the  date  set  for 
the  hearing  of  the  appeal.  The  chairman  of  the 
committee  shall  preside  over  the  hearing  in  ac- 
cordance with  rules  established  by  the  Board  of 
Trustees. 

Section  9.  On  conclusion  of  the  hearing,  the 
Ethical  Relations  Committee  of  the  Board  of 
Trustees  shall  meet  in  executive  session  to  con- 


sider its  decision,  and  shall  report  in  writing  to 
the  Board  at  its  next  meeting  for  final  action. 
Section  10.  In  case  of  findings  against  the  ac- 
cused, the  secretary  of  the  Society  shall  notify 
the  accused  within  ten  days  by  registered  mail 
of  his  right  to  appeal  to  the  Judicial  Council  of 
the  American  Medical  Association. 

Section  11.  The  secretary  of  the  Society  shall 
notify  the  defendant  and  the  secretary  of  the 
component  society  wherein  the  defendant  held 
membership,  of  the  action  of  the  Board. 

Section  12.  In  the  event  of  a decision  by  the 
Board  of  Trustees  of  improper  procedure  of 
trial  or  findings,  the  case  shall  be  remanded  to 
the  component  society  for  reconsideration. 

CHAPTER  XIII.  MISCELLANEOUS 

Section  1.  The  fiscal  year  of  this  Society  shall  be 
from  January  first  to  December  thirty-first  in- 
clusive. 

Section  2.  Robert’s  “Rules  of  Order,  Revised,” 
shall  be  the  guide  for  all  procedure  when  not  in 
conflict  with  the  Constitution  and  Bylaws. 

CHAPTER  XIV.  AMENDMENTS 

The  House  of  Delegates  may  amend  any  article 
of  these  Bylaws  by  a two-thirds  vote  of  the  dele- 
gates present  at  any  meeting,  provided  that  such 
amendment  shall  not  be  acted  upon  before  the 
day  following  that  on  which  it  was  introduced. 


ORDER  OF  BUSINESS  OF  THE 
HOUSE  OF  DELEGATES 


First  Session 

(1)  Call  to  order. 

(2)  Report  of  Committee  on  Credentials. 

(3)  Roll  Call. 

(4)  Reading  and  approval  of  minutes  of  last 
meeting. 

(5)  Appointment  of  Reference  Committees. 

(6)  Reports  of  Officers. 

(7)  Reports  of  the  Trustees,  the  Editor,  and 
the  Historian. 

(8)  Reports  of  Standing  Committees. 

(9)  Reports  of  Board  Committees. 

(10)  Reports  of  Special  Committees. 

(11)  Reading  of  Resolutions. 

(12)  Unfinished  Business. 

(13)  New  Business. 

(14)  Recess. 


Last  Session 

(1)  Call  to  Order. 

(2)  Report  of  Committee  on  Credentials. 

(3)  Roll  Call. 

(4)  Election  of  Officers. 

(5)  Election  of  Trustees. 

(6)  Election  of  Delegates  to  the  American 
Medical  Association. 

(7)  Election  of  Alternate  Delegates  to  the 
American  Medical  Association. 

(8)  Election  of  Standing  Committees. 

(9)  Fixing  per  capita  tax  for  ensuing  year. 

(10)  Selection  of  meeting  place  for  next  annual 
meeting  (Subject  to  the  investigations  of 
the  Board.) 

(11)  Reports  of  Reference  Committees. 

(12)  Unfinished  Business. 

(13)  New  Business. 

(14)  Induction  of  the  President-Elect  to  the 
office  of  President. 

(15)  Adjournment. 
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Robei't’s  Rules  of  Order 138 
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vacancy  in  the  office  of 129 

Speaker  of  the  House  of  Delegates 

shall  attend  Board  meetings  129 

duties  of  the 129 
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Bylaws  Committee  129 
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Trial  by  Ethical  Relations  Committee  ....  137 

U.S.  Armed  Forces,  membership  for  ....  126 
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office  of  president 128 

office  of  president-elect 128 

office  of  secretary-treasurer  129 

Vice  Presidents 

attendance  at  Board  meetings 129 

substitute  for  president  128 

Vice  Speaker  of  the  House 

shall  attend  Board  meetings  129 

duties  of  the 129 

election  of  the 128 

term  of  office 128 

Voice  vote  in  elections 128 

Voting  in  House  of  Delegates 128 
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Illinois  State  Medical  Society  1964-65  Officers 


OFFICERS 

President,  Edward  A.  Piszczek,  6410  N.  Leona 
Ave.,  Chicago 

President-Elect,  Burtis  E.  Montgomery,  Harris- 
burg 

1st  Vice  President,  Carl  F.  Steinhoff,  720  N. 

Michigan  Ave.,  Chicago 
2nd  Vice  President,  L.  T.  Fruin,  300  North  St., 
Normal 

Secretary-Treasurer,  Jacob  E.  Reisch,  1129  S. 
2nd  St.,  Springfield 

House  of  Delegates 

Speaker,  E.  W.  Cannady,  4601  State  St.,  East 
St.  Louis 

Vice  Speaker,  Maurice  M.  Hoeltgen,  1836  W. 
87th  St.,  Chicago 

Board  of  Trustees  Term  Expires 

1st  District — Carl  E.  Clark,  Sycamore  ....  1965 
2nd  District — Ralph  N.  Redmond,  101  E. 

Miller  Rd.,  Sterling 1965 

3rd  District — Caesar  Portes,  25  E. 

Washington  St.,  Chicago 1965 

Frank  J.  Jirka,  1507  Keystone  Ave., 

River  Forest 1965 

Philip  Thomsen,  13828  Lincoln  Ave. 

Dolton 1966 


J.  Ernest  Breed,  55  E.  Washington  St., 

Chicago 1966 

William  E.  Adams,  950  E.  59th  St., 

Chicago 1967 

Ted  LeBoy,  330  Gale  Ave.,  River  Forest  .1967 
4th  District — Paul  P.  Youngberg,  1520 

Seventh  St.,  Moline  1967 

5th  District — Darrell  H.  Trumpe,  St. 

John’s  Sanatorium,  Springfield 1967 

6th  District — Newton  DuPuy,  1101  Maine 

St.,  Quincy 1966 

7th  District — Arthur  F.  Goodyear,  142  E. 

Prairie  Ave.,  Decatur 1967 

8th  District — Wm.  H.  Schowengerdt,  301  E. 

University  Ave.,  Champaign 1967 

9th  District — Charles  K.  Wells,  117  N.  10th 

St.,  Mt.  Vernon 1966 

10th  District — Willard  C.  Scrivner,  4601 

State  St.,  East  St.  Louis 1966 

11th  District — Bernard  Klein,  4 E.  Clinton 
St.,  Joliet 1965 


Trustee-At-Large,  Harlan  English,  909  N.  Lo- 
gan Ave.,  Danville 

Chairman  of  the  Board:  William  E.  Adams, 
950  E.  59th  St.,  Chicago 


House  of  Delegates 

DOWNSTATE  DELEGATES  AND  ALTERNATES 


Adams 

Richard  Cooper 
Alexander 

A.  L.  Robinson 
Bond 

Boyd  E.  McCracken 
Boone 

John  H.  Steinkamp 
Bureau 

K.  M.  Nelson 
Carrol 

E.  C.  Turner 
Cass-Brown 

B.  A.  DeSulis 
Champaign 

Carl  Greenstein 

C.  H.  Walton 
Christian 

C.  D.  Brummitt 


Harold  Swanberg 

Max  Fraenkel 
M.  Paul  Dommers 

G.  E.  Giffin 
L.  B.  Hussey 
James  J.  Hea 

H.  J.  Kolb 

R.  E.  Schaede 

Ralph  M.  Seaton 


Clark 

E.  P.  Johnson 
Clay 

William  T.  Kamp 
Clinton 
W.  L.  DuComb 

COLES-CUMBERLAND 
Joseph  R.  Mallory 
Crawford 
John  W.  Long 
DeKalb 

T.  P.  deGraffenried 
DeWitt 

Herman  L.  Meltzer 
Douglas 
Harry  Messmore 
DuPage 

I.  E.  Bartlett 
Morgan  M.  Meyer 


Geo.  T.  Mitchell 

John  R.  Morray 

J.  Roger  Sosa 

Mack  W.  Hollowell 

Raymond  B.  Murphy 

J.  W.  Ovitz,  Jr. 

Charles  A.  Ramey 

Myron  Boylson 

James  P.  Campbell 
Arthur  P.  LeBeau 
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Joseph  R.  O’Donnell 
J.  P.  Schweitzer 
Edgar 

James  H.  Acklin 
Edwards 

Charles  P.  Salisbury 
Effingham 

William  S.  Yanbergen 
Fayette 

Stanley  W.  Moore 
Ford 

Paul  W.  Sunderland 
Franklin 
John  P.  Pope 
Fulton 

Keith  H.  Frankhauser 
Gallatin 
Joseph  Bryant 
Greene 

Paul  A.  Dailey 
Hancock 
C.  Wm.  Bruehsel 
Henderson 
Elmer  T.  Swann 
Henry 

Paul  M.  Schmidt 
Iroquois 

R.  Kent  Swedlund 
Jackson 
J.  A.  Petrazio 
Jasper 

Don  L.  Hartrich 
Jefferson-Hamilton 
Charles  K.  Wells- 
Jersey 

W.  Clark  Doak 
JoDaviess 
J.  Eric  Gustafson 
Johnson 
E.  A.  Veach 
Kane 

John  A.  Newkirk 
Wayne  N.  Leimbach 
B.  F.  Shirer 
Kankakee 
Donald  A.  Meier 
Kendall 
Michael  R.  Saxon 
Knox 

J.  A.  Bowman 
Lake 

George  B.  Callahan 
Donald  Nellins 
Earl  V.  Klaren 
LaSalle 

William  A.  Scanlon 
Lawrence 

Charles  G.  Stoll 
Lee 

William  A.  McNichols 
Livingston 
Lucian  A.  Mosciski 
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Charles  B.  VanGorder 

B.  L.  Rodkinson 

Andrew  Krajec 
James  R.  Gartner 
Hans  Rollinger 
Ross  N.  Hutchison 
Harry  L.  Lewis 
P.  D.  Reinertsen 
W.  F.  Stanelle 
A.  K.  Baldwin 
Byron  J.  Mueller 
Harold  Bock 
William  D.  Larson 
James  Dailey 
Martin  H.  Powell,  Jr. 

C.  0.  Absher 

Herman  Rogers 

Clyde  L.  Wieland 

A.  L.  Hildinger 

W.  J.  Wakefield 

H.  W.  Bruskewitz 
John  M.  Abell 
J.  L.  Bordenave 

John  C.  Burnett 

Ray  Crawford 

Fred  Stansbury 

Charles  Culmer 
Walter  J.  Reedy 
Michael  J.  McAndrew 

J.  B.  Aplington 

Tom  Kirkwood 

Charles  H.  LeSage 

George  T.  Crout 


Logan 

Charles  R.  Bardwell 
McDonough 
V.  B.  Adams 
McHenry 

M.  Mijanovich 
McLean 

L.  T.  Fruin 
Macon 

Maurice  D.  Murfin 
C.  Elliott  Bell 
Macoupin 
Joseph  J.  Grandone 
Madison 
Eugene  F.  Moore 
Edward  K.  DuVivier 
Marion 

Karl  Venters 
Mason 

J.  W.  McHarry 
Massac 
George  Green 
Menard 
H.  K.  Moulton 
Mercer 

M.  E.  Conway 
Monroe 

Otto  L.  Kremer 
Montgomery 
George  A.  Telfer 
Morgan 

Robert  R.  Hartman 
Moultrie 
Eugene  J.  Boros 
Ogle 

Russel  W.  Zack 
Peoria 

William  0.  McQuiston 
Norman  Powers 
Frank  A.  Christensen 
Perry 

C.  E.  Cawvey 
Piatt 

Edgar  Weir 
Pike-Calhoun 
James  H.  Rutledge 
Pulaski 

James  G.  Conger 
Randolph 
Rob’t  E.  Schettler 
Richland 
Wm.  A.  Moore 
Rock  Island 
J.  G.  Gustafson 
C.  S.  Costigan 
St.  Clair 
William  Walton 
V.  P.  Siegel 
Saline 

N.  A.  Thompson 


Wayne  J.  Schall 
Donald  Dexter 
A.  Mijanovich 
A.  Edward  Livingston 

Hyman  J.  Burstein 

C.  F.  Downing 

Roger  Quinn 

Julius  Katz 
Mather  Pfeiffenberger 

H.  W.  Maxfield 
Virgil  0.  Decker 
Stanley  Paulauskis 
John  E.  Bohan 
Hans  A.  Reichel 
James  D.  Telfer 
Thomas  W.  Auner 

Arthur  R.  Bogue 

William  F.  Chambers 
S.  M.  Scalzo 
George  J.  Best 

James  B.  Stotlar 

George  G.  Green 

James  E.  Goodman 

A.  L.  Robinson 

O.  W.  Pflasterer 

Wayne  Moulton 

H.  T.  Kutsunis 
Paul  Moen 

James  Wheeler 
Harold  McCann 

D.  A.  Lehman 
Illinois  Medical  Journal 


Sangamon 
Darrell  H.  Trumpe 
Chauncey  Maher 

A.  R.  Eveloff 
Schuyler 

Henry  C.  Zingher 
Shelby 
H.  H.  Pettry 
Stephenson 
Thomas  A.  Haymond 
Tazewell 
Lawrence  J.  Rossi 
Union 

William  H.  Whiting 
Vermilion 
G.  L.  Seitzinger 
Wabash 
Roger  Fuller 
Warren 

Kenneth  E.  Ambrose 
Washington 
Walter  P.  Plassman 
Wayne 

C.  J.  Jannings 
White 
S.  B.  Abelson 
Whiteside 

C.  J.  Mueller 
Will-Grundy 
George  H.  Woodruff 
Leonard  F.  Roblee 
Williamson 
John  W.  Tidwell 
Winnebago 
Paul  A.  Van  Pernis 
Harold  E.  Zenisek 

F.  A.  Munsey 
Woodford 
Robert  Lykkebak 


Aux  Plaines  Branch 
John  S.  Hyde 
C.  Otis  Smith 
Herbert  Ratner 
Charles  J.  Weigel 
Arthur  E.  Joslyn,  Sr. 
John  Boyd 
Joseph  C.  Sodaro 
Clair  M.  Carey 

Calumet  Branch 
Paul  Blackburn 
Norman  C.  Meyer 

Douglas  Park  Branch 
Russell  Barrett 
L.  S.  Tichy 
Otto  Koluvek 
John  D.  McCarthy 


Preston  V.  Dilts 
Ross  Schlich 


Duncan  Biddlecombe 

H.  R.  Osheroff 

Roger  Neumann 

John  Pfau 

D.  D.  Spicer 

Don  Risley 

Russell  M.  Jensen 

William  P.  Lesko 

A.  R.  Marks 

D.  R.  Hansard 

Isaac  Vandermyde 

Lloyd  W.  Jessen 
Robert  J.  Becker 

James  A.  Felts 

Eric  P.  Lofgren 
A.  R.  K.  Matthews 
Harry  E.  LaPlante 

Joe  C.  Phifer 


Robert  F.  Sharer 
Everett  E.  Nicholas 
James  B.  Hartney 
Michael  J.  Parenti 
A.  Everett  Joslyn,  Jr. 
R.  Kowal 

William  F.  Ashley 
Craig  D.  Butler 

E.  L.  Falloon 
Roland  C.  Olsson 

E.  M.  Christensen 
Rudolph  G.  Mrazek,  Jr. 
Theodore  Dakin 
Colman  J.  O’Neill 


Raymond  Nemecek 

Englewood  Branch 
A.  J.  Sullivan 
Edward  J.  Krol 
Francis  W.  Young 
Frank  Kwinn 
William  Nainis 


Jackson  Park  Branch 
William  J.  Hand 
Andrew  J.  Brislen 
Wright  R.  Adams 
Frank  F.  Maple 
*J.  J.  Moore 
0.  W.  Rest 
Charles  McCartney 

North  Shore  Branch 
Chester  L.  Crean 
Philip  R.  McGuire 
Edward  C.  Heifers 
W.  B.  Stromberg,  Sr. 
Karl  L.  Vehe 
Joseph  R.  DeCaro 
W.  O.  Ackley 
George  H.  Irwin 
Burton  Soboroff 
C.  A.  Norberg 

North  Side  Branch 
Vincent  Freda 
Jack  Williams 
James  H.  Cross 
Clifton  L.  Reeder 
Michael  Boley 
Roland  R.  Cross 
S.  L.  Andelman 
William  Hutchison 
Anton  Pantone 

Northwest  Branch 
N.  J.  Kupferberg 
M.  J.  Kutza 

*Deceased 


G.  R.  Demage 

James  Griffin 
John  E.  Meyer 
Joseph  A.  Patka 
Alfred  C.  Wendt,  Jr. 
George  J.  Rukstinat 


David  S.  Fox 
M.  M.  Hipskind 
Chester  Guy 
Julius  Ginsberg 
Harry  L.  Hunter 
Daniel  Pachman 

H.  Herbolsheimer 

Willis  Diffenbaugh 
Robert  Jensik 
Eugene  J.  Ranke 
Hugh  Worsley 
Warren  A.  Clohisy 
Harry  Carter 
Philip  M.  Bedessem 
T.  A.  Davis 
Herschel  Browns 
Joseph  Skom 

Hiram  Langston 

B.  F.  Lounsbury 
G.  L.  Kaufmann 
Leander  W.  Riba 
Coye  C.  Mason 
R.  Gilchrist 
Samuel  A.  Levinson 
Bernard  Peele 
Marvin  Rosner 

Louis  A.  Wajay 
M.  A.  Rydelski 
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North  Suburban  Branch 


Edson  F.  Fowler 
Herbert  S.  Miller 
Noel  G.  Shaw 
Raymond  H.  Conley 
*Luella  Nadelhoffer 
Harold  C.  Lueth 

C.  Malcolm  Rice,  Jr. 
John  L.  Savage 
William  H.  Harridge 

Irving  Park  Suburban 
George  W.  Holmes 

F.  A.  Tworoger 
H.  L.  Wallin 
Eugene  M.  Narsete 
Alexander  N.  Ruggie 
L.  F.  Mammoser 
Arthur  T.  Haebich 
T.  J.  Conley 


Arnold  Wagner 
William  Cummings 
Frank  Pirruccello 
Jerome  T.  Paul 
Robert  A.  Snyder 
Howard  C.  Burkhead 
James  W.  Ford 
Donald  E.  Hansen 
William  Fitzpatrick 

Branch 

Arnold  U.  Derman 
S.  A.  Franzblau 
David  O.  Dale 
H.  P.  Carstens 
Allen  Hrejsa 
George  Pastnack 
R.  J.  Haufe 
Alfred  Faber 
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A.  J.  Linowiecki 
F.  M.  Nicholson 
Peter  N.  Furno 
S.  M.  Goldberger 


James  McDonnough 
L.  S.  Sluzynski 
R.  Y.  Kochanski 
Alfred  A.  Zanette 


Cyril  Gallati 

Stock  Yards  Branch 
E.  J.  Lukaszewski 
Glenn  A.  Burckart 


Gerald  Gnade 

Joseph  M.  Ruda 
Frank  J.  Nowak 


South  Chicago  Branch 
Tibor  Czeisler 
M.  E.  Finsky 
Simon  J.  Saltman 
Arthur  W.  Fleming 


Morris  Friedell 
John  M.  Coleman 
John  J.  Marlow 
Albert  L.  Pisani 


South  Side  Branch 
Quentin  Young  Jacob  Epstein 

Robert  R.  Mustell  Maurice  Gleason 


Southern  Cook  County  Branch 
Kenneth  Smith  John  B.  Koenig 

Frederick  Weiss  Marvin  Morrison 


West  Side  Branch 
George  Kaiser 
Anna  Marcus 
Joseph  F.  O’Malley 
George  Rezek 


Eugene  T.  Hoban 
Lawrence  Ryan 
Louis  S.  Varzino 
John  Gregorio 


At-Large 
T.  R.  Van  Dellen 
Morris  Fishbein 
Casper  Epsteen 
Allison  L.  Burdick,  Sr. 
Harold  A.  Sofield 


Delegates  and  Alternates  to  A.M.A. 


(To  take  office  Jan.  1,  1963 — 

Term  expires  Dec.  31,  1964) 

Elected  on  May  17,  1962 
Italics  Indicate  Alternate  Delegates 

Maurice  M.  Hoeltgen,  1836  W.  87th  St.,  Chicago 
H.  Close  Hesseltine,  5841  S.  Maryland  Ave., 
Chicago 

Leo  P.  A.  Sweeney,  10725  S.  Western  Ave., 
Chicago 

Raleigh  C.  Oldfield,  715  Lake  St.,  Oak  Park 
Carl  F.  Steinhoff,  720  N.  Michigan  Ave.,  Chicago 
Arkell  M.  Vaughn,  2015  E.  79th  St.,  Chicago 
William  K.  Ford,  303  N.  Main  St.,  Rockford 
Paid  A.  Dailey,  Carrollton 
Burtis  E.  Montgomery,  Harrisburg 

Fred  C.  Endres,  4069A  Prospect  Rd.,  Peoria 
Hts. 

(To  take  office  Jan.  1,  1964 — 

Term  expires  Dec.  31,  1965) 

Elected  on  May  16,  1963 

H.  Kenneth  Scatliff,  4753  Broadway,  Chicago 
George  F.  Lull,  400  E.  Randolph  St.,  Chicago 
Walter  C.  Bornemeier,  4665  Peterson  Ave.,  Chi- 
cago 

George  C.  Turner,  670  N.  Michigan  Ave.,  Chi- 
cago 


Frank  H.  Fowler,  6356  Diversey  Ave.,  Chicago 
Edward  A.  Piszczek,  6410  N.  Leona  Ave., 
Chicago 

Arthur  F.  Goodyear,  142  E.  Prairie  St.,  Decatur 
Newton  DuPuy,  1101  Maine  St.,  Quincy 
Harlan  English,  909  N.  Logan  Ave.,  Danville 
Jacob  E.  Reisch,  1129  S.  2nd  St.,  Springfield 
E.  W.  Cannady,  4601  State  St.,  East  St.  Louis 
Carl  E.  Clark,  Sycamore 

(To  take  office  Jan.  1,  1965 — 

Term  expires  Dec.  31,  1966) 

Elected  on  May  21,  1964 

Maurice  M.  Hoeltgen,  1836  W.  87th  St.,  Chicago 
Theodore  R.  VanDellen,  435  N.  Michigan  Ave., 
Chicago 

Leo  P.  A.  Sweeney,  10725  S.  Western  Ave.,  Chi- 
cago 

Allison  L.  Burdick,  Sr.,  5906  W.  North  Ave., 
Chicago 

H.  Close  Hesseltine,  5841  S.  Maryland  Ave., 
Chicago 

Arkell  M.  Vaughn,  2015  E.  79th  St.,  Chicago 
William  K.  Ford,  303  N.  Main  St.,  Rockford 
Paul  A.  Dailey,  620  N.  Main  St.,  Carrollton 
Burtis  E.  Montgomery,  Harrisburg 

Fred  C.  Endres,  4609A  Prospect  Rd.,  Peoria 
Hts. 
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Officers  of  County  Medical  Societies— 1964 


Adams  County 

President:  Carl  Rylander,  1416  Maine  St., 
Quincy 

Secretary : Merle  W.  Jacobs,  R.F.D.  #4,  Quincy 

Members:  70 — District  #6 
December 

Alexander  County 

President:  Flint  Bondurant,  800  Commercial 
Ave.,  Cairo 

Secretary:  James  L.  Crouse,  12011/^  Washing- 
ton Ave.,  Cairo 

Members:  9 — District  #10 
Bond  County 

President:  M.  Kenneth  Kaufmann,  207  N.  2nd 
St.,  Greenville 

Secretary:  Charles  R.  Daisy,  308  W.  College, 
Greenville 

Members:  7 — District  #7 — Annual  Meeting: 
January 
Boone  County 

President:  Everett  F.  Dettmann,  519  S.  State 
St.,  Belvidere 

Secretary:  Maurice  J.  Carlisle,  115  W.  Lincoln 
Ave.,  Belvidere 

Members:  12 — District  #1 — Annual  Meeting: 
December 
Bureau  County 

President:  Arthur  D.  Poppens,  777  S.  Main 
St.,  Princeton 

Secretary:  Karl  Dexter  Nelson,  101  Park  Ave. 
East,  Princeton 

Members:  35 — District  #2 
Carroll  County 

President:  C.  G.  Piper,  113V2  W.  Market  St., 
Mt.  Carroll 

Secretary:  Karl  H.  Reddies,  333  Chicago  Ave., 
Savanna 

Members:  13- — District  #1 — Annual  Meeting: 
December 


Cass-Brown  County 

President:  Robert  A.  Spencer,  115  W.  4th  St., 
Beardstown 

Secretary:  Arthur  G.  Hyde,  507  Washington 
St.,  Beardstown 

Members:  11 — District  #6 
Champaign  County 

President:  Charles  T.  Moss,  410  E.  Springfield 
St.,  Champaign 

Secretary:  H.  Ewing  Wachter,  104  W.  Clark 
St.,  Champaign 

Members:  150 — District  #8 — Annual  Meet- 
ing: November 
Chicago  Medical  Society 

President:  Harold  A.  Sofield,  310  S.  Michigan 
Ave.,  Chicago 

President  Elect:  Noel  G.  Shaw 

Secretary:  Francis  W.  Young 

Executive  Administrator:  Mr.  John  W.  Neal 

Members:  6,000H District  #3 — Annual 

Meeting:  June 
Christian  County 

President:  I.  DelValle,  311  S.  Main  St.,  Tay- 
lorville 

Secretary:  J.  W.  Murphy,  301  S.  Webster  St., 
Taylorville 

Members:  23 — District  #7 
Clark  County 

President:  Howard  G.  Johnson,  22  W.  Main 
St.,  Casey 

Secretary:  Eugene  P.  Johnson,  22  W.  Main 
St.,  Casey 

Members:  6 — District  #8 — Annual  Meeting: 

January 
Clay  County 

President:  A.  Paul  Naney,  433  E.  7th  St., 
Flora 

Secretary:  M.  H.  Parker,  P.O.  Box  98,  Louis- 
ville 
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Members:  10 — District  #7 — Annual  Meeting: 
January 

Clinton  County 

President:  J.  Roger  Sosa,  Germantown 
Secretary:  Walter  R.  Ketterer,  289  N.  Main 
St.,  Breese 

Members:  11 — District  #7 — Annual  Meeting: 
January 

COLES-CUMBERLAND  COUNTY 

President:  J.  D.  Heath,  Eastern  Illinois  Uni- 
versity, Charleston 

Secretary:  Stanley  W.  Thiel,  213  S.  17th  St., 
Mattoon 

Members:  47 — District  #8 — Annual  Meeting: 
January 

Crawford  County 

President:  Randolph  F.  Olmsted,  408  W.  Wal- 
nut St.,  Robinson 

Secretary:  John  W.  Long,  Robinson 
Members:  15 — District  #8 — Annual  Meeting: 
December 

DeKalb  County 

President:  0.  L.  Lindeen,  Elm  Street  Clinic, 
Sycamore 

Secretary:  P.  W.  Carney,  DeKalb  Clinic,  De- 
Kalb 

Members:  40 — District  #1 — Annual  Meeting: 
November 

DeWitt  County 

President:  John  W.  Veirs,  219  E.  Main  St., 
Clinton 

Secretary:  Charles  A.  Ramey,  215  E.  Main 
St.,  Clinton 

Members:  12 — District  #5 — Annual  Meeting: 
January 

Douglas  County 
President:  John  Hill,  Tuscola 
Secretary:  Max  E.  Johnson,  Newman 
Members:  15 — District  #8 — Annual  Meeting: 
December 
DuPage  County 

President:  William  C.  Perkins,  123  Galena  St., 
West  Chicago 

Secretary:  Charles  A.  Lang,  222  E.  Willow, 
Wheaton 

Corresponding  Secretary:  Mrs.  Lillian  Wid- 
mer,  222  E.  Willow,  Wheaton 
Members:  231 — District  #11 — Annual  Meet- 
ing: December 

Edgar  County 

President:  Floyd  B.  Weaver,  P.O.  Box  58, 
Kansas 

Secretary:  James  H.  Acklin,  511  N.  Main  St., 
Paris 

Members:  16 — District  #8 — Annual  Meeting: 
March 

Edwards  County 

President:  Charles  P.  Salisburg,  10  S.  4th  St., 
Albion 

Secretary:  Andrew  Krajec,  P.O.  Box  336, 
West  Salem 


Members:  5 — District  #9 
Effingham  County 

President:  Peter  C.  Supan,  112  E.  Section, 
Effingham 

Secretary:  James  R.  Gartner,  300  N.  Maple 
St.,  Effingham 
Members:  23 — District  #7 
Fayette  County 

President:  Joshua  H.  Weiner,  503%  Gallatin 
St.,  Vandalia 

Secretary:  Edward  A.  Kuehn,  515%  Gallatin 
St.,  Vandalia 

Members:  9 — District  #7 — Annual  Meeting: 
January 
Ford  County 

President:  Paul  W.  Sunderland,  214  N.  San- 
gamon St.,  Gibson  City 
Secretary:  Alan  Olson,  Paxton  Clinic,  Paxton 
Members:  15 — District  #11 — Annual  Meet- 
ing: January 
Franklin  County 

President:  Adolph  Gilula,  106  E.  Oak  St., 
West  Frankfort 

Secretary:  Owen  H.  Taylor,  118%  E.  Main 
St.,  West  Frankfort 

Members:  24 — District  #9 — Annual  Meeting: 
December 
Fulton  County 

President:  Robert  Sager,  Canton 
Secretary:  Joel  P.  Blancaflor,  Lewistown 
Members:  26 — District  #4 — Annual  Meeting: 
January 

Gallatin  County 

President:  Joseph  Bryant,  Ridgway 
Secretary:  James  A.  Kirby,  New  Haven 
Members:  4 — District  #9 
Greene  County 

President:  Ludwig  Dech,  215A  W.  Clay  St., 
Roodhouse 

Secretary:  Paul  A.  Dailey,  620  N.  Main  St., 
Carrollton 

Members:  8 — District  #6 — Annual  Meeting: 
December 
Hancock  County 

President:  James  Coeur,  545  Wabash  St., 
Carthage 

Secretary:  Ilse  Erika  Bruehsel,  Warsaw  Clin- 
ic, Warsaw 

Members:  2 — District  #4 
December 

Henderson  County — 1963 
President:  Elmer  Swann,  Oquawka 
Secretary:  Harold  Bock,  Stronghurst 
Members:  2 — District  #4 
Henry  County 

President:  L.  N.  Wathier,  121%  S.  State  St., 
Geneseo 

Secretary:  A.  W.  Wellstein,  213  W.  First  St., 
Geneseo 

Members:  33 — District  #4 — Annual  Meeting: 
November 
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Iroquois  County 

President:  John  Courtright,  Roberts  Clinic, 
Watseka 

Secretary:  Harry  Barnett,  P.O.  Box  128,  Ash- 
kum 

Members:  23- — District  #11 — Annual  Meet- 
ing: December 
Jackson  County 

President:  Martin  H.  Powell,  Jr.,  306  W.  Main 
St.,  Carbondale 

Secretary:  Donald  R.  Darling,  404  W.  Main 
St.,  Carbondale 

Members:  50 — District  #10 — Annual  Meet- 
ing: December 
Jasper  County 

President:  Don  L.  Hartrich,  Newton 
Secretary:  C.  O.  Absher,  Newton 
Members:  3 — District  #8 
Jefferson-Hamilton  County 

President:  Alan  W.  Anderson,  117  North  10th 
St.,  Mt.  Vernon 

Secretary:  Kenneth  A.  Peart,  Doctor’s  Park, 
Mt.  Vernon 

Members:  24 — District  #9 — Annual  Meeting: 
January 
Jersey  County 

President:  Robert  G.  Mindrup,  300  S.  Wash- 
ington St.,  Jerseyville 

Secretary:  W.  Clark  Doak,  300  S.  Washington 
St.,  Jerseyville 
Members:  12 — District  #6 
JoDaviess  County 

President:  Delbert  O.  Williams,  Jr.,  Stockton 
Secretary:  William  G.  Gillies,  300  Summit  St., 
Galena 

Members:  11 — District  #1 — Annual  Meeting: 
February 
Johnson  County 
President:  W.  J.  Wakefield,  Vienna 
Secretary:  E.  A.  Veach,  Vienna 
Members:  3 — District  #9 — Annual  Meeting: 
January 
Kane  County 

President:  J.  D.  Milligan,  370  Summit  St., 
Elgin 

Secretary:  Robert  W.  Ollayos,  806  W.  High- 
land Ave.,  Elgin 

Corresponding  Secy:  Miss  Elsa  Carlson,  17  N. 
6th  St.,  Geneva 

Members:  242 — District  #1 — Annual  Meet- 
ing: October 
Kankakee  County 

President:  John  C.  Burnett,  150  S.  Evergreen 
Ave.,  Kankakee 

Secretary:  Herbert  P.  Swartz,  450  Kennedy 
Dr.,  Kankakee 
Members:  74 — District  #11 
Kendall  County 

President:  Harold  Wright,  Yorkville 
Secretary:  John  P.  Cullinan,  Oswego 


Members:  10 — District  #11 
Knox  County 

President:  E.  Gordon  Behrents,  320  N.  Kel- 
logg, Galesburg 

Secretary:  John  J.  Holland,  511  Bondi  Bldg., 
Galesburg 

Members:  64 — District  #4 — Annual  Meeting: 
November 
Lake  County 

President:  Kenneth  L.  Morris,  1616  Grand 
Ave.,  Waukegan 

Secretary:  Ray  C.  Johnston,  1616  Grand  Ave., 
Waukegan 

Executive  Secy:  Mrs.  Howard  N.  Schulz,  P.O. 
Box  148,  Gurnee 

Members:  216 — District  #1 — Annual  Meet- 
ing: December 
LaSalle  County 

President:  H.  Vernon  Madsen,  Ottawa 

Secretary:  J.  F.  Wacker,  Mendota  Community 
Hospital,  Mendota 

Members:  103 — District  #2 — Annual  Meet- 
ing: November 
Lawrence  County 

President:  Gilbert  Miller,  Kensler  Bldg.,  Law- 
renceville 

Secretary:  Charles  G.  Stoll,  802  Jefferson  St., 
Lawrenceville 

Executive  Secy:  Miss  Ruth  Gariepy,  County 
Hospital,  Lawrenceville 

Members:  15 — District  #8 — Annual  Meeting: 
November 
Lee  County 

President:  Charles  LeSage,  114  E.  Everett 
St.,  Dixon 

Secretary:  Samuel  Adler,  N.  Ottawa  Dr., 
Dixon 

Members:  23 — District  #2 — Annual  Meeting: 
January 

Livingston  County 

President:  Lucian  A.  Mosciski,  Fairbury 

Secretary:  George  T.  Crout,  200  N.  Jackson 
St.,  Flanagan 

Members:  32 — District  #2 — Annual  Meeting: 
February 
Logan  'County 

President:  James  B.  Borgerson,  119  S.  Vine 
St.,  Mt.  Pulaski 

Secretary:  Glen  E.  Tomlinson,  301  Walnut 
St.,  Lincoln 

Members:  25 — District  #5 — Annual  Meeting: 
December 

McDonough  County 

President:  Joseph  Symmonds,  Standard  Clin- 
ic, Macomb 

Secretary:  Frank  DeRango,  Doctor’s  Ln.,  Ma- 
comb 

Members:  22 — District  #4 — Annual  Meeting: 
October 
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McHenry  County 

President:  Helmuth  Stahlecker,  Woodstock 

Secretary:  Mladen  Mijanovich,  Marengo 

Ex.  Secy:  Mrs.  J.  Rosulek,  305  Kimball,  Wood- 
stock 

Members:  52 — District  #1 — Annual  Meeting: 
January 

McLean  County 

President:  A.  Edward  Livingston,  429  N. 
Main  St.,  Bloomington 

Secretary:  Preston  S.  Houk,  429  N.  Main  St., 
Bloomington 

Ex.  Secy:  Mr.  David  W.  Meister,  429  N.  Main 
St.,  Bloomington 

ALSO  : 427  First  National  Bank,  Peoria 

Members:  87 — District  #5 — Annual  Meeting: 
December 
Macon  County 

President:  Sterling  G.  Parker,  462  W.  William 
St.,  Decatur 

Secretary:  William  T.  Couter,  1314  N.  Main 
St.,  Decatur 

Ex.  Secy:  Mrs.  Mary  D.  LeMar,  1800  E.  Lake 
Shore  Dr.,  Decatur 

Members:  133 — District  #7 — Annual  Meet- 
ing: December 
Macoupin  County 

President:  Roger  Quinn,  224  E.  Main  St., 
Carlinville 

Secretary:  Joseph  J.  Grandone,  109  W.  Pine 
St.,  Gillespie 

Members:  21 — District  #6 — Annual  Meeting: 
November 
Madison  County 

President:  Hubert  Lee  Allen,  604  E.  Broad- 
way, Alton 

Secretary:  Leo  R.  Green,  1114  Milton  Rd., 
Alton 

Members:  130 — District  #6 — Annual  Meet- 
ing: December 
Marion  County 

President:  Peter  L.  Basch,  Patoka 

Secretary:  O.  J.  Burroughs,  202  E.  Third  St., 
Centralia 

Members:  33 — District  #7 — Annual  Meeting: 
December 
Mason  County 

President:  Donald  E.  Stehr,  102  E.  Market 
St.,  Havana 

Secretary:  George  A.  Kudirka,  101  W.  Elm 
St.,  Mason  City 

Members:  13 — District  #5 — Annual  Meeting: 
April 

Massac  County 

President:  George  Green,  600  Ferry  St.,  Me- 
tropolis 

Secretary:  Enrique  T.  Yap,  510  W.  10th  St., 
Metropolis 

Members:  6 — District  #9 
Menard  County 

President:  Stanley  Paulauskis,  Greenview 


Secretary:  H.  K.  Moulton,  Petersburg 
Members:  4 — District  #5 — Annual  Meeting: 
March 

Mercer  County 

President:  John  E.  Bohan,  Alexis 
Secretary:  James  W.  Hastings,  209  S.  College 
Ave.,  Aledo 

Members:  8 — District  #4 
Monroe  County 

President:  Hans  A.  Reichel,  P.O.  Box  201, 
Valmeyer 

Secretary:  Otto  L.  Kremer,  113  W.  Locust  St., 
Columbia 

Members:  10 — District  #10 — Annual  Meet- 
ing: March 
Montgomery  County 

President:  James  D.  Telfer,  400  Rountree, 
Hillsboro 

Secretary:  George  A.  Telfer,  400  Rountree, 
Hillsboro 

Members:  15 — District  #5 — Annual  Meeting: 
December 
Morgan  County 

President:  Frank  B.  Norbury,  1631  Mound 
Ave.,  Jacksonville 

Secretary:  Oscar  C.  Zink,  Jr.,  316  W.  State 
St.,  Jacksonville 

Members:  46 — District  #6 — Annual  Meet- 
ing: December 
Moultrie  County 
President:  H.  E.  Kendall,  Sullivan 
Secretary:  Eugene  J.  Boros,  Bethany 
Members:  6- — District  #7 
Ogle  County 

President:  John  O.  Cletcher,  Rochelle 
Secretary:  L.  Thomas  Koritz,  324  Lincoln, 
Rochelle 

Members:  25 — District  #1 — Annual  Meeting: 
October 

Peoria  County 

President:  Harrison  C.  Putman,  427  First 
National  Bank  Bldg.,  Peoria 
Secretary:  Robert  S.  Easton,  427  First  Na- 
tional Bank  Bldg.,  Peoria 
Ex.  Sec’y:  Mr.  David  W.  Meister,  427  First 
National  Bank  Bldg.,  Peoria 
Members:  219 — District  #4 — Annual  Meet- 
ing: December 
Perry  County 

President:  Ben  A.  Kinsman,  207%  E.  Main 
St.,  DuQuoin 

Secretary:  James  B.  Stotlar,  N.  Walnut  St., 
Pinckneyville 

Members:  17 — District  #10 — Annual  Meet- 
ing: December 
Piatt  County 

President:  A.  D.  Furry,  Monticello 
Secretary:  G.  G.  Green,  Monticello 
Members:  7— District  #7 — Annual  Meeting: 
December 
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Pike-Calhoun  County 

President:  J.  M.  Bailis,  112  W.  Jefferson  St., 
Pittsfield 

Secretary:  James  H.  Rutledge,  226  S.  Monroe 
St.,  Pittsfield 

Members:  9 — District  #6 — Annual  Meeting: 
December 
Pulaski  County 

President:  James  G.  Conger,  Mounds 

Secretary:  Burton  Bagby,  Mounds 

Members:  4 — District  #10 — Annual  Meeting: 
January 

Randolph  County 

President:  P.  E.  Reid,  120  S.  Market  St.,. 
Sparta 

Secretary:  L.  E.  Fiene,  118  W.  Broadway, 
Sparta 

Members:  16 — District  #10 — Annual  Meet- 
ing: January 
Richland  County 

President:  Lawrence  J.  Knox,  R.F.D.  #6, 
Olney 

Secretary:  Eldon  Van  Sandt,  11  Douglas  Dr., 
Olney 

Members:  21 — District  #8 — Annual  Meeting: 
December 

Rock  Island  County 

President:  Theodore  Grevas,  1800  Third  Ave., 
Rock  Island 

Secretary:  D.  W.  Murrell,  532 — 19th  Ave., 
Moline 

Members:  129 — District  #4 — Annual  Meet- 
ing: December 
St.  Clair  County 

President:  Bart  Cole,  8601  W.  Main  St.,  Belle- 
ville 

Secretary:  Charles  Frazer,  258  N.  14th  St., 
East  St.  Louis 

Ex.  Sec’y:  Mrs.  Lois  Morgan,  1602  W.  Main 
St.,  Belleville 

Members:  161 — District  #10 — Annual  Meet- 
ing: October 

Saline-Pope-Hardin  County 

President:  Alex  Goldstein,  Rosiclare 

Secretary:  William  J.  Blackard,  203  N.  Vine 
St.,  Harrisburg 

Members:  22 — District  #9 — Annual  Meeting: 
January 

Sangamon  County 

President:  Henry  F.  Berchtold,  926  S.  Seventh 
St.,  Springfield 

Secretary:  William  DeHollander,  St.  John’s 
Hospital,  Springfield 

Members:  182 — District  #5 — Annual  Meet- 
ing: June 
Schuyler  County 

President:  Verne  M.  Corman,  Rushville 

Secretary:  Henry  C.  Zingher,  West  Side  Sq., 
Rushville 

Members:  5 — District  #4 — Annual  Meeting: 
January 


Shelby  County 

President:  Louis  Chabner,  120  S.  Broadway, 
Shelbyville 

Secretary:  R.  H.  Larson,  400  S.  Walnut  St., 
Shelbyville 

Members:  16 — District  #7 — Annual  Meeting: 
January 

Stephenson  County 

President:  F.  J.  Lownik,  1110  S.  Park  Blvd., 
Freeport 

Secretary:  Howard  J.  Stickle,  208  First  Na- 
tional Bank,  Freeport 

Members:  40— District  #1 — Annual  Meeting: 
January 

Tazewell  County 

President:  Robert  L.  Tucker,  1317  Park  Ave., 
Pekin 

Secretary:  Harry  B.  Shepard,  427  First  Na- 
tional Bank  Bldg.,  Peoria 

Ex.  Secy:  Mr.  David  W.  Meister,  427  First 
National  Bank  Bldg.,  Peoria 

Members:  40 — District  #5 — Annual  Meeting: 
December 
Union  County 

President:  John  Pfau,  108  E.  Davie  St.,  Anna 

Secretary:  William  H.  Whiting,  P.O.  Box  410, 
Anna 

Members:  12 — District  #10 — Annual  Meet- 
ing: December 
Vermilion  County 

President:  W.  F.  Lantz,  208  Park  St.,  Danville 

Secretary:  L.  W.  Tanner,  7 N.  Virginia  St., 
Danville 

Members:  98 — District  #8 — Annual  Meeting: 
December 
Wabash  County 

President:  C.  L.  Johns,  114  W.  5th  St.,  Mt. 
Carmel 

Secretary:  C.  L.  Johns,  114  W.  5th  St.,  Mt. 
Carmel 

Members:  9 — District  #9 — Annual  Meeting: 
January 

Warren  County 

President:  James  W.  Marshall,  319  N.  Main 
St.,  Monmouth 

Secretary:  Glenn  W.  Chamberlin,  219  E. 
Euclid  Ave.,  Monmouth 

Members:  14 — District  #4 — Annual  Meeting: 
January 

Washington  County 

President:  Walter  P.  Plassman,  P.O.  Box  335, 
Ashley 

Secretary:  William  P.  Lesko,  Washington  & 
Adams,  Nashville 

Members:  7 — District  #10 — Annual  Meeting: 
January 
Wayne  County 

President:  Charles  J.  Jannings,  101  E.  Center 
St.,  Fairfield 

Secretary:  Gilbert  Ransom,  209  S.E.  Third 
St.,  Fairfield 
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Members:  9 — District  #9— Annual  Meeting: 
December 

White  County 

President:  S.  B.  Abelson,  Doctor’s  Clinic, 
Carmi 

Secretary:  D.  R.  Hansard,  203  S.  Church  St., 
Carmi 

Members:  6 — District  #9 — Annual  Meeting: 
December 

Whiteside  County 

President:  John  J.  McDonnell,  Professional 
Bldg.,  Rock  Falls 

Secretary:  LaMonte  Ballard,  102  E.  Miller 
Rd.,  Sterling 

Members:  49 — District  #2 — Annual  Meeting: 
June 

Will  Grundy  County 

President:  John  J.  McLaughlin,  1000  W.  Jef- 
ferson St.,  Joliet 

Secretary:  Frank  C.  Bender,  704  Division  St., 
Plainfield 

Ex.  Secy:  Mr.  Robert  Best,  305  N.  Ottawa 
St.,  Joliet 


Members:  165 — District  #11 — Annual  Meet- 
ing: November 
Williamson  County 

President:  Daniel  Roth,  121  N.  13th  St.,  Her- 
rin 

Secretary:  Herbert  V.  Fine,  110  N.  Division 
St.,  Carterville 

Members:  25 — District  #9 — Annual  Meeting: 
February 

Winnebago  County 

President:  Marshall  O.  Alexander,  Memorial 
Hospital,  Rockford 

Secretary:  Joseph  B.  Perez,  6670  E.  State  St., 
Rockford 

Ex.  Secy:  Mr.  D.  A.  Westbrook,  310  N.  Wy- 
man St.,  Rockford 

Members:  232 — District  #1 — Annual  Meet- 
ing: January 
Woodford  County 

President:  Neil  Esposito,  Minonk 

Secretary:  Victor  V.  Jay,  601  N.  Jefferson  St., 
Washburn 

Members:  11 — District  #2 — Annual  Meeting: 
November 


Joint  County  Societies 
Coles-Cumberland 
Jefferson-Hamilton 
Saline-Pope-Hardin 
Will-Grundy 


No  Organized  Society 


Brown 

Calhoun 

Gallatin 

Marshall 


Putnam 

Scott 

Stark 


Committees  Provided  for  in  Bylaws 


(Elected  by  the  House  of  Delegates) 

Responsibilities  and  Purposes  Described  in 
Constitution  and  Bylaws 


Term 

Expires 

Committee  on  Disaster  Medical  Care 


(Bylaws) 

Max  Klinghoffer,  Chairman 

127  E.  Vallette  St.,  Elmhurst  1967 
Jack  Baldwin 

1315  S.  Sixth  St.,  Springfield  1965 

Harold  C.  Lueth 

636  Church  St.,  Evanston  1967 

Carl  F.  Steinhoff 

8909  N.  Kilpatrick,  Skokie  1966 

Charles  W.  Young 

404  W.  Main  St.,  Carbondale  1966 


Auxiliary  Representation  : 

Mrs.  John  M.  Tindal 

5515  W.  Fulton  St.,  Chicago 
Staff:  James  Slawny 

Medical  Self-Help  Training  Sub-Committee 


Charles  W.  Young,  Chairman 
404  W.  Main  St.,  Carbondale 
Leonard  F.  Roblee 

1000  State  St.,  Lockport 
George  Saxl 

111  W.  Grand  Ave.,  Bensenville 
Franklin  D.  Yoder 

State  Office  Bldg.,  Springfield 
Edward  N.  Zinschlag 
Link  Clinic,  Mattoon 
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Grievance  Committee  (Bylaws) 

Arkell  M.  Vaughn,  Chairman 

2015  E.  79th  St.,  Chicago  .1967 

A.  K.  Baldwin 

229  Fifth  St.,  Carrollton  1967 

Allison  L.  Burdick,  Sr. 

1637  N.  Mobile,  Chicago  1965 

Frank  H.  Fowler 

6356  Diversey  Ave.,  Chicago  1966 

Victor  V.  Rockey 

324  W.  Galena  Ave.,  Freeport  1966 

J.  E.  Wheeler 

110  N.  High  St.,  Belleville  1965 

Staff:  James  Slawny 


Committee  on  Laboratory  Evaluation 


(Bylaws) 

James  B.  Hartney,  Chairman 

410  Lake  St.,  Oak  Park  1967 

Thomas  P.  deGraffenried 

Deval  Shopping  Center,  DeKalb  1967 
John  Maloney 

1107  Broadway,  Normal  1966 

Theodore  Z.  Polley 

120  Scott  St.,  Joliet  1965 

Jack  Williams 

Prudential  Plaza,  Chicago  1966 

Staff:  Paul  S.  Swarts 


Committee  on  Medical  Education  (Bylaws) 


Daniel  Ruge,  Chairman 
700  N.  Michigan  Ave.,  Chicago  1966 
Herschel  L.  Browns 

1800  Wilson  Ave.,  Chicago  1965 

Donald  H.  Dexter 

531  E.  Grant  St.,  Macomb  1967 

J.  Mather  Pfeiffenberger 

200  W.  Third  St.,  Alton  1966 

Clifton  L.  Reeder 

310  S.  Michigan  Ave.,  Chicago  1967 

Staff:  Albert  G.  Boeck 


Committee  on  Occupational  Health 
(Bylaws) 

Edward  C.  Holmblad,  Chairman 
1350  N.  Lake  Shore  Dr.,  Chicago 
Milton  H.  Kronenberg 
600  W.  Washington  St., 

East  Peoria 
Arthur  S.  J.  Petersen 

11406  S.  Parnell  Ave.,  Chicago 
Arthur  E.  Sulek 

1902  Seventh  St.,  Rockford 
Chester  R.  Zeiss 
208  S.  LaSalle  St.,  Chicago 
Staff:  Paul  S.  Swarts 


Committee  on  Prepayment  Plans  and 


Organization  (Bylaws) 

Maurice  M.  Hoeltgen,  Chairman 

1836  W.  87th  St.,  Chicago  1967 

Philip  C.  Lynch 

1314  N.  Main  St.,  Decatur  1966 

Michael  Saxon 

Oswego  1967 

H.  Kenneth  Scatliff 

4753  N.  Broadway,  Chicago  1966 

E.  Lee  Strohl 

122  S.  Michigan  Ave.,  Chicago  1965 

Staff:  Walter  R.  Livingston 

Committee  on  Public  Safety  (Bylaws) 
Julius  M.  Kowalski,  Chairman 

436  Park  Ave.  East,  Princeton  1967 

George  H.  Irwin 

1791  Howard  St.,  Chicago  1967 

Edwin  A.  Lee 

501  S.  13th  St.,  Springfield  1966 

Frank  W.  Newell 

4500  N.  Mozart  Ave.,  Chicago  1966 

Walter  Plassman 

P.O.  Box  335,  Ashley  1965 

Auxiliary  Representation  : 

Mrs.  Preston  Houk 


207  Parkview  Dr.,  Bloomington 
Staff:  James  Slawny 

(Appointed  by  the  Board  of  Trustees) 

Responsibilities  and  Purposes  Described  in 
Constitution  and  Bylaws 

Committee  on  Archives  (Bylaws) 

Emmet  F.  Pearson,  Chairman 
701  N.  Walnut,  Springfield  1967 

Clifford  E.  Smith 

261  E.  Lincoln  Hwy.,  DeKalb  1965 
Leo  Zimmerman 

55  E.  Washington  St.,  Chicago  1966 

Staff:  Paul  S.  Swarts 

Subcommittee  on  Museum  of  Medical  History 
The  Committee  on  the  Museum  of  Medical 
History  shall  be  a subcommittee  of  the  Archives 
Committee,  and  shall  be  responsible  for  the  es- 
tablishment of  a Museum  of  Medical  Progress 
in  Illinois.  It  shall  collect  items  of  medical  his- 
torical importance  and  cooperate  with  the  His- 
torical Museum  of  the  State  of  Illinois  and 
various  historical  societies  in  the  education  of 
the  public  on  the  importance  of  medicine  as  it 
pertains  to  the  documentation  of  the  progress 
which  has  been  made  in  the  care  and  treatment 
of  patients  in  Illinois. 

Committee  on  Constitution  and  Bylaws 
(Bylaws) 

Andrew  J.  Brislen,  Chairman 

6060  S.  Drexel  Blvd.,  Chicago  1965 


1967 

1966 

1966 

1967 
1965 
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David  S.  Fox 

826  E.  61st  St.,  Chicago  1967 

Wayne  N.  Leimbach 

987  Oak  Ave.,  Aurora  1967 

M.  Mijanovich 

556  E.  Grant  St.,  Marengo  1966 

Charles  J.  Weigel 

7579  Lake  St.,  River  Forest  1966 


Ex-Officio  : 

E.  W.  Cannady,  Speaker, 

House  of  Delegates 
Staff:  Frances  C.  Zimmer 

Committee  on  Impartial  Medical  Testimony 


(Bylaws) 

Clinton  L.  Compere,  Chairman 

720  N.  Michigan  Ave.,  Chicago  1967 
Francis  E.  Bihss 

4601  State  St.,  East  St.  Louis  1965 
R.  Gregory  Green 

1355  Charles  St.,  Rockford  1967 

Roger  A.  Harvey 

840  S.  Wood  St.,  Chicago  1966 

Samuel  A.  Levinson 

3730  Lake  Shore  Dr.,  Chicago  1967 

Maurice  D.  Murfin 

250  N.  Water  St.,  Decatur  1966 

Harry  D.  Nesmith 

RFD  #1,  Salem  1966 

Leo  P.  A.  Sweeney 

10725  S.  Western  Ave.,  Chicago  1965 
Harold  C.  Voris 

30  N.  Michigan  Ave.,  Chicago  1965 

Consultant: 

Edmund  F.  Foley 


359  N.  Ridgeland  Ave.,  Oak  Park 

Ex-Officio  : 

Frank  J.  Jirka,  Jr., 

1507  Keystone  Ave.,  River  Forest 
Staff:  Paul  S.  Swarts 

Committee  on  Legislation  (Bylaws) 


V.  P.  Siegel,  Chairman 

4601  State  St.,  East  St.  Louis  1965 
J.  Ernest  Breed 

55  E.  Washington  St.,  Chicago  1965 
George  B.  Callahan 

4 S.  Genesee  St.,  Waukegan  1967 

H.  Close  Hesseltine 

5841  S.  Maryland  Ave.,  Chicago  1966 
C.  J.  Jannings,  III 

101  E.  Center  St.,  Fairfield  1966 

Ex-Officio  : 

Frank  J.  Jirka,  Jr. 


1507  Keystone  Ave.,  River  Forest 
Ralph  N.  Redmond 

101  E.  Miller  Rd.,  Sterling 
Philip  G.  Thomsen 

13828  Lincoln  Ave.,  Dolton 


Auxiliary  Representation  : 

Mrs.  Fred  C.  Endres 
229  E.  Glen  Ave.,  Peoria 
Mrs.  John  Van  Prohaska 

5830  Stony  Island  Ave.,  Chicago 
Mrs.  Eugene  Vickery 
602  Oak  St.,  Lena 
Mrs.  Wilson  West 

14  Oakwood  Dr.,  Belleville 

Legal  Counsel: 

John  W.  Neal 

310  S.  Michigan  Ave.,  Chicago 
Frank  Pfeifer 

510  Monroe  St.,  Springfield 
Staff:  Paul  S.  Swarts 

Committee  on  Medical  Benevolence  (Bylaws) 
Keith  H.  Frankhauser,  Chairman 
Avon 

Raleigh  C.  Oldfield 

715  Lake  St.,  Oak  Park 
John  H.  Steinkamp 

824  Van  Buren  St.,  Belvidere 
Staff:  Roger  N.  White 
Medical-Legal  Committee  (Bylaws) 

Luis  V.  Amador,  Chairman 
700  N.  Michigan  Ave.,  Chicago 
Clinton  L.  Compere 

720  N.  Michigan  Ave.,  Chicago 
W.  W.  Dalitsch 

718  Mountain  Rd.,  Lake  Bluff 
Darrell  H.  Trumpe 

St.  John’s  Sanatorium,  Springfield  1966 


George  C.  Turner 

670  N.  Michigan  Ave.,  Chicago  1966 
Staff:  Paul  S.  Swarts 

Committee  on  Public  Relations  (Bylaws) 
Leo  P.  A.  Sweeney,  Chairman 

10725  S.  Western  Ave.,  Chicago  1967 
Andrew  J.  Brislen 

6060  Drexel  Blvd.,  Chicago  1965 

Matthew  B.  Eisele 

4601  State  St.,  East  St.  Louis  1967 
Albert  E.  Steer 

701  N.  Walnut  St.,  Springfield  1965 
Charles  J.  Weigel 

7579  Lake  St.,  River  Forest  1966 

Ex-Officio: 

Jacob  E.  Reisch 


1129  S.  2nd  St.,  Springfield 
Staff:  James  Slawny 

Radio-Television  Sub-Committee 
Leo  P.  A.  Sweeney,  Chairman 
10725  S.  Western  Ave.,  Chicago 
Max  Klinghoffer 

127  E.  Vallette,  Elmhurst 
Bertram  B.  Moss 

5360  N.  Lincoln,  Chicago 


1967 

1966 
1965 

1965 

1967 
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Committee  on  Scientific  Assembly  (Bylaws) 
William  M.  Lees,  Chairman 

7000  N.  Kenton  Ave.,  Lincolnwood  1965 
Louis  D.  Boshes 

30  N.  Michigan  Ave.,  Chicago  1965 
John  B.  Condon 

30  N.  Michigan  Ave.,  Chicago  1965 
Richard  A.  DeWall 

1041  Jackson  Ave.,  River  Forest  1967 
Robert  T.  Fox 

2136  Robin  Crest  Lane,  Glenview  1966 
Chauncey  C.  Maher,  Jr. 

709  Myers  Bldg.,  Springfield  1965 

Charles  P.  McCartney 

5841  S.  Maryland  Ave.,  Chicago  1966 
Harold  McGinnis 

2304  E.  Oakland  Ave.,  Bloomington  1967 
Robert  G.  Page 

950  E.  59th  St.,  Chicago  1967 

Gordon  L.  Snider 

7936  S.  Luella  Ave.,  Chicago  1966 

J.  Robert  Thompson 

1129  N.  Elmwood  Ave.,  Oak  Park  1966 

Auxiliary  Representation  : 

Mrs.  Glen  Harrison 

148  N.  Ahwahnee  Rd.,  Lake  Forest 
Mrs.  Richard  E.  Westland 
5114  Farwell  Ave.,  Skokie 
Staff:  Albert  G.  Boeck 

Section  Officers — Annual  Convention 

Scientific  Sections 

Allergy : 

Chairman:  Arthur  H.  Rosenblum,  2231  E. 
67th  St.,  Chicago 

Secretary:  John  Hyde,  715  Lake,  Oak  Park 
Anesthesiology  : 

Chairman:  Vincent  J.  Collins,  1825  W.  Harri- 
son St.,  Chicago 

Secretary:  John  T.  Nelson,  St.  Joseph’s  Hospi- 
tal, Elgin 
Dermatology  : 

Chairman:  H.  J.  Burstein,  250  N.  Water  St., 
Decatur 

Secretary:  Louis  Rubin,  2300  N.  Rockton  Ave., 
Rockford 


Eye,  Ear,  Nose  & Throat: 

Chairman:  Roland  I.  Pritikin,  Talcott  Bldg., 
Rockford 

Secretary:  Emanuel  M.  Skolnik,  1853  W.  Polk 
St.,  Chicago 
Medicine 

Chairman:  Roy  J.  Philipp,  Box  1030,  Carbon- 
dale  Clinic,  Carbondale 

Secretary:  Angelo  P.  Creticos,  67  E.  Madison 
St.,  Chicago 

Neurology  & Psychiatry 

Chairman:  Louis  Boshes,  30  N.  Michigan 
Ave.,  Chicago 

Secretary:  Harold  E.  Himwich,  Galesburg 
State  Research  Hospital,  Galesburg 
Obstetrics  & Gynecology 

Chairman:  Paul  A.  Raber,  149  W.  King  St., 
Decatur 

Secretary:  Alan  Sampson,  Shady  Lane,  Elm- 
hurst 

Pathology : 

Chairman:  Joseph  D.  Boggs,  707  W.  Fullerton 
Ave.,  Chicago 

Secretary:  J.  Robert  Thompson,  5601  N.  Pula- 
ski Rd.,  Chicago 
Pediatrics  : 

Chairman:  Ellis  H.  Harris,  363  Park  Ave., 
Glencoe 

Secretary:  Paul  P.  Pierce,  1900  Brown  St., 
Alton 

Physical  Medicine: 

Chairman:  Y.  T.  Oester,  706  S.  Wolcott  St., 
Chicago 

Secretary:  H.  Worley  Kendall,  619  N.  Glen 
Oak,  Peoria 

Preventive  Medicine  and  Public  Health 

Chairman:  Charles  A.  Lang,  222  E.  Willow, 
Wheaton 

Secretary:  John  B.  Hall,  329  S.  Wood  St., 
Chicago 
Radiology 

Chairman:  Fredric  D.  Lake,  2520  N.  Lake- 
view,  Chicago 

Secretary:  Howard  C.  Neucks,  602  W.  Univer- 
sity, Urbana 
Surgery : 

Chairman:  Harold  V.  Norris,  4th  Floor  Farm- 
ers Bank  Bldg.,  Jacksonville 

Secretary:  James  A.  Rooney,  948  N.  East 
Ave.,  Oak  Park 
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Committees  Appointed  by  the 
Board  of  Trustees 


Committees  within  the  Board 

Committee  on  Committees 
Caesar  Portes,  Chairman 
Bernard  Klein 
Ted  LeBoy 
Jacob  E.  Reisch 
Wm.  H.  Schowengerdt 
W.  C.  Scrivner 
C.  K.  Wells 
Paul  P.  Youngberg 

Staff:  Robert  L.  Richards 

Educational  & Scientific  Foundation 

Harlan  English,  Chairman,  Immediate  Past 
President 

William  E.  Adams,  Chairman  of  the  Board 
Edward  A.  Piszczek,  President 
Jacob  E.  Reisch,  Secretary-Treasurer 
Ex-Officio  : 

Robert  L.  Richards,  Executive  Admin- 
istrator 

Staff:  Albert  G.  Boeck 

Executive  Committee 
William  E.  Adams,  Chairman,  Chairman  of 
the  Board 

Edward  A.  Piszczek,  President 
Burtis  E.  Montgomery,  President-Elect 
Jacob  E.  Reisch,  Secretary-Treasurer 
Harlan  English,  Trustee-at-Large 
Carl  E.  Clark,  Chairman,  Finance  Committee 
Newton  DuPuy,  Chairman,  Policy  Committee 
Staff:  Robert  L.  Richards 

Finance  Committee 
Carl  E.  Clark,  Chairman 
Jacob  E.  Reisch 
Ralph  N.  Redmond 
Philip  Thomsen 

Staff:  Robert  L.  Richards 

Policy  Committee 

Newton  DuPuy,  Chairman 
Arthur  F.  Goodyear 
Frank  J.  Jirka 

Staff:  Frances  C.  Zimmer 

Other  Board  Committees 

Committee  on  Aging  (Board  of  Trustees) 
Edward  W.  Cannady,  Chairman 
4601  State  St.,  East  St.  Louis 
Preston  V.  Dilts 

1025  S.  Seventh  St.,  Springfield 


Edward  E.  Gordon 

8655  S.  University  Ave.,  Chicago 
Ray  C.  Johnston 

1616  Grand  Ave.,  Waukegan 
Joseph  R.  Mallory 
Link  Clinic,  Mattoon 
Ernest  G.  McEwen 

686  Church  St.,  Evanston 
Henry  T.  Ricketts 

950  E.  59th  St.,  Chicago 
Lawrence  J.  Rossi 

Hopedale  Complex,  Hopedale 
Martin  H.  Seifert 

1035  Forest  Ave.,  Wilmette 
Roger  F.  Sondag 

518  State  Office  Bldg.,  Springfield 
Thomas  T.  Tourlentes 

Research  Hospital,  Galesburg 
Henry  M.  Wilson,  Jr. 

1101  Main  St.,  Peoria 

Auxiliary  Representation  : 

Mrs.  Howard  A.  Lowy 

112  Pekin  Ave.,  East  Peoria 
Staff:  Walter  R.  Livingston 

Responsibilities  and  Purposes 

The  functions  of  the  Committee  on  Aging 
encompass  the  broad  field  of  aging  with  special 
consideration  for  the  types  of  medical  services 
and  patterns  of  care  available  to  the  aging  and 
the  economics  involved.  The  committee  coop- 
erates with  the  American  Medical  Association’s 
Committee  on  Aging  and  other  appropriate 
agencies. 

Included  among  the  committee’s  activities  are 
the  study  and  support  of  expansion  of  additional 
home  care  programs  in  Illinois;  relationships 
with  nursing  homes,  home  nursing,  homemaker 
programs,  and  other  programs  involving  services 
oriented  toward  the  aging;  and  liaison  with 
other  agencies  having  a similar  interest. 

By  direction  of  the  1964  House  of  Delegates, 
major  emphasis  during  the  coming  year  is  to  be 
directed  toward  implementation  of  county  medi- 
cal society  programs  described  in  the  Manual  on 
Aging,  through  the  active  encouragement  and 
assistance  of  the  District  Committees  on  Aging 
and  the  State  Committee. 

Committee  to  Study  the  Annual  Convention 
(Board  of  Trustees) 

George  F.  Lull,  Chairman 
400  E.  Randolph  St.,  Chicago 
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E.  Chester  Bone 

800  W.  State  St.,  Jacksonville 
Edwin  S.  Hamilton 

151  N.  Schuyler  Ave.,  Kankakee 
William  M.  Lees 

7000  N.  Kenton  Ave.,  Lincolnwood 

H.  Marchmont-Robinson 

14  E.  Jackson  Blvd.,  Chicago 
Norman  Powers 

3125  Prospect  Rd.,  Peoria 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

This  committee  was  appointed  to  make  a five- 
year  study  of  the  ISMS  Annual  Convention;  to 
review  and  evaluate  its  scientific  effectiveness; 
to  study  its  pattern  of  relying  on  scientific  sec- 
tions for  the  major  portion  of  the  program;  to 
judge  its  value  to  Illinois  physicians;  and  to 
recommend  to  the  Committee  on  Scientific  As- 
sembly any  changes  which  would  improve  the 
convention. 

Liaison  Committee  to  Blue  Cross-Blue 
Shield  (Board  of  Trustees) 

I.  E.  Bartlett,  Chairman 

325  W.  Wesley  Ave.,  Wheaton 
Chairman,  Committee  on  Medical 
Economics 
C.  Elliott  Bell 

964  Citizens  Bldg.,  Decatur 

Chairman,  Committee  on  Relative  Value 
Maurice  M.  Hoeltgen 

1836  W.  87th  St.,  Chicago 

Chairman,  Committee  on  Prepayment 
Plans  and  Organizations 
Daniel  Ruge 

700  N.  Michigan  Ave.,  Chicago 
Chairman,  Committee  on  Medical 
Education 

Staff:  Walter  R.  Livingston 

Responsibilities  and  Purposes 

The  function  of  the  committee  is  to  provide 
a channel  of  communication  between  Blue  Cross- 
Blue  Shield  Plans  and  the  Illinois  State  Medical 
Society  on  matters  of  mutual  concern.  Specific 
problems  which  may  arise  as  a result  of  this 
liaison  will  be  referred  to  appropriate  commit- 
tees for  detailed  study. 

Committee  on  Cancer  Control 
(Board  of  Trustees) 

Augusta  Webster,  Chairman 
55  E.  Washington  St.,  Chicago 
Kent  W.  Barber 

1416  Maine  St.,  Quincy 
Warren  H.  Cole 

840  S.  Wood  St.,  Chicago 
Robert  Field 

13000  S.  Maple  Ave.,  Blue  Island 


Russell  M.  Jensen 

319  N.  Main  St.,  Monmouth 
Franklin  J.  Moore 

55  E.  Washington  St.,  Chicago 
R.  G.  Mrazek 

3239  S.  Oak  Park  Ave.,  Berwyn 
W.  R.  Scott 

Carbondale  Clinic,  Carbondale 
Thomas  Sellett 

101  E.  Miller  Rd.,  Sterling 
R.  F.  Sondag 

518  State  Office  Bldg.,  Springfield 
Ex-Officio: 

J.  Ernest  Breed 

55  E.  Washington  St.,  Chicago 
Caesar  Portes 

25  E.  Washington  St.,  Chicago 
Auxiliary  Representation  : 

Mrs.  Newton  DuPuy 

1842  Grove  Ave.,  Quincy 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

The  committee  shall  serve  as  a source  of  in- 
formation on  cancer  matters  for  the  ISMS.  It 
shall  evaluate  available  information  and  make 
recommendations  to  the  Board  on  the  position 
the  ISMS  should  take  in  this  area  of  scientific 
endeavor.  It  shall  cooperate  with  institutions 
and  voluntary  health  agencies  in  disseminating 
information  on  cancer  subjects  to  the  profession 
and  to  the  public.  It  shall  be  on  the  alert  for 
misleading  or  fallacious  programs  and  informa- 
tion which  need  correction  for  the  protection  of 
the  public. 

Committee  on  Cardiovascular  Disease 
(Board  of  Trustees) 

Oglesby  Paul,  Chairman 

1012  Westmoor  Rd.,  Winnetka 
Wright  Adams 

5755  Harper  Ave.,  Chicago 
Hugh  S.  Espey 

25  Lincoln  Hill,  Quincy 
Arnold  S.  Moe 

4601  State  St.,  East  St.  Louis 
A.  Paul  Naney 
433  E.  7th,  Flora 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

The  committee  shall  serve  as  a source  of  in- 
formation on  cardiovascular  disease  matters  for 
the  ISMS.  It  shall  evaluate  available  information 
and  make  recommendations  to  the  Board  for  the 
position  the  ISMS  should  take  on  issues  in  this 
area  of  scientific  endeavor.  It  shall  cooperate 
with  institutions  and  voluntary  health  agencies 
in  disseminating  information  on  cardiovascular 
subjects  to  the  profession  and  to  the  public.  It 
shall  be  on  the  alert  for  misleading  or  fallacious 
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programs  and  information  which  need  correc- 
tion for  the  protection  of  the  public. 

Special  Committee  to  Study  the  Policies  of 
the  Chamber  of  Commerce  of  the  United 
States  (Board  of  Trustees) 

Edward  A.  Piszczek,  CHAIRMAN,  President 
6410  N.  Leona  Ave.,  Chicago 
Newton  DePuy,  Chairman  of  Policy  Com- 
mittee 

1101  Maine  St.,  Quincy 
Burtis  E.  Montgomery,  President-Elect 
37  S.  Main  St.,  Harrisburg 

Ex-Officio:  Robert  L.  Richards 
Staff:  Robert  L.  Richards 

Responsibilities  and  Purposes 

The  purpose  of  the  committee  is  inherent  in 
its  title,  but  if  the  committee  finds  reason  to 
believe  that  the  policies  of  the  Chamber  should 
be  altered,  it  will  be  necessary  to  schedule  a 
hearing  with  the  Policy  Committee  of  the 
Chamber.  Procedures  for  changes  in  policy  are 
firmly  established.  Copies  of  the  Chamber  Poli- 
cies are  available  to  the  committee. 

Committee  on  Child  Health 
(Board  of  Trustees) 

Ralph  Kunstadter,  Chairman 
664  N.  Michigan  Ave.,  Chicago 
Oliver  Crawford 

4911  S.  Greenwood  Ave.,  Chicago 
Eugene  F.  Diamond 

11618  Oakley  Ave.,  Chicago 
R.  E.  Dukes 

602  W.  University  Ave.,  Urbana 
W.  W.  Fullerton 

101  N.  Market  St.,  Sparta 
Edward  Hess 

55  E.  Washington  St.,  Chicago 
H.  R.  Hone 

151  Herrick  Rd.,  Riverside 
Edward  F.  Lis 

840  S.  Wood  St.,  Chicago 
Fred  P.  Long 

2116  N.  Sheridan  Rd.,  Peoria 
J.  Keller  Mack 

922  S.  4th  St.,  Springfield 
Franklin  A.  Munsey 

1429  Myott  Ave.,  Rockford 
Kenneth  S.  Nolan 

172  Schiller,  Elmhurst 
H.  F.  Philipsborn,  Jr., 

Box  11,  Glencoe 
William  H.  Schwingel 
57  Fox  St.,  Aurora 
W.  G.  Steiner 

140  W.  Sale  St.,  Tuscola 
Norman  T.  Welford 
656  58th  St.,  Hinsdale 
W.  M.  Whitaker 

1416  Maine  St.,  Quincy 
Staff:  Albert  G.  Boeck 


Responsibilities  and  Purposes 

The  committee  shall  serve  as  a source  of  in- 
formation on  matters  pertaining  to  child  health. 
It  shall  evaluate  available  information  and  make 
recommendations  to  the  Board  for  the  position 
the  ISMS  should  take  on  issues  in  this  area  and 
co-operate  with  institutions  and  voluntary  health 
agencies  in  disseminating  information  pertinent 
to  general  child  health.  It  shall  be  on  the  alert 
for  misleading  or  fallacious  programs  and  infor- 
mation which  need  correction  for  the  protection 
of  the  public.  It  shall  conduct  educational  pro- 
grams for  public  enlightenment  for  the  encour- 
agement and  the  establishment  of  school  health 
councils ; and  strive  for  increased  services  for 
exceptional  children.  It  shall  conduct,  in  coopera- 
tion with  the  Maternal  Welfare  Committee,  re- 
search on  neonatal  mortality  through  the  state ; 
and  seek  the  formulation  and  adoption  of  uni- 
form school  health  records. 

Committee  on  Continuing  Education 
(Board  of  Trustees) 

Robert  J.  Freeark,  Chairman 
Cook  County  Hospital 

1825  W.  Harrison  St.,  Chicago 
Chicago  Medical  School 
Hyman  J.  Zimmerman 

5000  East  End  Ave.,  Chicago 
University  of  Chicago 
Leon  O.  Jacobson 

950  E.  59th  St.,  Chicago 
University  of  Illinois 
Louis  R.  Limarzi 

910  N.  East  Ave.,  Oak  Park 
Northwestern  University 
Joseph  H.  Skom 

303  E.  Superior  St.,  Chicago 
Michael  Reese  Hospital 
Ralph  H.  Kunstadter 

664  N.  Michigan  Ave.,  Chicago 
Passavant  Memorial  Hospital 
Harold  Laufman 

303  E.  Superior  St.,  Chicago 
Presbyterian-St.  Luke’s  Hospital 
Edwin  N.  Irons 

122  S.  Michigan  Ave.,  Chicago 
St.  Louis  (Mo.)  University 
J.  Mather  Pfeiffenberger 
200  W.  Third  St.,  Alton 
Stritch  School  of  Medicine-Loyola  University 
William  M.  Lees 

7000  N.  Kenton  Ave.,  Lincolnwood 
Washington  University  (Missouri) 

Hubert  L.  Allen 

604  E.  Broadway,  Alton 
James  A.  Weatherly 

108  N.  14th  St.,  Murphysboro 
Ex-Officio  : 

William  E.  Adams 

5805  S.  Dorchester  Ave.,  Chicago 
Staff:  Albert  G.  Boeck 
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Responsibilities  and  Purposes 

The  committee  shall  provide  a program  of 
continuing  education  for  the  practicing  physi- 
cians of  Illinois.  This  shall  include  courses  in 
specific  medical  subjects  as  requested  by  com- 
ponent societies  as  well  as  speakers  on  scientific 
subjects.  The  committee  shall  solicit  individuals 
or  teams  from  the  medical  schools  in  Illinois, 
the  hospitals  and  research  centers  and  the 
body  of  practitioners  to  present  this  program 
of  continuing  education.  It  shall  study  more 
effective  means  of  presenting  educational  ma- 
terial throughout  the  state.  It  shall  provide 
additional  services  to  component  societies  as 
are  deemed  necessary  to  the  conduct  of  an 
effective  program. 

Committee  on  Drug  Manual 
(Board  of  Trustees) 

James  A.  Weatherly,  Chairman 
108  N.  14th  St.,  Murphysboro 
Robert  C.  Muehrcke 

1753  W.  Congress  Pkwy.,  Chicago 
Theodore  R.  Van  Dellen 

435  N.  Michigan  Ave.,  Chicago 
Consultants : 

Theodore  R.  Sherrod,  M.D.,  Ph.D. 

1853  W.  Polk  St.,  Chicago 
Louis  Gdalman,  R.  Ph. 

1753  W.  Congress  Pkwy.,  Chicago 
Staff:  Walter  R.  Livingston 

Responsibilities  and  Purposes 

In  keeping  with  the  directive  of  the  1964 
House  of  Delegates,  the  committee  will  continue 
to  work  with  the  Illinois  Department  of  Public 
Aid  in  an  effort  to  keep  the  Drug  Manual  current 
and  effective.  When  suggestions  and  comments 
from  the  membership  are  submitted  to  the  com- 
mittee, it  will  review  them  and  present  them  to 
the  Department  of  Public  Aid  when  necessary. 
All  matters  affecting  changes  in  policy  should 
be  coordinated  with  the  Medical  Advisory  Com- 
mittee. 

Editorial  Board  (Board  of  Trustees) 

Samuel  A.  Levinson,  Chairman 
3730  Lake  Shore  Dr.,  Chicago 
Frederick  H.  Falls 
P.  O.  Box  47,  River  Forest 
Edwin  F.  Hirsch 

5830  Stony  Island  Ave.,  Chicago 
James  H.  Hutton 

67  E.  Madison  St.,  Chicago 
Julius  M.  Kowalski 

436  Park  Ave.,  East,  Princeton 
Harvey  Kravitz 

2341  W.  Devon  Ave.,  Chicago 
Francis  L.  Lederer 

1853  W.  Polk  St.,  Chicago 


Charles  Mrazek 

1210  Robinhood  Ln.  LaGrange  Park 
Clarence  J.  Mueller 

108  W.  4th  St.,  Sterling 
Jacob  E.  Reisch 

1129  S.  2nd  St.,  Springfield 
Arkell  M.  Vaughn 

2015  E.  79th  St.,  Chicago 
Edward  F.  Webb 

5112  Oakton  St.,  Skokie 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

The  responsibilities  of  this  committee  lie  in 
the  area  of  the  editorial  content  of  the  Illinois 
Medical  Journal.  It  shall  make  recommendations 
to  the  editor  concerning  the  scientific  content, 
regular  features  and  subjects  of  special  interest 
to  the  members.  It  shall  serve  as  a review  board 
for  manuscripts  which  the  editor  believes  re- 
quire special  medical  evaluation.  It  shall  assist 
the  editor  in  any  way  possible  to  obtain  and 
present  medical  manuscripts  of  the  highest 
quality  and  maximum  interest  to  the  physicians 
of  Illinois. 

Committee  on  Environmental  Health 
(Board  of  Trustees) 

Edward  Press,  Chairman 
202  Burnham  PI.,  Evanston 
Robert  J.  Maganini 
727  Hickory,  Hinsdale 
Milton  H.  Kronenberg 

Caterpillar  Tractor  Co.,  Peoria 
Director,  Department  of  Public  Health 
Franklin  D.  Yoder 
State  Office  Bldg., 

400  S.  Spring  St.,  Springfield 
Chairman,  Child  Health  Committee 
Ralph  H.  Kunstadter 

664  N.  Michigan  Ave.,  Chicago 
Chairman,  Laboratory  Evaluation  Committee 
James  B.  Hartney 

333  Sturges  Pkwy.,  Elmhurst 
Chairman,  Committee  on  Narcotics  & Hazard- 
ous Substances 
Ross  A.  Schlich 

2828  S.  5th  St.,  Springfield 
Chairman,  Committee  on  Occupational  Health 
Edward  C.  Holmblad 

1350  Lake  Shore  Dr.,  Chicago 
Chairman,  Committee  on  Radiation 
Howard  C.  Burkhead 

Evanston  Hospital  Association 
2650  Ridge  Ave.,  Evanston 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

The  committee  is  responsible  for  medicine’s 
interest  in  the  relationship  of  man  to  his  sur- 
roundings, particularly  those  areas  which  per- 
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tain  to  the  control  of  transmissible  disease;  air, 
water  and  soil  pollution ; health  problems  related 
to  population  growth;  urbanization  and  tech- 
nicological  developments  bearing  on  the  ecology 
of  man. 

Committee  on  Ethical  Relations 
(Board  of  Trustees) 

Charles  Allison,  Chairman 
1309  Court  St.,  Kankakee 
V.  B.  Adams 

301  E.  Jefferson  St.,  Macomb 
Jerome  Joseph  Burke 

225  Center  St.,  Grayslake 
Carl  Steinhoff 

8909  N.  Kilpatrick,  Skokie 
Warren  W.  Young 

358  E.  115th  St.,  Chicago 
Staff:  James  Slawny 

Responsibilities  and  Purposes 

The  responsibilities  of  this  committee  include 
matters  involving  interpretations  of  the  Prin- 
ciples of  Medical  Ethics,  violations  of  the  Con- 
stitution and  Bylaws  of  the  ISMS,  and  its  com- 
ponent societies,  and  charges  of  misconduct 
against  members  of  the  Society.  It  shall  serve 
as  an  appellate  body  to  hear  and  review  cases 
involving  these  matters  arising  from  appeals 
made  to  the  Board  by  members  of  the  Society. 

Committee  on  Eye  Health  (Board  of  Trustees) 
Frank  W.  Newell,  Chairman 
4500  N.  Mozart  St.,  Chicago 
Peter  C.  Kronfeld 

914  Cherokee  Rd.,  Wilmette 
Walter  Stevenson 
1124  Broadway,  Quincy 
Manuel  Stillerman 

119  N.  Wabash  Ave.,  Chicago 
M.  Byron  Weisbaum 

1211  S.  6th  St.,  Springfield 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

The  committee  shall  serve  as  a source  of  in- 
formation on  eye  health  matters  for  the  ISMS. 
It  shall  evaluate  available  information  and  make 
recommendations  to  the  Board  for  the  position 
the  ISMS  should  take  on  issues  in  this  area, 
and  cooperate  with  institutions  and  voluntary 
health  agencies  in  disseminating  information  on 
eye  health  subjects  to  the  profession  and  to  the 
public.  It  shall  be  on  the  alert  for  misleading  or 
falacious  programs  and  information  which  need 
correction  for  the  protection  of  the  public. 

Committee  on  Fee  Schedules 
(Board  of  Trustees) 

George  F.  Lull,  Chairman 
400  E.  Randolph  St.,  Chicago 


C.  Elliott  Bell 
964  Citizens  Bldg.,  Decatur 
Maurice  M.  Hoeltgen 

1836  W.  87th  St.,  Chicago 
Franklin  J.  Moore 

55  E.  Washington  St.,  Chicago 
Carl  F.  Steinhoff 

720  N.  Michigan  Ave.,  Chicago 
Staff:  Walter  R.  Livingston 

Responsibilities  and  Purposes 

The  functions  of  the  Committee  on  Fee 
Schedules  include  the  periodic  review  of  the 
adequacy  and  the  appropriateness  of  payment 
schedules  resulting  from  negotiations  by  the 
Illinois  State  Medical  Society  on  behalf  of  its 
membership,  including  the  Medicare  contract 
and  other  fee  allowances.  Upon  request  of,  and 
with  the  approval  of  the  Board  of  Trustees,  the 
committee  may  renegotiate  fee  schedules  at  ap- 
propriate intervals.  In  conjunction  with  the 
activities  of  other  committees,  the  committee 
may  be  called  upon  to  review  benefit  schedules 
under  prepayment  plans,  health  insurance  plans, 
or  consumer-sponsored  health  care  plans. 

Fifty  Year  Club  Committee 
(Board  of  Trustees) 

Morris  Fishbein,  Chairman 
5454  South  Shore  Dr.,  Chicago 
George  F.  Lull 

400  E.  Randolph  St.,  Chicago 
G.  C.  Otrich 

110  N.  High  St.,  Belleville 
Walter  H.  Theobald 

307  N.  Michigan  Ave.,  Chicago 
Staff:  James  Slawny 

Responsibilities  and  Purposes 

This  committee  shall  administer  the  activities 
of  the  “club”,  composed  of  physicians  who  have 
practiced  medicine  for  50  years  or  more.  The 
committee  makes  arrangements  for  the  annual 
complimentary  luncheon  held  during  the  annual 
convention,  honoring  members  of  the  club. 

Committee  on  Hospital  Relations 
(Board  of  Trustees) 

Noel  G.  Shaw,  Chairman 
2901  Central  St.,  Evanston 
John  A.  Bowman 

300  N.  Main  St.,  Abingdon 
J.  W.  Buser 

4601  State  St.,  East  St.  Louis 
John  M.  Dorsey 

636  Church  St.,  Evanston 
Harlan  English 

909  N.  Logan  Ave.,  Danville 
Kenneth  John  Smith 

2320  High  St.,  Blue  Island 
N.  A.  Thompson 

1301  Pine  St.,  Eldorado 
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Staff:  Walter  R.  Livingston 

Responsibilities  and  Purposes 

Among  the  functions  of  the  committee  are  the 
consideration  of  all  problems  bearing  on  the 
relationship  between  physicians  and  hospitals 
except  those  pertaining  to  medical  training.  A 
prime  objective  of  the  committee  is  to  encourage 
hospital  staffs  to  become  actively  interested  in 
the  economics  of  hospital  operation  and  hospital 
services.  The  committee  maintains  liaison  with 
the  Illinois  Hospital  Association  for  the  purpose 
of  conducting  the  Annual  Joint  Medical— Hos- 
pital Conference.  In  areas  of  health  insurance, 
nursing  and  items  requiring  legislative  action, 
the  committee  should  coordinate  its  activities 
with  the  respective  committees  of  the  Society  to 
avoid  duplication  of  effort. 

The  1964  House  of  Delegates  directed  the 
committee  to  continue  liaison  with  the  Illinois 
Hospital  Association  in  solving  mutual  problems 
pertaining  to  hospital  utilization;  medical,  nurs- 
ing and  administrative  care  of  patients ; hospital 
costs;  accreditation  of  non-accredited  hospitals; 
and  to  improve  physician — hospital  relationships 
in  the  interest  of  patient  care  by  seeking  full 
cooperation  among  medical  staffs. 

Medical  Advisory  Committee  to  the  Illinois 
Department  of  Public  Aid 
(Board  of  Trustees) 

Fred  A.  Tworoger,  Chairman 
9130  Kedvale,  Skokie 
Walter  C.  Bornemeier 
4665  Peterson  Ave.,  Chicago 
Charles  E.  Baldree 
10  E.  Washington  St.,  Belleville 
James  R.  Cooper 

1416  Maine  St.,  Quincy 
George  J.  Dickison 
703  Jefferson  Bldg.,  Peoria 
Chauncey  C.  Maher,  Jr. 

709  Myers  Bldg.,  Springfield 
Rex  0.  McMorris 

619  N.E.  Glen  Oak  Ave.,  Peoria 
George  T.  Mitchell 
Marshall 

Robert  C.  Muehrcke 
1753  W.  Congress  Pkwy.,  Chicago 
Frank  B.  Norbury 

1631  Mound  Ave.,  Jacksonville 
Frank  P.  Skaggs 
203  N.  Vine  St.,  Harrisburg 
John  H.  Steinkamp 
824  Van  Buren  St.,  Belvidere 
R.  Kent  Swedlund 
112  N.  Fourth  St.,  Watseka 
Consultants:  (to  serve  on  call  of  the 
chairman) 

Harlan  English 
909  N.  Logan  Ave.,  Danville 


George  F.  Lull 
400  E.  Randolph  St.,  Chicago 
Edwin  S.  Hamilton 

151  N.  Schuyler,  Kankakee 
Burtis  E.  Montgomery 
Harrisburg 

Staff:  Walter  R.  Livingston 

Responsibilities  and  Purposes 

The  Medical  Advisory  Committee  meets  at 
regular  intervals  with  the  staff  of  the  Illinois 
Department  of  Public  Aid  to  perform  functions 
necessary  to  the  operation  of  the  medical  pro- 
gram under  public  aid.  The  committee  renders 
advisory  decisions  on  matters  of  medical  policy 
in  the  administration  of  the  quality,  quantity, 
and  cost  standards  of  the  various  public  aid  pro- 
grams. The  committee  operates  in  conjunction 
with  an  established  system  of  county  medical 
advisory  committees  and  serves  as  a final  re- 
viewing body.  It  acts  as  a liaison  channel  be- 
tween physicians  and  the  Department  of  Public 
Aid  to  foster  mutual  understanding  and  good  re- 
lationships. 

By  direction  of  the  1964  House  of  Delegates, 
the  committee’s  functions  also  include  a wide 
program  of  education  of  physicians  on  all  levels 
to  explain  the  administrative  details  of  the  care 
of  public  aid  recipients,  and  meetings  with  of- 
ficials of  the  county  departments  of  public  aid 
and  the  local  medical  societies  to  see  what  can  be 
done  to  smooth  the  administrative  machinery  of 
public  assistance  programs  when  necessary. 

Sub-Committee  on  Anesthesiology 
James  A.  Felts,  Chairman 
517  Bainbridge  Rd.,  Marion 
James  H.  Rutledge 

336  S.  Monroe  St.,  Pittsfield 
Max  S.  Sadove 

840  S.  Wood  St.,  Chicago 
Arthur  T.  Shima 

532  N.  Oak  Park  Ave.,  Oak  Park 
C.  H.  Walton 

602  W.  University  Ave.,  Urbana 

Sub-Committee  on  Ophthalmology 
Leo  P.  A.  Sweeney,  Chairman 
10725  S.  Western  Ave.,  Chicago 
Max  Hirschfelder 

408  W.  Second  St.,  Centralia 
Derrick  Vail 

700  N.  Michigan  Ave.,  Chicago 

Sub-Committee  on  Radiology 
John  H.  Gilmore,  Chairman 
1012  Bonita  Dr.,  Park  Ridge 
Fred  H.  Decker 

221  N.  E.  Glen  Oak  Ave.,  Peoria 
George  E.  Irwin,  Jr. 

703  N.  East  St.,  Bloomington 
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L.  S.  Tichy 

5401  Cornell  Ave.,  Chicago 
Wilson  Scott 

1400  Taylor  Dr.,  Carbondale 
Staff:  Walter  R.  Livingston 

Responsibilities  and  Purposes 

The  sub-committees  function  under  the  aegis 
of  the  Medical  Advisory  Committee  in  rendering 
specialized  advice  to  the  staff  of  the  Illinois  De- 
partment of  Public  Aid.  Consultation  from  in- 
dividual members  is  generally  sought  by  tele- 
phone or  letter  regarding  services  to  specific 
patients.  All  matters  affecting  changes  in  policy 
should  be  coordinated  with  the  Medical  Advisory 
Committee. 

Liaison  Committee  to  Illinois  Department 
of  Registration  and  Education 
(Board  of  Trustees) 

Jacob  E.  Reisch,  Chairman 
1129  S.  Second  St.,  Springfield 
H.  Close  Hesseltine 

5841  S.  Maryland  Ave.,  Chicago 
Edward  A.  Piszczek 

6410  N.  Leona  Ave.,  Chicago 
Staff:  Paul  S.  Swarts 

Responsibilities  and  Purposes 

This  committee  was  formed  at  the  request  of 
the  Director  of  the  Department  of  Registration 
and  Education  of  the  State  of  Illinois,  and  shall 
consider  problems  of  mutual  concern  in  the  ai’ea 
of  the  licensing  of  physicians. 

Liaison  Committee  to  Illinois  Osteopathic 
Association  (Board  of  Trustees) 

Walter  C.  Bornemeier,  Chairman 
4665  Peterson  Ave.,  Chicago 
Allison  L.  Burdick,  Sr. 

5906  W.  North  Ave.,  Chicago 
Harlan  English 

909  N.  Logan  Ave.,  Danville 
H.  Close  Hesseltine 

5841  S.  Maryland  Ave.,  Chicago 
George  F.  Lull 

400  E.  Randolph  St.,  Chicago 
Leo  P.  A.  Sweeney 

10725  S.  Western  Ave.,  Chicago 
Ex-Officio: 

John  W.  Neal 

310  S.  Michigan  Ave.,  Chicago 
Staff:  John  W.  Neal 

Responsibilities  and  Purposes 

The  responsibilities  of  this  committee  are  to 
assist  in  developing  rapport,  cooperation  with 
and  understanding  of  the  osteopathic  profession. 
It  shall  function  when  requested  to  do  so  either 
by  (1)  The  American  Medical  Association;  (2) 


The  Illinois  State  Medical  Society;  (3)  The  Illi- 
nois Osteopathic  Association. 

Its  findings  in  any  specific  instance  shall  be 
reported  to  either  the  Board  of  Trustees  or  the 
House  of  Delegates  for  consideration  and  action. 

Liaison  Committee  to  Illinois 
Pharmaceutical  Association 
(Board  of  Trustees) 

George  B.  Callahan,  Chairman 
4 S.  Genesee  St.,  Waukegan 
George  F.  Lull 

400  E.  Randolph  St.,  Chicago 
Edward  A.  Piszczek 

6410  N.  Leona  Ave.,  Chicago 
Staff:  Robert  L.  Richards 

Responsibilities  and  Purposes 

The  functions  of  this  committee  are  to  con- 
sider problems  bearing  on  the  relationship  be- 
tween physicians  and  pharmacists.  A prime 
objective  is  to  develop  a Physicians-Pharmacists 
Code  of  Understanding  and  Cooperation. 

Illinois  Association  of  Professions 
Committee  (Board  of  Trustees) 

George  B.  Callahan,  Chairman 
4 S.  Genesee  St.,  Waukegan 
Charles  Allison 

1309  E.  Court  St.,  Kankakee 
Andrew  J.  Brislen 

6060  S.  Drexel  Ave.,  Chicago 
James  D.  Majarakis 

30  N.  Michigan  Ave.,  Chicago 
Vincent  C.  Sarley 

811  W.  Wellington,  Chicago 
Michael  R.  Saxon 
Oswego 

Ex-Officio: 

Edward  A.  Piszczek,  President 
Robert  L.  Richards 
Staff:  Robert  L.  Richards 

Responsibilities  and  Purposes 

The  responsibilities  of  this  committee  have 
been  established  by  the  Board  of  Trustees  as 
follows:  “Maintain  general  liaison  with  the  of- 
ficers and  members  of  other  professions  . . . 
formally  associate  themselves  into  a body  to 
represent  the  broad  professions  within  the  state 
. . . conduct  programs  and  activities  which  will 
enhance  the  relationships  among  the  professions 
. . . provide  liaison  with  the  Interprofessional 
Council  of  the  State  of  Illinois.” 

Journal  Committee  (Board  of  Trustees) 

Jacob  E.  Reisch,  Chairman 
1129  S.  2nd  St.,  Springfield 
J.  Ernest  Breed 

55  E.  Washington  St.,  Chicago 
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Newton  DuPuy 

1101  Maine  St.,  Quincy 
Frank  J.  Jirka,  Jr. 

1507  Keystone  Ave.,  River  Forest 
Darrell  H.  Trumpe 

St.  John’s  Sanatarium,  Springfield 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

This  committee  shall  be  responsible  for  the 
production  of  the  Illinois  Medical  Journal.  It 
shall  recommend  to  the  Board  of  Trustees  all 
policies  governing  the  editorial,  business  and 
production  aspects  of  the  Journal.  It  shall  super- 
vise the  editor  in  the  selection  and  preparation 
of  all  copy  and  it  shall  establish  standards  for 
the  editorial  content.  It  shall  establish  adver- 
tising policies,  rates,  standards  and  review  all 
new  accounts  prior  to  acceptance,  and  approve 
reprint  and  circulation  policies.  It  shall  conduct 
a periodic  review  of  the  printer’s  contract  and 
solicit  bids  as  indicated.  It  shall  establish  the 
format,  cover,  type  faces  and  general  layout  of 
the  Journal. 

Committee  on  Maternal  Welfare 
(Board  of  Trustees) 

Italics  indicate  alternates 
Robert  R.  Hartman,  Chairman 
316  W.  State  St.,  Jacksonville 
Frederick  H.  Falls,  Chairman  Emeritus  & 
Special  Consultant 
P.O.  Box  47,  River  Forest 

1.  Richard  F.  Whitlock 
860  Summit  St.,  Elgin 

V.  M.  Bowers,  Jr. 

2500  N.  Rockton  Ave.,  Rockford 

2.  William  J.  Farley 
710  Peoria  St.,  Peru 

George  E.  Giffin 

203  Park  Ave.,  East,  Princeton 

3.  Charles  P.  Gaetano 

440  W.  170th  St.,  Hazelcrest 
Melvin  Goodman 

13826  Lincoln,  Dolton 

4.  V.  B.  Adams 

301  E.  Jefferson,  Macomb 
Williams  F.  Chambers 
300  E.  War  Memorial  Dr.,  Peoria 

5.  William  W.  Curtis 

100  W.  Miller,  Springfield 
Donald  M.  Barringer 
118  Walnut,  Lincoln 

6.  Robert  R.  Hartman 

316  W.  State  St.,  Jacksonville 
Hubert  L.  Allen 

604  E.  Broadway,  Alton 

7.  Paul  Raber 

149  W.  King  St.,  Decatur 
James  B.  Waller 

142  E.  Prairie,  Decatur 


8.  Ray  E.  Bucher 

605  Logan  Ave.,  Danville 
Jack  D.  Brodsky 

301  E.  Springfield  Ave.,  Champaign 

9.  Harry  L.  Lewis 

104  S.  Maple  St.,  Benton 
Donald  R.  Risley 

319  Market  St.,  Mt.  Carmel 

10.  Berry  V.  Rife 

209 V2  S.  Main  St.,  Anna 
James  B.  Stotlar 

Medical  Arts  Bldg.,  Pinckneyville 

11.  Joseph  R.  O’Donnell 

444  Park  Blvd.,  Glen  Ellyn 
John  J.  McLaughlin 

1000  W.  Jefferson  St.,  Joliet 
Ex-Officio  : 

Willard  C.  Scrivner 

4601  State  St.,  East  St.  Louis 
Consultants: 

John  H.  Rendok- 

Department  of  Public  Health, 
Springfield 
Franklin  D.  Yoder 

Department  of  Public  Health, 
Springfield 
Augusta  Webster 

Cook  County  Hospital 

1825  W.  Harrison  St.,  Chicago 
Mila  Pierce 

University  of  Chicago 
58th  and  Ellis,  Chicago 
Donaldson  F.  Rawlings 

Department  of  Welfare,  Springfield 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

The  committee  shall  cooperate  with  the  State 
Department  of  Public  Health  in  reducing  the 
maternal  mortality  rate  in  Illinois.  As  a means 
of  achieving  this  goal,  it  shall  review  all  ma- 
ternal deaths  reported  and  send  its  evaluation 
of  the  management  of  the  case  to  the  attending 
physician.  In  similar  fashion,  it  shall  cooperate 
with  the  Joint  Committee  to  Study  Perinatal 
Mortality  to  achieve  its  objectives.  Appropriate 
measures  should  be  taken  to  share  the  results  of 
this  research  with  those  practitioners  in  a posi- 
tion to  apply  it  for  the  benefit  of  their  patients. 

Advisory  Committee  to  Medical  Assistants 
Association  (Board  of  Trustees) 

Maynard  Shapiro,  Chairman 
8911  S.  Chappel  Ave.,  Chicago 
Donald  E.  Dick 

606  S.  Riverside  Dr.,  St.  Charles 
Clarence  G.  Glenn 

148  N.  Edward,  Decatur 
Thomas  R.  Harwood 

365  Moraine  Rd.,  Highland  Park 
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William  G.  McCarthy 
13826  Lincoln  St.,  Dolton 

H.  H.  Pilliger,  Jr. 

1101  Larkin  Ave.,  Elgin 
William  Scanlon 

LaSalle  State  Bank  Bldg.,  LaSalle 
Fred  L.  Stuttle 

1200  Hamilton  Rd.,  Peoria 
Harold  Swanberg 
W.C.U.  Bldg.,  Quincy 
Ex-Officio: 

Carl  E.  Clark 
Sycamore 
Caesar  Portes 

25  E.  Washington  St.,  Chicago 
Philip  G.  Thomsen 

13826  Lincoln  Ave.,  Dolton 
Staff:  James  Slawny 

Responsibilities  and  Purposes 

The  committee  shall  be  responsible  to  the 
Board  for  maintaining  effective  liaison  between 
the  Society  and  the  Illinois  Medical  Assistants 
Association ; it  shall  cooperate  with  county 
medical  societies  in  the  establishment  of  medical 
assistants  associations;  and  shall,  upon  request, 
advise  the  Medical  Assistants  Association  with 
respect  to  programs.  The  committee  shall  council 
with  the  officers  and  committees  of  the  Medical 
Assistants  Association  and  serve  to  maintain 
channels  of  communication  between  the  two 
organizations  at  all  times. 

Committee  on  Medical  Economics 
(Board  of  Trustees) 

I.  E.  Bartlett,  Chairman 

325  W.  Wesley  St.,  Wheaton 
Norris  L.  Brookens 
Carle  Clinic,  Urbana 
Maurice  M.  Hoeltgen 

1836  W.  87th  St.,  Chicago 
John  J.  Holland 

511  Bondi  Bldg.,  Galesburg 
F.  Paul  LaFata 
700  N.  Seventh  St.,  Springfield 
Philip  C.  Lynch 

1314  N.  Main  St.,  Decatur 
Clifton  L.  Reeder 

310  S.  Michigan  Ave.,  Chicago 
Robert  E.  Schettler 

824  Locust  St.,  Red  Bud 
Frederick  Z.  White 

723  N.  Second  St.,  Chilicothe 
Staff:  Walter  R.  Livingston 

Responsibilities  and  Purposes 

By  direction  of  the  1964  House  of  Delegates, 
the  functions  of  the  Committee  on  Medical 
Economics  shall  include  the  continuation  of  its 
efforts  to  make  possible  the  fullest  use  of  the 


Keogh  Act  authorizing  the  formation  of  medical 
corporations,  so  that  corporate  benefit  may  be 
utilized  by  the  State  Society  members;  and  the 
continuation  of  the  investigation  of  various  in- 
surance programs,  including  major  medical  and 
comprehensive  hospital  group  type  policies. 

The  committee  shall  continue  to  assist  in  the 
administration  of  the  presently  sponsored  disa- 
bility program  by  performing  the  adjudication 
services  provided  for  in  the  master  contract. 

Matters  having  an  economic  bearing  on  the 
practice  of  medicine,  including  fact-finding  and 
research  studies  in  the  general  field  of  medical 
economics  shall  be  brought  before  this  commit- 
tee for  consideration. 

Membership  Committee  (Board  of  Trustees) 

H.  Close  Hesseltine,  Chairman 
5841  S.  Maryland  Ave.,  Chicago 
W.  C.  Bornemeier 

4665  Peterson  Ave.,  Chicago 
Casper  Epsteen 
25  E.  Washington  St.,  Chicago 
Harold  E.  Himwich 

Galesburg  State  Research  Hospital, 
Galesburg 
Joseph  O’Malley 

6 N.  Michigan  Ave.,  Chicago 
H.  D.  Scott,  Jr. 

800  W.  State  St.,  Jacksonville 
Staff:  Roland  I.  King 

Responsibilities  and  Purposes 

The  responsibilities  of  this  committee  nave 
been  established  by  the  Board  of  Trustees  as 
follows:  “to  aid  in  any  way  possible  all  county 
medical  societies  in  screening  and  developing 
membership  for  all  ethical  non-members  in  the 
various  county  areas.  No  work  should  be  done 
in  any  county  medical  society  without  a request 
from  the  officers  thereof.” 

Committee  on  Mental  Health 
(Board  of  Trustees) 

Donald  Oken,  Chairman 

5550  Dorchester  Ave.,  Chicago 
Arthur  G.  Baker 

2307  Grand  Ave.,  Waukegan 
Walter  H.  Baer 

410  Main  St.,  Peoria 
Louis  D.  Boshes 

30  N.  Michigan  Ave.,  Chicago 
Irving  Frank 
Sycamore 
Richard  J.  Graff 

100  Barnard  Rd.,  Manteno 
Harry  D.  Nesmith 
Salem 

Harry  Phillips 

7300  State  St.,  East  St.  Louis 
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Albert  Rauh 

725  S.  Second  St.,  Springfield 
F.  L.  Sullivan 

3 W.  Stephenson  St.,  Freeport 
Consultant : 

Harold  M.  Visotsky 
160  N.  LaSalle  St. 

Auxiliary  Representation  : 

Mrs.  August  Martinucci 
1210  Mason  Ave.,  Joliet 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

The  responsibilities  of  this  committee  are  as 
follows : It  shall  serve  as  a source  of  information 
on  mental  health  matters  for  the  ISMS.  It  shall 
evaluate  available  information  and  make  recom- 
mendations to  the  Board  of  Trustees  for  the 
position  the  ISMS  should  take  on  issues  in  this 
area.  It  shall  also  cooperate  with  institutions  and 
voluntary  health  agencies  in  disseminating  in- 
formation on  mental  health  subjects  to  the  pro- 
fession and  the  public.  It  shall  be  on  the  alert 
for  misleading  or  fallacious  programs  and  in- 
formation which  need  correcting  for  the  protec- 
tion of  the  public. 

Committee  on  Narcotics  and  Hazardous 
Substances  (Board  of  Trustees) 

Ross  Schlich,  Chairman 

Memorial  Hospital,  Springfield 
Earl  H.  Blair 

1836  W.  87th  St.,  Chicago 
William  U.  McReynolds 
1101  Maine  St.,  Quincy 
Bertram  B.  Moss 

5360  N.  Lincoln  Ave.,  Chicago 
George  S.  Schwerin 

7443  S.  Exchange  Ave.,  Chicago 
Joseph  S.  Skom 
303  E.  Superior  St.,  Chicago 
David  M.  Slight 

25  E.  Washington  St.,  Chicago 
Staff:  Paul  S.  Swarts 

Responsibilities  and  Purposes 

The  functions  of  this  committee  are:  (1) 
study,  research  and  dissemination  of  educational 
information  on  narcotics  and  hazardous  sub- 
stances to  members  of  the  medical  profession; 

(2)  to  recommend  acceptable  measures  for 
the  control  of  distribution,  the  use  and  disposal 
of  narcotics  and  hazardous  substances,  exclusive 
of  radiation  products  but  including  poison  con- 
trol; 

(3)  to  cooperate  with  official  and  non-official 
agencies  in  all  matters  pertaining  to  this  subject. 

Committee  on  Nursing  (Board  of  Trustees) 

W.  I.  Taylor,  Chairman 
24-28  N.  Main  St.,  Canton 


Angelo  P.  Creticos 

67  E.  Madison  St.,  Chicago 
J.  O.  Firth 

209  W.  Broadway,  Monmouth 
Henrietta  Herbolsheimer 

5528  Hyde  Park  Blvd.,  Chicago 
H.  J.  Kolb 
St.  Joseph 
Anna  A.  Marcus 

4458  W.  Madison  St.,  Chicago 
Ex-Officio  : 

Ted  LeBoy 

330  Gale  Ave.,  River  Forest 
W.  C.  Scrivner 

4601  State  St.,  East  St.  Louis 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

The  major  objective  of  this  committee  is  to 
establish  a close  professional  relationship  be- 
tween the  medical  and  nursing  professions  for 
the  improvement  of  the  health  care  of  the  pa- 
tient. It  should  work  with  representatives  of  the 
nursing  organizations  to  obtain  sound  educa- 
tional programs  for  nurses,  to  improve  the  work- 
ing relationships  of  the  doctor  and  nurse  in  the 
hospital,  and  to  help  establish  work  patterns  for 
nurses  in  the  hospital  which  utilize  the  full  skill 
of  the  nurse  for  the  care  of  the  patient.  The 
committee  should  also  assist  in  programs  to  re- 
cruit more  graduate  nurses,  registered  nurses, 
practical  nurses,  nurses  aids  and  other  ancillary 
nursing  personnel. 

Sub-Committee  on  Technical  Functions  of 
Nursing 

W.  I.  Taylor,  Chairman 
24-28  N.  Main  St.,  Canton 
J.  O.  Firth 

209  W.  Broadway,  Monmouth 
Ted  LeBoy 

330  Gale  Ave.,  River  Forest 

Committee  on  Nutrition  (Board  of  Trustees) 
Paul  A.  Dailey,  Chairman 
620  N.  Main  St.,  Carrollton 
James  R.  Wilson,  Vice  Chairman 
P.  O.  Box  70,  Winnetka 
Fred  C.  Endres 

4609A  Prospect  Rd.,  Peoria  Heights 
John  B.  Hall,  Jr. 

329  S.  Wood  St.,  Chicago 
Warner  H.  Newcomb 

316  W.  State  St.,  Jacksonville 
W.  I.  Taylor 

24-28  N.  Main  St.,  Canton 
Ex-Officio: 

Paul  R.  Cannon 

R.  F.  D.  2,  Box  56,  Yorkville 
Staff:  Albert  G.  Boeck 
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Responsibilities  and  Purposes 

The  Committee  shall  serve  as  a source  of 
information  on  nutrition  matters  for  the  ISMS 
and  evaluate  available  information  and  make 
recommendations  to  the  Board  of  Trustees  for 
the  position  the  ISMS  should  take  on  issues  in 
this  area.  It  shall  cooperate  with  institutions  and 
voluntary  health  agencies  in  disseminating  in- 
formation on  nutrition  subjects  to  the  pro- 
fession and  to  the  public.  It  shall  be  on  the  alert 
for  misleading  or  fallacious  programs  and  in- 
formation which  need  correction  for  the  pro- 
tection of  the  public. 

Joint  Committee  on  Perinatal  Mortality 
(.Board  of  Trustees) 

Representing: 

Child  Health  Committee 

Herbert  F.  Philipsborn,  Jr.,  Chairman 
Box  11,  Glencoe 
Walter  G.  Steiner 

140  W.  Sale  St.,  Tuscola 
Maternal  Welfare  Committee 

William  W.  Curtis,  Co-Chairman 
100  W.  Miller,  Springfield 
Robert  R.  Hartman 

316  W.  State  St.,  Jacksonville 
Harry  L.  Lewis 

104  S.  Maple  St.,  Benton 
Illinois  Society  of  Obstetrics  and  Gynecology 
Paul  A.  Dailey 

620  N.  Main  St.,  Carrollton 
Illinois  Chapter,  American  Academy  of 
Pediatrics 
Leo  G.  Perucca 

602  W.  University,  Urbana 
Illinois  Chapter,  Academy  of  General  Practice 
Simon  Y.  Saltman 

7531  Stony  Island  Ave.,  Chicago 
Illinois  Department  of  Public  Health 
Donaldson  F.  Rawlings 

511  State  Office  Bldg.,  Springfield 
John  H.  Rendok 

511  State  Office  Bldg.,  Springfield 
Illinois  Hospital  Association 
John  A.  Taft,  Jr. 

Administrator,  Delnor  Hospital,  St.  Charles 
Illinois  Nursing  Society 
Velma  Foresman,  R.N. 

1900  W.  Polk  St.,  Chicago 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

This  committee  shall  seek  to  establish  a 
method  of  obtaining  pertinent  information  on 
all  perinatal  mortality  cases  in  Illinois;  to  eval- 
uate these  cases  and  propose  a program  for  the 
reduction  of  perinatal  deaths ; to  conduct  an 
educational  campaign  among  physicians  to  im- 
plement this  program  and  to  recommend  such 


educational  programs  among  lay  groups  as  will 
contribute  to  the  reduction  of  the  incidence  of 
perinatal  mortality  cases. 

Committee  on  Public  Affairs 
(Board  of  Trustees) 

John  A.  Newkirk,  Chairman 
370  Summit  St.,  Elgin 
Walter  C.  Bornemeier 

4665  W.  Peterson  Ave.,  Chicago 
William  W.  Boswell 

2500  N.  Rockton,  Rockford 
Donald  E.  Clark 

Memorial  Hospital,  Springfield 
Justin  Fleischmann 

320  S.  Ela  Rd.,  Palatine 
Theodore  Grevas 

213  Safety  Bldg.,  Rock  Island 
C.  A.  Hedberg 

2051  N.  Sedgwick,  Chicago 
Edwin  F.  Hirsch 

5830  Stony  Island  Ave.,  Chicago 
Paul  H.  Holinger 

700  N.  Michigan  Ave.,  Chicago 
A.  Everett  Joslyn,  Jr. 

557  Keystone  Ave.,  River  Forest 
Ralph  H.  Kunstadter 

664  N.  Michigan  Ave.,  Chicago 
W.  Robert  Maloney 

Carbondale  Clinic,  Carbondale 
John  W.  Ovitz,  Jr. 

204  W.  Elm  St.,  Sycamore 
Arthur  D.  Poppens 
Princeton 
James  D.  Rogers 
120  Scott  St.,  Joliet 
V.  P.  Siegel 

4601  State  St.,  East  St.  Louis 
Paul  W.  Sunderland 
Gibson  City 
Eli  Tobias 

1469  E.  Park  PL,  Chicago 
Lorin  D.  Whittaker 

840  Jefferson  Bldg.,  Peoria 
Francis  W.  Young 

9933  S.  Western  Ave.,  Chicago 
Ex-Officio: 

J.  Ernest  Breed 

55  E.  Washington  St.,  Chicago 
Frank  J.  Jirka,  Jr. 

1507  Keystone  Ave.,  River  Forest 
Ted  LeBoy 

330  Gale  Ave.,  River  Forest 
Philip  G.  Thomsen 

13826  Lincoln  Ave.,  Dolton 
Auxiliary  Representative  : 

Mrs.  Fred  C.  Endres 

229  E.  Glen  Ave.,  Peoria 
Mrs.  Wendell  F.  Roller 
309  S.  Main,  Monmouth 
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Liaison  with  Dental  Association 
Richard  L.  Verbic,  D.D.S. 

164  Division  St.,  Elgin 
Staff:  Roger  N.  White 

Responsibilities  and  Purposes 

The  Public  Affairs  Committee  is  concerned 
with  the  political  process  as  it  pertains  to  medi- 
cine and  public  health.  Within  this  broad  con- 
text, appropriate  education  of  the  public  is  basic 
to  continue  health  improvement  in  a free  society. 
The  electorate  must  make  its  wishes  known  to 
public  officials. 

The  Public  Affairs  Committee  shall  strive  to 
generate  interest  in  the  overall  field  of  politics 
to  enable  the  physician  to  participate  effectively. 
Programs  of  public  affairs  orientation,  political 
education,  and  campaign  characteristics  will  be 
undertaken  to  increase  the  effectiveness  of  the 
physician  in  public  affairs. 

Committee  on  Quackery  (Board  of  Trustees) 
Frank  H.  Fowler,  Chairman 
6356  Diversey  Ave.,  Chicago 
George  F.  Lull 
400  E.  Randolph  St.,  Chicago 
Edward  A.  Piszczek 

6410  N.  Leona  Ave.,  Chicago 
Ex-Officio  : 

Oliver  Field 

535  N.  Dearborn  St.,  Chicago 
John  W.  Neal 

310  S.  Michigan  Ave.,  Chicago 
Staff:  John  W.  Neal 

Responsibilities  and  Purposes 

The  Committee  on  Quackery  shall  concern  it- 
self with  the  illegal  practice  of  medicine  and 
other  healing  arts  groups  associated  with  un- 
founded claims  for  cure  of  disease.  It  shall  co- 
operate with  the  legal  authorities  of  the  State, 
such  as  the  office  of  the  Attorney  General,  in 
providing  information  and  witnesses  for  the 
prosecution  of  violators  of  the  law.  It  shall  co- 
operate with  the  American  Medical  Association’s 
Department  of  Investigation,  and  other  agencies 
interested  in  this  field. 

Committee  on  Radiation  (Board  of  Trustees) 
Howard  C.  Burkhead,  Chairman 
Evanston  Hospital  Association, 

2650  Ridge  Ave.,  Evanston 
Abram  H.  Cannon 

194  Michael  John  Dr.,  Park  Ridge 
Stephen  L.  Casper 

1101  Maine  St.,  Quincy 
James  A.  Crilly 

4601  State  St.,  East  St.  Louis 
Fred  H.  Decker 
221  N.  Glen  Oak,  Peoria 


Robert  W.  Donnelly 

812  N.  Logan  Ave.,  Danville 
C.  W.  Weidenheim 

Perry  Memorial  Hospital,  530  Park  Ave.  E., 
Princeton 
Harvey  White 

Children’s  Memorial  Hospital, 

707  W.  Fullerton  Ave.,  Chicago 
Raymond  B.  White 

9333  S.  Damen  Ave.,  Chicago 
Ex-Officio  : 

J.  Ernest  Breed 

55  E.  Washington  St.,  Chicago 
Carl  E.  Clark 
Sycamore 
Consultant : 

Robert  S.  Landauer,  Ph.D. 

1360  N.  Lake  Shore  Dr.,  Chicago 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

The  committee  shall  serve  as  a source  of  in- 
formation on  radiation  matters  for  ISMS  and 
evaluate  available  information  and  make  recom- 
mendations to  the  Board  for  the  position  ISMS 
should  take  on  issues  in  this  area.  It  shall  co- 
operate with  institutions  and  voluntary  health 
agencies  in  disseminating  information  on  radia- 
tion subjects  to  the  profession  and  to  the  public. 
It  shall  be  on  the  alert  for  misleading  or  fallaci- 
ous programs  and  information  which  need  cor- 
recting for  the  protection  of  the  public. 

Committee  on  Rehabilitation  Services 
(Board  of  Trustees) 

Edward  L.  Compere,  Chairman 
720  N.  Michigan  Ave.,  Chicago 
Paul  Richard  Allyn 

709  Myers  Bldg.,  Springfield 
Eli  Borkon 

Doctors  Hospital,  Carbondale 
Rex  O.  McMorris 

619  N.E.  Glen  Oak  Ave.,  Peoria 
Robert  Dunham  Moore 
970  E.  59th  St.,  Chicago 
Daniel  Ruge 

700  N.  Michigan  Ave.,  Chicago 
Howard  W.  Schneider 

238  W.  154th  St.,  Harvey 
Consultant: 

Rueben  R.  Wasserman 

820  S.  Damen  Ave.,  Chicago 
Ex-Officio: 

Frank  J.  Jirka 

1507  Keystone  Ave.,  River  Forest 
Staff:  Walter  R.  Livingston 

Responsibilities  and  Purposes 

The  purposes  of  the  Committee  on  Rehabilita- 
tion Services  are  to  provide  liaison  between  the 
Illinois  State  Medical  Society  and  the  Division 
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of  Vocational  Rehabilitation,  the  Department  of 
Public  Aid,  and  other  official  or  non-official  agen- 
cies which  purchase  rehabilitation  care  for  pa- 
tients. The  committee  also  works  closely  with  the 
Governor’s  Committee  on  Employment  of  the 
Handicapped  when  called  upon  for  its  advice  and 
counsel. 

The  committee  has  been  directed  by  the  1964 
House  of  Delegates  to: 

1.  Render  assistance  to  public  and  private 
agencies  in  the  establishment  of  policies 
regarding  rehabilitation  facilities  to  be 
used  and  selection  of  patients  for  these 
services ; 

2.  Encourage  the  training  of  rehabilitation 
personnel,  thereby  promulgating  high  qual- 
ity care; 

3.  Assist  when  possible  to  see  that  adequate 
medically  supervised  rehabilitation  serv- 
ices be  made  available  in  all  hospitals,  ac- 
cording to  the  need  of  the  hospital ; 

4.  Compile  a “Guide  to  Rehabilitation  Facili- 
ties in  Illinois,  Listing  Types  of  Disabili- 
ties Amenable  to  Rehabilitation.” 

Committee  on  Relative  Value 
(Board  of  Trustees) 

C.  Elliott  Bell,  Chairman 
964  Citizens  Bldg.,  Decatur 
Walter  C.  Bornemeier 

4665  Peterson  Ave.,  Chicago 
John  F.  Eggers 

111  W.  Elm  St.,  Sycamore 
R.  Gregory  Green 

1355  Charles  St.,  Rockford 
Gershom  K.  Greening 

701  N.  Walnut  St.,  Springfield 
Joseph  G.  Gustafson 

1508  Seventh  Street,  Moline 
Franklin  J.  Moore 

55  E.  Washington  St.,  Chicago 
Max  S.  Sadove 

840  S.  Wood  St.,  Chicago 
Theodore  J.  Wachowski 

Copley  Memorial  Hospital,  Aurora 
Staff:  Walter  R.  Livingston 

Responsibilities  and  Purposes 

By  direction  of  the  1964  House  of  Delegates, 
the  functions  of  this  committee  shall  include 
the  responsibility  for  professional  education  on 
the  uses  of  the  Relative  Value  Study;  the  dis- 
tribution of  the  study  upon  request;  and  the 
revision  of  the  Relative  Value  Study  at  ap- 
propriate intervals  to  keep  it  up  to  date. 

Committee  on  Religion  and  Medicine 
(Board  of  Trustees) 

Joseph  R.  Mallory,  Chairman 
The  Link  Clinic,  Mattoon 


Charles  W.  Pfister 

5511  N.  Harlem  Ave.,  Chicago 
Paul  S.  Rhoads 

251  E.  Chicago  Ave.,  Chicago 
Hilliard  M.  Shair 

1101  Maine  St.,  Quincy 
Ex-Officio  : 

J.  Ernest  Breed 

55  E.  Washington  St.,  Chicago 
Caesar  Portes 

25  E.  Washington  St.,  Chicago 
Auxiliary  Representative  : 

Mrs.  Matthew  E.  Uznanski 
2017  W.  Walton  St.,  Chicago 
Staff:  James  Slawny 

Responsibilities  and  Purposes 

The  committee  is  responsible  for  the  develop- 
ment of  effective  lines  of  communication  be- 
tween the  physicians  and  the  clergymen  leading 
to  the  most  effective  care  and  treatment  of  the 
patient  and  his  family. 

Rural  Health  and  Student  Loan  Fund 
(Board  of  Trustees) 

Jack  Gibbs,  Chairman 

143  Lawton  Rd.,  Riverside 
Thomas  C.  Bunting 

114  S.  Madison  St.,  Pittsfield 
Jacob  E.  Reisch 

1129  S.  Second  St.,  Springfield 
Staff:  James  Slawny 

Responsibilities  and  Purposes 

The  committee  shall  be  responsible  to  the 
Board  of  Trustees  in  matters  related  to  improv- 
ing the  standards  of  health  in  rural  areas  and 
with  administration  of  the  Student  Loan  Pro- 
gram operated  jointly  with  the  Illinois  Agricul- 
tural Association.  Members  of  the  committee 
shall  be  appointed  by  the  Board  for  terms  of 
one  year.  The  committee  shall  work  closely  with 
the  Illinois  Agricultural  Association  in  efforts 
to  improve  the  standard  of  health  in  farm  areas. 
Also  among  these  responsibilities  is  to  induce 
physicians  to  practice  in  rural  areas  through  the 
joint  program  with  the  Illinois  Agricultural  As- 
sociation. 

Committee  on  Scientific  Exhibits 
(Board  of  Trustees) 

Coye  C.  Mason,  Chairman 
2052  N.  Orleans,  Chicago 
Raymond  Firfer 

7330  Cortland,  Elmwood  Park 
Charles  P.  McCartney 

5841  S.  Maryland  Ave.,  Chicago 
W.  H.  Newcomb 

316  W.  State  St.,  Jacksonville 
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L.  W.  Peterson 

929  Michigan  Ave.,  Wilmette 
Arkell  M.  Vaughn 

2015  E.  79th  St.,  Chicago 
Leo  M.  Zimmerman 

5205  Dorchester  Ave.,  Chicago 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

This  commitfee  shall  function  with  the  Com- 
mittee on  Scientific  Assembly  to  establish  the 
qualifications,  standards  and  regulations  affect- 
ing scientific  exhibitors  at  the  annual  conven- 
tion; it  shall  solicit  scientific  exhibits  of  current 
medical  interest,  and  select  those  most  suitable 
for  the  ISMS  convention. 

Advisory  Committee  to  Secretaries’ 
Conference  (Board  of  Trustees) 

Alfred  A.  Zanette,  Chairman 
5538  W.  Chicago  Ave.,  Chicago 
Robert  L.  Tucker,  Vice-Chairman 
1507  N.  Fourth  St.,  Pekin 
Emil  R.  Zidek,  Secretary 

129  E.  Lake  St.,  Bloomingdale 
Ex-Officio  : 

Jacob  E.  Reisch 

1129  S.  Second  St.,  Springfield 
Staff:  Roland  I.  King 

Responsibilities  and  Purposes 

The  responsibilities  of  this  committee  have 
been  established  as  follows:  “.  . . plan  and  de- 
velop programs  for  an  annual  meeting  of  county 
medical  society  secretaries.  Its  duties  shall  in- 
clude the  development  of  procedures  by  which 
the  Society’s  headquarters  can  render  better  and 
more  efficient  service  to  county  societies,  and 
county  societies  to  their  own  membership.” 

Committee  on  Tuberculosis 
(Board  of  Trustees) 

Charles  K.  Petter,  Chairman 
2400  Belvidere  St.,  Waukegan 
Otto  L.  Bettag 

326  Prospect  Ave.,  Elmhurst 
William  J.  Bryan 

Municipal  Sanitarium,  Rockford 
Clifton  F.  Hall 

1517  Noble  Ave.,  Springfield 
George  W.  Holmes 
340  W.  Barry,  Chicago 


Charles  A.  Lang 

209  E.  Liberty  Dr.,  Wheaton 
David  F.  Loewen 

400  W.  Hay  St.,  Decatur 
George  C.  Turner 

6627  Ponchartrain  Ave.,  Chicago 
Raymond  H.  Runde 

2126  N.  Sheridan  Rd.,  Peoria 
Ex-Officio  : 

William  E.  Adams 

950  E.  59th  St.,  Chicago 
Edward  A.  Piszczek 

6410  N.  Leona  Ave.,  Chicago 
Darrell  H.  Trumpe 

St.  John’s  Sanatorium,  Springfield 
Staff:  Albert  G.  Boeck 

Responsibilities  and  Purposes 

This  committee  shall  serve  as  a source  of  in- 
formation on  tuberculosis  matters  for  the  ISMS, 
and  evaluate  available  information  and  make 
recommendations  to  the  Board  for  the  position 
the  ISMS  should  take  on  issues  in  this  area.  It 
shall  cooperate  with  institutions  and  voluntary 
health  agencies  in  disseminating  information  on 
tuberculosis  subjects  to  the  profession  and  to 
the  public.  It  shall  be  on  the  alert  for  mislead- 
ing or  fallacious  programs  and  information 
which  need  correction  for  the  protection  of  the 
public. 

Advisory  Committee  to  the  Woman’s 
Auxiliary 

Burtis  E.  Montgomery,  Chairman,  President- 
Elect 

Edward  A.  Piszczek,  President 

William  E.  Adams,  Chairman  of  the  Board 

Ex-Officio:  Robert  L.  Richards 
Staff:  Robert  L.  Richards 

Responsibilities  and  purposes 

The  Advisory  Committee  to  the  Woman’s 
Auxiliary  shall  consist  of  the  President-Elect 
as  chairman,  the  President,  the  Chairman  of 
the  Board. 

The  committee  shall  provide  advice  and  as- 
sistance to  the  President  of  the  Woman’s  Auxili- 
ary in  her  program  for  the  year,  and  shall  assist 
her  in  interpreting  the  activities  of  the  State 
Medical  Society  to  the  Auxiliary  members. 
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District  Committees 


Term 

Expires 

First  District:  Carl  E.  Clark,  Sycamore,  Trus- 
tee 

Counties  of  Boone,  Carroll,  DeKalb,  Jo  Da- 
viess, Kane,  Lake,  McHenry,  Ogle,  Stephen- 
son, Winnebago 
Ethical  Relations  Committee 
John  H.  Steinkamp,  CHAIRMAN, 

Belvidere  1966 

E.  J.  McKinney,  2300  N.  Rockton, 

Rockford  1966 

John  W.  Ovitz,  Sycamore  1965 

Benjamin  F.  Shirer,  4 W.  Wilson  St., 

Batavia  1967 

Grievance  Committee 

M.  Mijanovich,  CHAIRMAN,  Marengo  1965 

A.  K.  Matthews,  1401  E.  State  St., 

Rockford  1966 

Walter  J.  Reedy,  814  Washington  St., 

Waukegan  1966 

Russel  Zack,  Medical-Dental  Bldg., 

Rochelle  1967 

Prepayment  Plans  & Organizations 
R.  E.  Whitsitt,  CHAIRMAN,  5535  N. 

2nd,  Rockford  1966 

George  B.  Callahan,  4 S.  Genesee  St., 
Waukegan  1967 

Delbert  O.  Williams,  Jr.,  Stockton  1965 

Second  District:  Ralph  N.  Redmond,  Sterling, 

Trustee 

Counties  of  Bureau,  LaSalle,  Lee,  Livingston, 
Marshall,  Putnam,  Whiteside,  Woodford 
Ethical  Relations  Committee 
Dexter  Nelson,  CHAIRMAN,  Princeton  1965 


Ralph  Bailey,  Ottawa  1966 

Tim  Sullivan,  Sterling  1967 

Grievance  Committee 

Edward  Murphy,  CHAIRMAN,  Dixon  1965 
Francis  J.  Brennan,  Utica  1967 

K.  M.  Nelson,  Princeton  1966 

Prepayment  Plans  & Organizations 
Perry  V.  Hartman,  CHAIRMAN, 

Granville  1965 

M.  D.  Burnstine,  Sterling  1967 

Joseph  Phifer,  Eureka  1966 


Third  District:  William  E.  Adams,  J.  Ernest 
Breed,  Caesar  Portes,  Chicago;  Frank  J. 
Jirka,  Ted  LeBoy,  River  Forest,  and  Philip 
Thomsen,  Dolton,  Trustees 
Cook  County  only. 

Fourth  District:  Paul  P.  Youngberg,  Moline, 
Trustee 

Counties  of  Fulton,  Hancock,  Henderson,  Hen- 
ry, Knox,  McDonough,  Mercer,  Peoria,  Rock 
Island,  Schuyler,  Stark,  Warren 
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Term 

Expires 


Ethical  Relations  Committee 
John  Bohan,  CHAIRMAN,  Alexis  1965 

John  Bowman,  Abingdon  1967 

Paul  M.  Schmidt,  Galva  1966 

Grievance  Committee 

V.  B.  Adams,  CHAIRMAN,  Macomb  1965 

F.  A.  Christensen,  1st  National  Bank 

Bldg.,  Peoria  1966 

Russell  Jensen,  Monmouth  1967 

Prepayment  Plans  & Organizations 
James  A.  Walsh,  CHAIRMAN,  405  Main 
St.,  Peoria  1965 

Richard  Terry,  Kewanee  1967 

A.  W.  Wellstein,  Geneseo  1966 


Fifth  District:  Darrell  H.  Trumpe,  Springfield, 
Trustee 

Counties  of  DeWitt,  Logan,  McLean,  Mason, 
Menard,  Montgomery,  Sangamon,  Tazewell 
Ethical  Relations  Committee 
J.  Keller  Mack,  CHAIRMAN,  922  S.  4th 


St.,  Springfield  1965 

Arthur  Conklin,  219  N.  Main  St., 

Bloomington  1967 

Herman  L.  Meltzer,  301  W.  Washington 

St.,  Clinton  1966 

Grievance  Committee 
H.  L.  Shinall,  CHAIRMAN,  703  N.  East 
St.,  Bloomington  1965 

Clifford  Draper,  Hillsboro  1966 

A.  J.  Morris,  701  N.  Walnut  St., 

Springfield  1967 

Prepayment  Plans  & Organizations 
R.  K.  Taubert,  CHAIRMAN,  1317  Park 
Ave.,  Pekin  1965 

J.  G.  Meyer,  Jr.,  413  W.  Monroe  St., 

Springfield  1966 

Robert  B.  Perry,  315  Broadway,  Lincoln  1967 


Sixth  District:  Newton  DuPuy,  Quincy,  Trus- 
tee 

Counties  of  Adams,  Brown,  Calhourn,  Cass, 
Greene,  Jersey,  Macoupin,  Madison,  Mor- 
gan, Pike,  Scott 
Ethical  Relations  Committee 
James  Rutledge,  CHAIRMAN, 


Pittsfield  1965 

Leo  R.  Green,  1114  Milton  Rd.,  Alton  1966 

J.  Mather  Pfeiffenberger,  Alton  1967 

Robert  Piper,  White  Hall  1966 

Grievance  Committee 

George  Hess,  CHAIRMAN,  Bunker  Hill  1965 

Robert  R.  Hartman,  316  W.  State  St., 

Jacksonville  1966 

Robert  C.  Murphy,  Quincy  1967 

Prepayment  Plans  & Organizations 
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Expires 

Paul  A.  Dailey,  CHAIRMAN,  620  N. 

Main  St.,  Carrollton  1965 

E.  C.  Bone,  W.  State  St.,  Jacksonville  1967 

J.  Richard  Cooper,  1416  Maine  St., 

Quincy  1966 

Harry  Mantz,  604  E.  Broadway,  Alton  1966 

Seventh  District:  Arthur  F.  Goodyear,  De- 
catur, Trustee 

Counties  of  Bond,  Christian,  Clay,  Clinton, 
Effingham,  Fayette,  Macon,  Marion,  Moul- 


trie, Piatt,  Shelby 
Ethical  Relations  Committee 
Rudolph  Seigert,  CHAIRMAN,  Pana  1965 
Kenneth  Pistorius,  Moweaqua  1967 

E.  H.  Rames,  Vandalia  1966 

Grievance  Committee 

Edgar  Wier,  CHAIRMAN,  Altwood  1967 
Boyd  McCracken,  Greenville  1965 

William  Sargent,  Effingham  1966 

Prepayment  Plans  & Organizations 
Philip  Lynch,  CHAIRMAN,  1315  N. 

Main  St.,  Decatur  1966 

Richard  Larson,  Shelbyville  1965 

Peter  Rumore,  Effingham  1967 


Eighth  District:  Wm.  H.  Schowengerdt,  Cham- 
paign, Trustee 

Counties  of  Champaign,  Clark,  Coles,  Craw- 
ford, Cumberland,  Douglas,  Edgar,  Jasper, 
Lawrence,  Richland,  Vermilion 
Ethical  Relations  Committee 
Myron  I.  Boylson,  CHAIRMAN,  403  S. 


Court,  Tuscola  1967 

E.  A.  Fahnestock,  Bridgeport  1966 

Mack  W.  Hollowed,  35  Circle  Dr., 

Charleston  1965 

Grievance  Committee 
L.  M.  T.  Stilwell,  CHAIRMAN,  510  E. 

Daniel,  Champaign  1966 

A.  R.  Brandenberger,  605  N.  Logan  Ave., 
Danville  1965 

Gordon  Sprague,  Shaw  Ave.,  Paris  1967 

Prepayment  Plans  & Organizations 
E.  A.  Kendall,  CHAIRMAN,  Mattoon  1967 

N.  L.  Brookens,  602  W.  University  Ave., 
Urbana  1966 

James  W.  Landis,  Olney  1965 

George  T.  Mitchell,  116  S.  5th  St., 

Marshall  1966 


Ninth  District:  Charles  K.  Wells,  Mt.  Vernon, 
Trustee 

Counties  of  Edwards,  Franklin,  Gallatin, 
Hamilton,  Hardin,  Jefferson,  Johnson,  Mas- 
sac, Pope,  Saline,  Wabash,  Wayne,  White, 
Williamson 

Ethical  Relations  Committee 

G.  R.  Johnson,  CHAIRMAN 


Term 

Expires 


Harrisburg  1965 

John  P.  Pope,  Benton  1966 

N.  A.  Thompson,  Eldorado  1967 

Grievance  Committee 
C.  L.  Jannings,  CHAIRMAN, 

Fairfield  1967 

Herbert  Fine,  Carterville  1966 

Wm.  G.  Parker,  Mt.  Vernon  1965 

Prepayment  Plans  & Organizations 
Denton  Ferrell,  CHAIRMAN,  Eldorado  1965 

H.  L.  Lewis,  Benton  1967 

E.  A.  Veach,  Vienna  1966 


Tenth  District:  Willard  C.  Scrivner,  East  St. 
Louis,  Trustee 

Counties  of  Alexander,  Jackson,  Monroe, 
Perry,  Pulaski,  Randolph,  St.  Clair,  Union, 


Washington 

Ethical  Relations  Committee 

Wm.  H.  Walton,  CHAIRMAN,  109  S. 

High  St.,  Belleville  1965 

William  Borgsmiller,  Murphysboro  1966 

A.  L.  Robinson,  Mounds  1967 

Grievance  Committee 
William  H.  Whiting,  CHAIRMAN 

Anna  1965 

R.  E.  Matlavish,  DuQuoin  1967 

Earl  Wheeler,  Belleville  (after  Nov.  1, 

1964)  1966 

J.  E.  Wheeler,  110  N.  High  St., 

Belleville  (until  Nov.  1,  1964)  1966 

Prepayment  Plans  & Organizations 
R.  E.  Schettler,  CHAIRMAN,  Red  Bud  1965 
R.  W.  Jost,  107  E.  4th  St.,  Waterloo  1966 

James  A.  Weatherly,  Murphysboro  1967 


Eleventh  District:  Bernard  Klein,  Joliet, 
Trustee 

Counties  of  DuPage,  Ford,  Grundy,  Iroquois, 
Kankakee,  Kendall,  Will 
Ethical  Relations  Committee 
P.  W.  Sunderland,  CHAIRMAN,  214  N. 


Sangamon,  Gibson  City  1966 

J.  R.  O’Donnell,  444  Park  Ave., 

Glen  Ellyn  1965 

Leonard  F.  Roblee,  Lockport  1967 

Grievance  Committee 
Morgan  M.  Meyer,  CHAIRMAN, 

Lombard  1967 

I.  E.  Bartlett,  325  W.  Wesley,  Wheaton  1966 

R.  Kent  Swedlund,  Watseka  1965 

Prepayment  Plans  & Organizations 

M.  R.  Saxon,  CHAIRMAN,  Oswego  1965 

Charles  Allison,  1309  E.  Court  St., 

Kankakee  1966 

J.  B.  Schweitzer,  715  Lake  St., 

Oak  Park  1966 

George  Woodruff,  250  N.  Ottawa,  Joliet  1967 
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ISMS  SERVICES 


Pursuit  of  Obligations 

Purposes  of  the  Illinois  State  Medical  Society 

• to  promote  the  science  and  art  of  medicine 

• to  protect  the  public  health 

• to  elevate  the  standards  of  medical  edu- 
cation 

• to  unite  the  medical  profession  behind  these 
purposes,  and 

• to  unite  with  similar  organizations  in  other 
states  and  territories  of  the  United  States 
to  form  the  American  Medical  Association 

The  Society  shall  inform  the  public  and  the 
profession  concerning  the  advancements  in  med- 
ical science  and  the  advantages  of  proper  medi- 
cal care. 

To  fulfill  these  purposes,  the  Society  main- 
tains a headquarters  office  at  360  N.  Michigan 
Ave.,  Chicago,  and  an  office  in  Springfield  at  520 
S.  Sixth  St.  Services  of  the  Society,  under  the 


!ii 


are: 

general  supervision  of  Robert  L.  Richards,  Ex- 
ecutive Administrator,  are  conducted  by  the 
following  divisions,  each  of  which  is  headed  by 
a staff  director: 

Administration;  Business  Services;  Econom- 
ics and  Insurance;  Legislation  and  Public  Af- 
fairs, and  Publications  and  Scientific  Services. 

Many  and  varied  are  the  activities  of  the  So- 
ciety in  pursuit  of  its  obligations.  Some  of 
these  activities  are  major  programs  of  statewide 
(and  sometimes  national)  interest  for  all  citi- 
zens; others  are  of  special  interest  to  doctors, 
and  still  others  are  sponsored  for  specific  groups 
or  individuals. 

Following  are  descriptions  of  the  Society’s 
divisions  and  the  programs,  services  and  pub- 
lications available  directly  to  Society  members 
or  sponsored  for  their  benefit. 
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Division  of  Administration 

The  Executive  Administrator  has  the  respon- 
sibility and  the  authority  to  provide  for  the 
smooth  and  efficient  functioning  of  the  Illinois 
State  Medical  Society. 

The  implementation  of  established  policy, 
fiscal  and  budgetary  matters;  the  employment 
of  qualified  personnel  and  the  development  and 
maintenance  of  personnel  policies  are  all  part  of 
the  Administrator’s  activities. 

In  order  to  provide  the  membership  of  the 
Society  with  the  best  professional  staff  services 
available,  headquarters  office  has  been  set  up  by 
various  divisions.  The  Division  of  Administra- 
tion (which  the  Administrator  directs  person- 
ally) provides  many  important  functions. 

This  Division  develops  liaison  with  the  Board 
of  Trustees  and  serves  the  chairman  in  carry- 
ing out  his  duties.  It  works  closely  with  the 
speaker  of  the  House  of  Delegates  and  the  of- 
ficers of  the  Society  to  provide  a smooth  and 
efficient  atmosphere  in  which  the  House  may 
function. 

The  controlling  factor  in  all  these  areas  is  the 
Constitution  and  Bylaws.  Cooperation  is  main- 
tained with  the  Committee  on  Constitution  and 
Bylaws  to  present  to  the  House  all  suggested 
changes  for  official  action. 

The  Division,  through  the  Administrator, 
channels  all  legal  inquiries  and  works  with  the 
General  Legal  Counsel  and  the  Special  Legal 
Counsel  to  provide  guidance  to  the  officers, 
trustees,  committee  chairmen  and  county  medi- 
cal society  officers. 

The  duties  and  powers  of  the  Executive  Ad- 
ministrator are  of  utmost  importance,  and  are 
outlined  in  the  Bylaws  of  the  Society. 

Division  of  Business  Services 

Just  as  the  entire  staff  of  the  Illinois  State 
Medical  Society  exists  to  serve  the  needs  of 
more  than  10,000  members,  the  Division  of  Busi- 
ness Services  exists  to  serve  the  needs  of  the 
other  staff  divisions.  Specifically,  all  mail  room, 
printing,  duplicating,  and  central-supply  serv- 
ices are  provided  by  this  division. 

Membership  Records 

Membership  records  are  maintained  so  that 
quick  access  may  be  had  to  correct  information 
concerning  the  basic  membership  history  of  each 
of  our  members.  In  addition,  forms  to  obtain 
dues,  address  changes  and  other  necessary  in- 
formation are  designed  and  supplied  to  each 
county  society  secretary  for  their  use. 

The  Committees  on  Membership  and  the  An- 
nual Secretaries’  Conference  are  assigned  to 
this  division  for  the  staff  services  which  might 
be  required.  The  Committee  on  Membership  has 
been  dealing  with  the  on-going  problem  of  sound 
membership  development.  The  Advisory  Com- 
mittee to  the  Annual  Secretaries’  Conference  has 


the  responsibility  for  developing  an  enlightening 
program  which  will  help  county  secretaries  find 
better  ways  to  serve  both  the  public  and  their 
county  society  membership  more  effectively. 

Accounting  and  Budget 

Responsibility  for  providing  safekeeping  and 
proper  accounting  for  all  money  and  securities 
of  the  Society  rests  with  this  division,  upon  the 
direction  and  guidance  of  the  Board  of  Trustees 
Finance  Committee,  the  Secretary-Treasurer, 
and  the  Executive  Administrator.  Assistance  is 
offered  to  all  interested  staff  and  officers  in  the 
interpretation  of  the  division’s  regular  and  spe- 
cial accounting  and  budgetary  reports. 

Liaison  with  outside  agencies  in  regard  to 
matters  affecting  the  finances  of  the  Society  is 
a prime  responsibility  of  this  division;  the  In- 
ternal Revenue  Service,  the  Society’s  banking 
and  investment  agencies,  office  building  rental 
agent,  and  the  American  Medical  Association 
are  major  examples. 

Insurance  Coverage 

Provision  for  and  maintenance  of  the  Soci- 
ety’s property,  liability,  and  employee  insurance 
coverage  is  handled  within  this  division,  so  that 
legal  and  financial  requirements  are  satisfied  at 
the  most  economical  premium  cost.  In  this  area 
of  responsibility,  the  assistance  and  cooperation 
of  the  Division  of  Economics  and  Insurance  is 
utilized  in  order  that  best  results  for  the  Society 
may  be  obtained. 

Standardization  of  office  procedures  and  sys- 
tems in  order  to  reduce  the  cost  and  raise  the 
efficiency  of  the  office  operation  is  a continuing 
assignment  for  the  division.  Assistance  in  per- 
sonnel recruitment,  job  analysis,  and  salary 
range  administration  is  provided  the  Executive 
Administrator  and  other  division  directors. 

Division  of  Economics  and  Insurance 

The  Division  of  Economics  and  Insurance  is 
responsible  for  supplying  a wide  variety  of  in- 
formation on  economic  topics  and  insurance  data 
to  members  of  the  Illinois  State  Medical  Society. 
The  division  is  frequently  called  upon  to  prepare 
speeches,  write  and  publish  pamphlets  and  other 
materials  and  make  them  available  for  distribu- 
tion on  such  subjects  as  Kerr-Mills  medical  care 
in  Illinois,  the  King-Anderson  approach  to  medi- 
cal care  financing  through  social  security,  and 
physician  retirement  programs. 

The  division,  so  far  as  it  is  possible  to  do  so, 
designs  and  directs  research  in  the  area  of  eco- 
nomics. Such  projects  have  included  the  Relative 
Value  Survey  and  the  social  security  poll. 

Reference  Library 

A library  providing  a reference  source  for 
membership  and  staff  use  is  maintained.  Infor- 
mation is  available  on  the  cost  of  medical  care; 
foreign  medical  care  systems,  needs  and  wants 
of  the  aged,  their  medical  care,  housing,  health, 
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finances  and  employment ; and  the  social  security 
system,  its  benefits,  costs,  financing,  and  cover- 
age. 

The  division  also  provides  information  on 
matters  pertaining  to  insurance  and  retirement 
plans  for  the  members  of  the  state  medical  soci- 
ety and  administrative  staff.  Periodically  infor- 
mation is  prepared  for  physicians  and  the  public 
pertaining  to  such  medical  care  programs  as 
Assistance  to  the  Medically  Indigent  Aged,  Old 
Age  Assistance,  Aid  to  the  Medically  Indigent, 
and  the  Military  Dependents’  Medical  Care 
(Medicare) . 

Public  Aid  Liaison 

Familiarity  with  the  medical  care  programs 
of  the  Illinois  Department  of  Public  Aid  and 
liaison  with  the  staff  of  the  department  is 
another  responsibility  of  the  division.  Liaison 
is  also  maintained  with  public  and  private  agen- 
cies interested  in  the  fields  of  aging,  insurance, 
hospitals,  and  rehabilitation. 

The  division  provides  staff  services  to  com- 
mittees involved  in  economics,  aging,  insurance, 
hospitals,  medical  care  programs  through  public 
aid,  state  and  government  programs  of  medical 
care,  and  the  accreditation  of  hospitals  and 
nursing  homes. 

Division  of  Legislation  & 

Public  Affairs 

As  the  state  of  the  public’s  health  is  the  prime 
concern  of  the  medical  profession,  all  Illinois 
and  U.S.  legislative  actions  which  affect  physi- 
cians and  other  members  of  the  healing  arts  are 
thoroughly  studied  by  the  division  to  insure  that 
the  best  interests  of  the  public  and  the  medical 
profession  are  served. 

Surveillance  of  Legislature 

The  ISMS  Legislative  Committee  acts  as  the 
clearing  house  for  legislative  proposals  gener- 
ated by  specialized  committees  of  ISMS  and  pro- 
duced by  allied  groups  or  others.  The  division, 
with  its  special  legislative  representative,  main- 
tains on-the-spot  surveillance  when  the  legis- 
lature is  in  session.  Upon  appropriate  consider- 
ation and  approval,  bills  of  medical  significance 
in  the  state  legislature  are  either  supported  or 
opposed  to  achieve  optimum  public  health  condi- 
tions. Similar  action  is  taken  with  respect  to 
bills  in  Congress  when  they  are  of  special  sig- 
nificance to  Illinois  physicians.  This  activity  is 
conducted  in  conjunction  with  the  American 
Medical  Association. 

Public  Affairs  Program 

Integrated  with,  and  designed  to  supplement 
the  legislative  activity  is  the  new  Public  Affairs 
Program.  This  program,  implemented  by  the 
division,  as  directed  by  the  ISMS  Public  Affairs 
Committee,  strives  to  alert  the  physician  to  his 
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role  in  public  affairs  to  encourage  effective  par- 
ticipation in  the  public  affairs  of  his  community, 
state,  and  nation. 

Medical-Legal  Activities 

The  division  also  performs  medical-legal  ac- 
tivities common  to  the  program  assigned.  One 
of  these  activities  is  the  administration  of  the 
Impartial  Medical  Testimony  program.  This 
program,  operating  in  conjunction  with  the 
Supreme  Court  of  Illinois,  provides  the  services 
of  impartial  medical  examiners,  as  ordered  by 
the  courts  in  personal  injury  cases. 

Other  areas  of  medical-legal  interaction  are 
explored  and  problems  resolved  through  liaison 
with  the  judiciary  and  the  bar  associations. 

Committee  Responsibilities 

In  addition  to  the  foregoing,  special  programs 
and  activities  of  the  Archives  Committee, 
Benevolence  Committee,  Committee  on  Occupa- 
tional Health,  and  Committee  on  Narcotics  and 
Hazardous  Substances;  Advisory  Committee  to 
the  Department  of  Registration  and  Education, 
and  the  Committee  on  Laboratory  Evaluation, 
are  administered. 


Division  of  Public  Relations 

The  Public  Relations  Division  normally  serves 
as  the  Society’s  source  of  information,  or  news 
outlet,  to  the  lay  press,  radio  and  television. 
With  increasing  frequency,  the  division  is  con- 
tacted by  news  reporters,  science  writers  and 
authors  seeking  to  verify  the  accuracy  of  a re- 
port. Its  counseling  services  on  public  relations 
and  publicity  are  available  to  any  county  medical 
society. 

A mailing  list  of  all  newspapers,  radio  and 
television  stations  in  Illinois  is  maintained  by 
the  division.  The  list  is  so  arranged  that  news 
releases  may  be  addressed  to  individual  counties, 
and  county  society  secretaries  may  avail  them- 
selves of  this  service. 

News  releases  for  county  societies  are  auto- 
matically prepared  by  the  division  staff  and 
distributed  to  all  news  outlets  in  the  particular 
county  whenever  a county  society  makes  use  of 
the  ISMS  postgraduate  education  program. 
Other  than  this,  the  state  society’s  staff  does  not 
prepare  news  releases  of  county  society  activi- 
ties unless  this  service  is  specifically  requested. 

Health  Columns  for  Newspapers 

Currently,  ISMS  presents  a weekly  public 
service  health  column  entitled  “Dr.  ‘SIMS’  Says: 
Safeguard  Your  Health.”  This  column,  offered 
to  the  650  newspapers  in  Illinois,  carries  a new 
logotype  of  Dr.  “SIMS”  which  readily  identifies 
the  column  with  the  Illinois  State  Medical  Soci- 
ety. The  division  would  appreciate  hearing  from 
members  in  areas  where  the  column  is  not  ap- 
pearing. 
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Outdoor  Billboards 

This  year  ISMS  became  the  first  medical 
society  to  present  health  messages  on  outdoor 
billboards.  These  messages,  stressing  preven- 
tion of  such  diseases  as  tetanus,  measles,  polio, 
etc.,  were  scheduled  to  be  posted  in  July  and, 
with  monthly  changes,  run  for  a full  year.  Mem- 
bers are  asked  to  notify  the  Society  of  areas 
where  these  outdoor  messages  are  not  appearing. 
Pamphlets  Available 

As  a vital  part  of  the  continuing  “positive 
public  relations”  programs  of  the  ISMS,  pam- 
phlets on  a variety  of  health  subjects  are  avail- 
able to  the  county  medical  societies  for  the  ask- 
ing. Doctors  should  have  these  pamphlets  in 
their  waiting  rooms.  Attractive  pamphlet  racks 
with  literature  are  available  at  a cost  of  only  one 
dollar  each  by  writing  to  this  division. 

Other  materials  available  from  the  Public  Re- 
lations Division  are  described  on  the  following 
pages.  These  materials  include  exhibits,  radio- 
television programs,  disaster  hospital  manuals, 
medical  career  recruitment  materials,  speakers’ 
bureau  information,  and  films. 

Committees  of  the  Society  serviced  by  the 
Public  Relations  Division  are  Disaster  Medical 
Care,  Ethical  Relations,  Fifty-Year  Club,  Griev- 
ance, Medicine  and  Religion,  Medical  Assistants, 
Public  Relations,  Public  Safety,  Rural  Health 
and  Student  Loan  Fund,  and  the  Advisory  Com- 
mittee to  Student  AMA  Chapters. 

Division  of  Publications  and 
Scientific  Services 

All  publications  of  the  Society,  including  the 
Illinois  Medical  Journal,  are  produced  through 
this  division.  The  Journal,  the  official  publication 
of  the  Society,  is  mailed  monthly  to  all  members, 
who  are  urged  to  read  it  to  keep  abreast  of  the 
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scientific,  economic,  political,  legal  and  social 
developments  within  the  state.  The  editor  wel- 
comes suggestions  for  articles  which  may  be  of 
special  interest  to  members. 

Committee  Responsibilities 

Services  to  19  scientific  committees  are  pro- 
vided by  this  division.  These  committees,  made 
up  of  physicians,  provide  guidance  to  the  Board 
of  Trustees  and  House  of  Delegates  in  areas  of 
special  medical  interest.  They  make  recommen- 
dations for  policy  and  programs  involved  in 
cancer,  cardiovascular  disease,  eye  health,  en- 
vironmental health,  child  health,  mental  health, 
nursing,  nutrition,  radiation  safety,  medical 
education  and  tuberculosis.  Others  study  the 
problem  of  maternal  welfare  and  perinatal  mor- 
tality in  cooperation  with  the  State  Department 
of  Public  Health. 

Staff  members  of  the  division  coordinate  and 
implement  the  activities  of  the  Committee  on 
Continuing  Education  to  provide  scientific  pro- 
grams for  district  and  county  medical  society 
meetings. 

Annual  Convention 

Similarly,  the  staff  serves  as  an  arm  of  the 
Committee  on  Scientific  Assembly  to  arrange 
and  produce  the  annual  convention  of  ISMS. 
Held  in  May  in  Chicago  each  year,  the  conven- 
tion offers  scientific  meetings  and  exhibits  as 
well  as  sessions  of  the  House  of  Delegates. 

A new  function  of  the  division  is  to  admin- 
ister the  affairs  of  the  Educational  and  Scientific 
Foundation,  a non-profit  organization  estab- 
lished to  conduct  educational  and  scientific 
projects  related  to  medicine.  It  handles  the  ad- 
ministrative funds  of  the  Impartial  Medical 
Testimony  Program  and  has  conducted  several 
projects  for  other  organizations.  Physicians  are 
invited  to  become  Fellows  of  the  Foundation  for 
a charter  membership  of  $100. 
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Exhibits  for  the  Public 

The  ISMS  Public  Relations  Division  has  two 
large  exhibits  available  to- county  societies  for 
public  display.  No  charge  is  made  for  the  use  of 
these  exhibits,  other  than  the  customary  trans- 
portation costs.  Descriptions  and  suggestions 
for  use  of  these  exhibits  may  be  obtained  by 
writing  the  Society. 

The  American  Medical  Association  has  a large 
number  of  exhibits  available  to  county  societies 
for  agricultural  fairs,  health  fairs  and  other 
public  gatherings.  A catalogue  of  exhibits  is 
available  upon  request  from  the  AMA,  535  N. 
Dearborn  St.,  Chicago. 

Radio-TV  Public  Service  Materials 

Radio  materials  available  from  the  Illinois 
State  Medical  Society  include: 

1)  “Today’s  Health  Tip” — a new  30-second 
health  message  every  day.  Available  on 
records  (30  messages  per  record)  which 
feature  the  voice  of  Dr.  “SIMS.”  For 
added  local  appeal,  scripts  are  also  avail- 
able which  can  be  read  by  local  announcer 
or  physician. 

2)  “Medical  Interview”  — a five  minute 
weekly  interview  series  featuring  a 
different  doctor  each  week,  discussing 
subjects  on  practical  health  matters  in 
language  the  layman  can  understand. 

Television  materials  currently  include  a one- 
minute  animated  spot  on  the  subject  of  measles. 
Subsequent  spots  stressing  preventive  medicine 
are  currently  in  the  process  of  production. 

In  addition,  the  Division  of  Public  Relations 
maintains  a radio  and  television  speakers’ 
bureau,  which  obtains  physician-speakers  for 
radio  and  television  interview  shows  on  request. 

County  Medical  Society  Speakers’  Bureau 

The  Illinois  State  Medical  Society  recognizes 
that  one  of  the  prime  responsibilities  of  the 
medical  profession  is  to  maintain  and  improve 
good  relations  with  the  public.  For  that  reason 
it  encourages  county  medical  societies  to  set  up 
speakers’  bureaus  to  supply  physican  speakers 
to  interested  lay  groups  in  the  area. 

The  Public  Relations  Division  of  ISMS  has 
prepared  a comprehensive  instructional  guide 
entitled,  “How  to  Set  Up  a Speakers’  Bureau,” 
to  help  county  societies  communicate  with  the 
public.  The  booklet,  available  from  the  Society 
without  charge,  includes  information  on  speak- 
ers’ rosters,  suggested  audiences,  and  publicity 
helps. 

Medical  Self-Help  Training  Program 

The  Disaster  Medical  Care  Committee  of  the 
Illinois  State  Medical  Society  strongly  endorses 
the  training  of  at  least  one  person  in  each  family 
on  procedures  to  follow  in  the  event  of  a medical 


emergency.  This  would  be  of  value  not  only  in 
the  event  of  an  atomic  disaster,  when  physicians 
would  not  be  available,  but  also  in  caring  for 
other  emergencies  until  the  help  of  a physician 
can  be  obtained. 

For  this  reason  the  Society  presented  “Medical 
Self  Help  Training”  as  an  official  television 
course  over  educational  Channel  11  in  Chicago 
early  in  1964.  Over  10,000  persons  enrolled  in 
this  course.  Response  was  so  enthusiastic  that 
films  of  the  complete  15-part,  7V2-hour  series 
have  been  made  available  to  county  medical  soci- 
eties, industries,  schools,  and  television  stations 
throughout  the  state. 

For  complete  information  on  this  film  course, 
as  well  as  a “live”  course  for  group  study  pres- 
entations, write  the  Public  Relations  Division 
of  the  state  society. 

Medicine-Religion  Film 

The  newly  formed  ISMS  Committee  on  Medi- 
cine and  Religion  has  produced  a 12-minute 
color  film  entitled  “Not  By  Bread  Alone.”  The 
film,  which  demonstrates  the  serious  conse- 
quences of  physicians  and  clergymen  not  work- 
ing together,  is  intended  to  stimulate  the 
formation  of  medicine-religion  committees  at 
the  county  level. 

A copy  of  the  film  has  been  sent  to  each  county 
medical  society  in  the  state.  Additional  copies 
for  showing  by  other  groups  are  available  from 
ISMS. 

Stroke — Early  Restorative  Measures  in 
Your  Hospital 

A new  film,  entitled  “Stroke — Early  Restora- 
tive Measures  in  Your  Hospital,”  has  been 
produced  by  the  ISMS  Committee  on  Aging  and 
is  now  available  from  the  Society. 

Directed  toward  physicians  in  all  general 
hospitals,  regardless  of  size,  the  film  illustrates 
simple  and  effective  methods  and  devices  used  in 
the  rehabilitation  of  stroke  patients.  It  empha- 
sizes the  procedures  to  be  instituted  immedi- 
ately upon  the  patient’s  admission  to  the  hospital. 

Primary  purpose  of  the  film  is  to  inform 
physicians  and  nurses  of  the  need  for  immediate 
action  in  stroke  cases  and  to  interest  them  in 
acquiring  additional  details  for  treatment 
through  available  publications  or  study  courses. 

The  20-minute  color  film  illustrates  a program 
of  constructive  rehabilitation  which  progresses 
through  three  stages:  (1)  proper  positioning, 
(2)  transfer  activities  and  early  ambulation, 
and  (3)  training  for  self-care.  It  indicates  how 
these  major  steps  can  be  conducted  in  any  hos- 
pital, however  small,  by  an  interested  nurse 
using  a minimum  of  equipment. 

The  film  may  be  obtained  from  the  Society  on 
a loan  basis  for  viewing  without  charge  or  may 
be  purchased  for  $125. 
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Disaster  Hospital  Manual 

The  responsibility  of  providing  immediate 
medical  and  hospital  care  in  disasters  of  any 
magnitude  falls  directly  on  physicians,  nurses 
and  hospitals.  To  aid  Illinois  communities  in 
developing  disaster  plans,  the  ISMS  Committee 
on  Disaster  Medical  Care  has  adopted  a model 
emergency  plan  for  hospitals. 

Originally  developed  by  the  Memorial  Hospital 
of  DuPage  County,  Elmhurst,  the  plan  is  recog- 
nized as  a model  by  the  Office  of  Defense  Mobili- 
zation in  Washington,  D.  C.  Copies  are  available 
from  the  Society. 

Illinois  Medical  Journal  Reference  Pages 

Following  is  an  index  to  reference  material 
available  from  the  Illinois  State  Medical  Society. 
The  information  was  originally  published  in  the 
Illinois  Medical  Journal  from  which  it  could  be 
detached  for  binding.  Single  copies  of  each  will 
be  sent  free  to  Illinois  doctors  upon  request. 
A nominal  charge  will  be  made  to  cover  the 
handling  of  multiple  copies  or  sets  of  the  refer- 
ence pages. 

Some  of  the  subjects  of  this  index  are  covered 
in  Section  III  (Legislative  and  Medical  Service 
Organizations  and  Section  IV  (Medical-Legal 
Information) . 

1.  Notifiable  Disease  List — the  Rules  and  Regula- 
tions for  the  Control  of  Communicable  Diseases 
Free  Vaccines 

Free  Drugs 

2.  Approved  Resources  for  Postlaryngectomy 
Speech  Training 

3.  Poison  Control  Centers 

4.  Services  Available  to  the  Acoustically  Handi- 
capped 

5.  Desirable  Weights  for  Men  and  Women 

6.  Leukemia  Centers 

7.  Rehabilitation  Centers 

8.  Illinois  Aids  for  the  Blind 

9.  Cytology 

10.  Facilities  for  the  Detection  of  Tuberculosis  in 
Illinois 

11.  Treatment  Facilities  for  Alcoholics  in  Illinois 

12.  Facilities  for  Psychiatric  Therapy 

13.  Homemaker  Service 

14.  Facilities  for  Mentally  Retarded  Children 

15.  Blood  Transfusion  Service 

16.  Vocational  Rehabilitation  Services 

17.  Schools  of  Nursing 

18.  Facilities  for  Unmarried  Mothers 

19.  Camps  for  the  Handicapped 

20.  Illinois  Approved  Schools  of  Medical  Tech- 
nology 

21.  Sources  for  Educational  Scholarships 

22.  Registries  of  the  American  Registry  of  Path- 
ology 

23.  Illinois  Institutions  Caring  for  Rheumatic 
Fever  Patients 

24.  State  Approved  Agencies  for  Adoptive  Place- 
ment 

25.  Adoption  Laws  in  Illinois 

26.  Schedule  for  Routine  Immunization  of  Infants 
and  Children 

27.  Skin  Test  Materials 

28.  State  Licensed  Nursing  Homes  in  Illinois 
(Cook  County) 

29.  State  Licensed  Nursing  Homes  in  Illinois  (Ex- 
clusive of  Cook  County)  (Adams  through 
McHenry  Counties) 


30.  State  Licensed  Nursing  Homes  in  Illinois  (Ex- 
clusive of  Cook  County)  (McLean  through 
Woodford  Counties) 

31.  Normal  Laboratory  Values  of  Clinical  Im- 
portance— Part  1 (Blood — Chemical  Consti- 
tuents; Hematologic  Examinations) 

32.  Normal  Laboratory  Values  of  Clinical  Impor- 
tance— Part  2 (Functional  Tests) 

33.  Normal  Laboratory  Values  of  Clinical  Impor- 
tance— Part  3 (Bone  Marrow;  Urine;  Stool; 
Cerebrospinal  Fluid) 

34.  Guide  to  Resources  for  Neurological  Disorders 

35.  Highlights  of  Illinois  State  Radiation  Protec- 
tion Law 

36.  Illinois  Medical  Assistants 

37.  Poisons  and  Antidotes — Part  I 

38.  Poisons  and  Antidotes — Part  II 

39.  See  Chicago  During  Your  Convention  Stay 

40.  Sightseers  Map  of  Chicago 

41.  Pollination  Calendars 

42.  Willing  The  Body  to  Medicine — Part  I 

43.  Willing  The  Body  to  Medicine — Part  II 

Impartial  Medical  Testimony 

The  Impartial  Medical  Testimony  program, 
in  which  the  Illinois  State  Medical  Society  par- 
ticipates, is  designed  to  elicit  objective  medical 
truth  and  facilitate  the  equitable  disposition  of 
personal  injury  cases  in  the  courts  of  Illinois. 

As  a technique  of  judicial  administration, 
impartial  medical  testimony  examiners  are 
ordered  by  the  court  when  there  is  evidence  of 
a wide  divergence  of  medical  opinion  in  the 
personal  injury  which  is  subject  to  litigation. 
The  introduction  of  the  IMT  examiner  and  sub- 
sequent examination  of  injuries  provide  the 
court  with  objective,  impartial  medical  data  for 
use  in  pre-trial  conferences  and  in  jury  trials. 

Authorization  for  the  use  of  IMT  examiners 
was  established  by  the  introduction  of  Illinois 
Supreme  Court  Rule  17-2  in  September  1961. 
The  Rule  states,  “When  in  the  discretion  of  a 
trial  court,  it  appears  that  an  impartial  medical 
examination  will  materially  aid  in  the  just  deter- 
mination of  a personal  injury  case,  the  court,  a 
reasonable  time  in  advance  of  the  trial,  may  on 
its  own  motion  or  that  of  any  party,  order  a 
physical  or  mental  examination  of  the  party 
whose  mental  or  physical  condition  is  an  issue. 
The  examination  shall  be  made  without  cost  to 
the  parties  by  a member  or  members  of  a panel 
of  physicians  chosen  for  their  special  qualifica- 
tions by  the  Illinois  State  Medical  Society.  The 
court  administrator  and  deputy  coui't  adminis- 
trator are  charged  with  the  administration  of 
this  Rule. 

“A  copy  of  the  report  of  examination  shall  be 
given  to  the  court  and  to  the  attorneys  for  the 
parties.  Should  the  court  at  any  time  during  the 
trial  find  that  compelling  considerations  make  it 
advisable  to  have  an  examination  and  a report  at 
that  time,  the  court  may,  at  its  discretion  so 
order.  Either  party  or  the  court  may  call  the 
examining  physician  or  physicians  to  testify, 
also  without  cost  to  the  parties.  Any  physician 
so  called  shall  be  subject  to  cross-examination. 
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The  court  shall  determine  the  compensation  of 
the  physician  or  physicians.” 

Illinois  is  distinguished  in  this  matter  by 
being  the  only  state  which  has  a court  rule  per- 
mitting the  state-wide  use  of  impartial  medical 
testimony.  The  Illinois  State  Medical  Society 
played  a significant  role  in  the  creation  and 
development  of  the  IMT  program.  Impartial 
medical  testimony  in  other  states  is  limited  to 
certain  jurisdictions  within  the  states. 

To  implement  the  IMT  rule,  the  Illinois  State 
Medical  Society  created  a panel  of  impartial 
medical  examiners.  This  panel  is  comprised  of 
approximately  400  physicians  who  are  grouped 
into  20  medical  specialties.  These  IMT  exam- 
iners were  selected  from  approximately  4000 
nominated  physicians.  Composition  of  the  panel 
is  reviewed  annually  to  maintain  the  highest 
standards  for  the  courts  of  Illinois.  The  IMT 
examiners  are  selected  from  the  panel  in  rotat- 
ing sequence. 

The  IMT  examiners  are  paid,  on  court  ap- 
proval of  bills  submitted,  by  the  Illinois  State 
Bar  Association  Foundation,  which  is  the  cus- 
todian and  disbursing  agent  of  a special  IMT 
fund.  This  fund  was  made  possible  by  grants 
from  the  Ford,  Wieboldt,  Deere,  Woods,  and 
Lilly  Foundations. 

In  a personal  injury  case,  the  plan  evolves 
as  follows : 

1)  judge  invokes  Rule  17-2  (when  in  his 
judgment  introduction  of  an  IMT  exam- 
iner will  aid  materially  in  the  equitable 
disposition  of  the  case)  ; 

2)  judge  contacts  supreme  court  administra- 
tor, requesting  IMT  examiner  (special 
forms  are  used  for  this  purpose)  ; 

3)  court  administrator  contacts  Illinois 
State  Medical  Society  for  IMT  examiner, 
as  required  by  the  character  of  the  per- 
sonal injury; 

4)  ISMS  selects  an  IMT  examiner  from  the 
panel  of  the  medical  specialty  relating  to 
the  injury  involved; 

5)  ISMS  relates  the  identity  of  the  IMT 
examiner  to  the  court  administrator; 

6)  court  administrator  schedules  the  exam- 
ination of  the  plaintiff,  and  obtains 
pertinent  medical  records  for  the  IMT 
examiner. 

7)  IMT  physician  examines  plaintiff,  and 
prepares  medical  report.  This  report  is 
submitted  to  the  court.  Copies  are  pre- 
pared for  the  attorneys  involved. 

8)  IMT  examiner  is  available  for  court 
testimony,  as  required. 

9)  IMT  examiner  submits  bill  to  the  court. 

10)  the  IBA  Foundation  disburses  funds  to 

pay  for  the  IMT  examiner. 

The  Illinois  State  Medical  Society  is  deeply 
appreciative  of  its  role  in  offering,  in  conjunc- 


tion with  the  Supreme  Court,  this  impartial 
medical  service  for  the  courts  of  Illinois.  The 
IMT  Committee  of  the  state  society  is  charged 
with  the  responsibility  of  implementing  the  IMT 
Rule,  as  required  by  the  court. 

New  . . . Tax  Saving  Plans  for 
Self-Employed 

Physicians  and  other  professional  persons 
have  had  the  opportunity  of  setting  aside  tax- 
deferred  retirement  contributions  since  Jan.  1, 
1963,  following  passage  of  the  Self-Employed 
Individuals  Act  of  1962. 

The  act  and  its  provisions  are  described  in 
“New  . . . Tax  Saving  Plans  for  Self-Employed,” 
a booklet  available  from  the  Illinois  State  Medi- 
cal Society.  Included  in  the  booklet  are  speci- 
fications for  the  retirement  plan  which  must 
be  filed  with  the  Internal  Revenue  Service  in 
order  for  the  physician  to  secure  favorable  tax 
treatment. 

A variety  of  master  or  prototype  retirement 
plans  are  available,  under  which  a physician 
may  enroll  by  executing  certain  standardized 
documents.  Usually,  such  plans  have  received 
prior  IRS  approval  and  bear  an  approval  date 
and  identifying  number.  This  assures  the  physi- 
cian that  the  plan  in  which  he  enrolls  will 
provide  the  desired  tax  benefits.  A physician 
may  develop  his  own  individual  retirement  plan 
through  a bank,  insurance  company,  or  other 
funding  media.  Such  plans,  of  course,  must  meet 
IRS  requirements  and  be  qualified  with  IRS. 
Competent  legal  and  tax  advice  should  be  sought 
in  the  drafting  of  any  individual  plan. 

The  Illinois  State  Medical  Society  does  not 
offer  a master  or  prototype  plan,  although  such 
plans  are  being  considered,  but  such  plans  are 
available  through  the  American  Medical  Asso- 
ciation and  certain  specialty  societies.  Other 
plans  may  be  obtained  through  insurance  com- 
panies, banks  and  mutual  funds. 

Group  Disability  Program 

The  Illinois  State  Medical  Society  has  officially 
approved  a group  disability  program  which  is 
available  to  all  eligible  members  of  the  ISMS 
up  to  age  70  who  are  regularly  attending  all  of 
the  usual  duties  of  their  occupation.  Three  dif- 
ferent types  of  coverage  are  available  under  the 
program,  with  an  over-70  conversion  privilege. 

Benefits  of  the  program  are  payable  regardless 
of  any  other  insurance  and  no  restrictive  riders 
may  be  attached.  The  master  contract  contains 
a special  renewal  condition  whereby  the  indi- 
vidual coverage  cannot  be  terminated. 

Provision  has  been  made  for  an  adjudication 
committee  to  advise  the  carrier  on  claims  and 
other  administrative  problems.  The  adjudication 
committee  will  review  the  medical  data  and 
make  recommendations  regarding  coverage 
which  the  insurance  company  might  otherwise 
reject. 
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The  program  is  explained  in  detail  in  a bro- 
chure which  is  available  from  the  Society  or 
by  writing  directly  to  Parker,  Aleshire  & Co., 
9933  Lawler  Ave.,  Skokie. 

Major  Hospital  and  Nurse  Expense 
Insurance 

A $15,000  major  hospital  and  nurse  expense 
insurance  policy  is  now  available  to  members  of 
the  Illinois  State  Medical  Society. 

The  program,  not  officially  sponsored  by  the 
Society,  covers  the  following  expenses  incurred 
during  a hospital  confinement: 

Up  to  $30  per  day  for  room  and  board,  labo- 
ratory tests,  operating  room  charges,  and  the 
costs  of  anesthetics,  x-ray  examinations  or 
treatments,  drugs  and  dressings,  and  therapeutic 
services  and  supplies. 

It  also  includes  the  cost  of  employing  full-time 
registered  nurses  or  licensed  practical  nurses 
(other  than  a member  of  the  insured’s  family) 
during  a hospital  confinement;  dental  expense 
incurred  in  or  out  of  the  hospital  as  a result  of 
injury  to  natural  teeth,  and  ambulance  expense 
up  to  100  miles. 

The  Commercial  Insurance  Company  of  New- 
ark, N.  J.,  will  pay  up  to  $15,000  for  each 
individual  insured  for  covered  expenses  incurred 
within  two  years  from  the  date  such  expenses 
first  began  for  any  one  continuous  period  of 
treatment.  Payment  is  made  on  the  basis  of  80% 
of  all  covered  expenses  excluding  the  initial  $300 
or  $500  whichever  was  the  deductible  elected  at 
time  of  application.  In  the  event  of  a contagious 
disease  involving  more  than  one  covered  family 
member  within  30  days  or  in  the  event  of  a 
common  accident  involving  more  than  one  cov- 
ered family  member,  only  one  deductible  of 
either  $300  or  $500  will  apply. 

Any  member  under  70  years  of  age  actively 
engaged  in  his  profession  or  occupation  is  en- 
titled to  enroll.  He  may  enroll  as  an  individual 
or  include  his  eligible  dependents.  Eligible 
dependents  are  the  spouse  and  the  unmarried 
dependent  children  over  14  days  and  under  23 
years  of  age.  After  a policy  is  in  force  all  new 
born  children  are  automatically  covered  without 
premium  charge  on  the  15th  day  after  birth,  but 
on  the  next  following  renewal  date  continuation 
of  insurance  on  the  new  born  child  shall  be  sub- 
ject to  the  required  additional  premium  if  any. 

All  applicants  are  subject  to  acceptance  by  the 
company.  Additional  information  may  be  ob- 
tained by  writing  the  Society  or  Parker,  Aleshire 
& Co. 

The  Relative  Value  Study 

The  Relative  Value  Study,  undertaken  by  the 
Relative  Value  Committee,  was  completed, 
printed,  submitted  to  and  approved  by  the  ISMS 
House  of  Delegates  in  1964.  Copies  of  the  study 
are  available  from  the  Society.  The  study  is  a 
compilation  of  unit  values  referred  to  as  relative 


value  indexes,  and  derived  from  average  fees 
customarily  charged  by  Illinois  physicians  for 
services  rendered  to  patients. 

The  primary  purpose  of  the  Relative  Value 
Study  is  to  provide  individual  physicians  with 
a reliable  factual  guide  for  evaluating  their  own 
services.  It  may  also  be  utilized  by  the  profession 
as  a whole  in  developing  and  negotiating  pay- 
ment schedules  designed  to  fit  a wide  range  of 
circumstances.  In  this  respect,  the  advantages 
accruing  to  the  profession  are  numerous  since 
many  existing  payment  schedules  are  based  on 
subjective  opinion  with  few  or  no  statistical 
guidelines. 

The  1961  House  of  Delegates  authorized  the 
study  and  approved  it  with  modifications  at  the 
1963  annual  meeting.  The  statistical  techniques 
employed  in  this  study,  the  data  resulting  there- 
from, the  wealth  of  information  contained  in 
the  study  itself  and  its  adaptability  make  the 
study  superior  to  similar  studies  previously 
undertaken. 

Medical  Career  Recruitment  Programs 

As  man  has  advanced  his  life  expectancy,  it 
follows  that  many  additional  young  men  and 
women  are  and  will  be  needed  as  members  of  the 
health  team.  Youth  must  be  counseled  early  in 
their  academic  years  in  order  to  receive  the 
proper  educational  background  for  a doctorate 
of  medicine  or  allied  health  field  degree. 

The  Woman’s  Auxiliary  of  the  ISMS  has  been 
the  spearhead  force  in  Illinois  to  interest  and 
recruit  the  youth  of  the  state  in  medical  careers. 
Members  are  asked  to  aid  this  effort  by  investi- 
gating the  possibility  of  conducting  or  partici- 
pating in  career  days  in  their  home  communities. 

A pamphlet  entitled  “The  Opportunities  and 
Rewards  of  Medicine  Can  Be  Yours”  and  a 
“Career  Information  Form”  are  available  from 
the  society. 

Assistance  to  the  Medically  Indigent  Aged 
Through  Kerr-Mills 

Assistance  to  the  Medically  Indigent  Aged 
(AMIA)  is  a program  enacted  in  Illinois  to 
help  elderly  citizens  on  limited  income  and  re- 
sources pay  their  medical  and  hospital  bills  and 
enjoy  their  golden  years  in  good  health.  Kerr- 
Mills  is  paid  for  by  state  and  federal  funds  and 
administered  on  the  local  level  to  assure  health 
care  when  serious  illness  strikes  and  finances 
of  the  aged  are  low. 

It  provides  hospitalization  with  all  drugs, 
laboratory  tests,  special  treatments,  nursing  and 
other  essential  services  for  the  duration  of  the 
hospital  stay;  follow-up  care  after  release  from 
the  hospital,  with  physician’s  visits  and  pre- 
scribed drugs  for  30  days;  and  convalescent  or 
rehabilitation  care  in  a nursing  home  after 
release  from  the  hospital,  for  90  days,  together 
with  the  services  of  a physician  and  necessary 
drugs. 
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Applicants  for  medical  assistance  under  Kerr- 
Mills  must  be  65  years  of  age  or  older  and  must 
be  residents  of  Illinois,  having  established  a 
permanent  home  in  the  state  at  the  time  of 
application.  There  is  no  durational  residence 
requirement  and  temporary  absence  does  not 
affect  the  resident  status.  The  annual  income  of 
a single  person  with  no  dependents  should  not 
exceed  $1,800;  a couple  is  allowed  $2,400  plus 
$600  for  each  additional  dependent.  Property 
and  other  resources  for  a single  person  should 
not  exceed  $1,800;  a married  couple  is  allowed 
$2,400  plus  $400  for  each  dependent.  Property 
and  other  resources  mean  “liquid  or  marketable 
assets,”  exclusive  of  the  applicant’s  homestead 
and  contiguous  real  estate;  clothing,  household 
effects,  and  automobiles;  life  insurance  having 
a cash  value  of  $1,000  or  less ; tangible  personal 
property  used  in  earning  income  having  a fair 
market  value  of  $1,000  or  less. 

If  the  applicant  is  able  to  meet  these  require- 
ments, he  is  probably  eligible  for  Kerr-Mills 
assistance.  If  his  income  or  resources  exceed 
these  amounts,  he  may  still  be  eligible  after  first 
applying  the  excess  toward  the  medical  costs. 
The  amount  of  medical  expenses  for  which  the 
applicant  is  responsible  is  based  on  income  and 
the  value  of  resources. 

Family  responsibility  (sons  and  daughters) 
is  part  of  the  Illinois  law;  the  County  Depart- 
ment of  Public  Aid  determines  if  the  respon- 
sible relatives  are  financially  able  to  meet  the 
cost  of  the  allowable  medical  services.  The 
amount  of  aid  will  vary  according  to  their  finan- 
cial situation. 

Application  should  be  made  prior  to  or  during 
the  hospital  stay.  Payment  will  not  be  allowed 
if  application  is  made  following  release  from 
the  hospital.  Application  should  be  made  to  the 
County  Department  of  Public  Aid  in  county 
where  the  patient  resides. 

Brochures  on  Kerr-Mills  are  available  upon 
request  to  the  state  medical  society.  For  the 
physician,  there  is  a booklet  entitled  “Doctor’s 
Guide  to  Kerr-Mills,”  and  for  the  general  public, 
a pamphlet,  “Need  Help  When  You’re  111? 
Here’s  How  Kerr-Mills  Pays  the  Bill.”  These  bro- 
chures are  available  in  any  quantity  requested. 

Comb-1  Insurance  Form 

Because  of  the  variety  of  data  reauired  for 
health  insurance  claims,  the  Comb-1  Form  was 
developed  through  the  joint  cooperation  of  the 
American  Medical  Association  and  the  Health 
Insurance  Council.  Efforts  were  directed  to  sim- 
plify and  reduce  the  number  of  attending  phy- 
sicians forms  to  a degree  equally  acceptable  to 
the  health  insurance  industry  and  the  medical 
profession. 

Information  requested  by  many  diverse  forms 
from  a large  number  of  insurance  companies 
was  first  classified  and  minimum  needs  for 
claim  purposes  were  determined.  Then  appro- 


priate and  clearly  worded  questions  were  devel- 
oped and  arranged  in  a standard  sequence,  to 
facilitate  completion.  Out  of  this  came  two  basic 
forms,  one  for  group  health  insurance  and  one 
for  individual  health  insurance,  and  four  abbre- 
viated forms.  A further  simplification  involved 
devising  an  all-purpose  form  which  is  a combi- 
nation of  the  group  and  individual  forms — the 
Comb-1  Simplified  Health  Insurance  Claim  Form. 

These  forms  are  being  distributed  to  physi- 
cians by  the  Illinois  State  Medical  Society  with 
the  request  that  they  be  substituted  for  any 
non-standardized  forms  received.  Each  physi- 
cian has  been  asked  to  voluntarily  adopt  the 
following  procedure : 

1)  When  a physician  receives  a form  from 
an  insurance  company  bearing  the  HIC 
symbol  it  should  be  completed  and  re- 
turned to  the  company. 

2)  When  a physician  receives  a form  not 
identified  by  the  HIC  symbol,  the  stan- 
dardized form  should  be  filled  out  and 
clipped  to  the  unacceptable  form  with 
both  forms  returned  to  the  insurance 
company. 

3)  If  the  insurance  company  insists  upon 
having  its  own  form  completed,  the  doctor 
should  feel  justified  in  making  a reason- 
able charge  for  the  added  work  involved 
in  handling  the  non-standardized  form. 

The  attempt  to  standardize  these  forms  is  an 
aid  in  cutting  back  on  the  ever-increasing  load 
of  paper  work  involved  in  medical  practice. 
Forms  are  available  without  charge  from  the 
ISMS  Division  of  Economics  and  Insurance, 
while  the  supply  lasts. 

Physicians  Placement  & Student  Loan  Fund 
Program 

The  Illinois  State  Medical  Society  not  only 
offers  help  to  students  who  wish  to  become  physi- 
cians, but  also  is  able  to  assist  the  careers  of 
those  already  licensed  to  practice  medicine. 

The  society  provides  this  aid  through  two 
special  activities.  First  is  its  own  Physicians 
Placement  Service.  Second  is  the  Illinois  Student 
Medical  Loan  Fund  Program  that  the  society 
sponsors  in  conjunction  with  the  Illinois  Agri- 
cultural Association. 

Physicians  Placement  Service 

The  Physicians  Placement  Service  is  designed 
to  help  physicians  find  a desirable  area  in  which 
to  establish  practice  or  to  relocate.  The  pro- 
gram’s purpose  is  twofold,  since  it  is  interested 
also  in  helping  those  communities  which  demon- 
strate need  of  a resident  physician. 

More  than  400  medical  doctors  have  been 
placed  through  this  program  since  its  inception 
shortly  after  World  War  II. 

The  Physicians  Placement  Service  maintains 
an  up-to-date  listing  of  some  150  “open”  areas 
needing  general  practitioners.  It  maintains  a 
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similar  listing  of  areas  in  need  of  specialists  in 
a given  field. 

This  service  accepts  requests  from  both  physi- 
cians and  communities  for  satisfactory  place- 
ment. In  addition,  physicians  are  referred  to  the 
service  by  a number  of  organizations,  among 
them  the  American  Medical  Association,  the  Illi- 
nois State  Health  Department  and  the  Illinois 
Agricultural  Association.  Frequently,  responsi- 
ble citizens  or  overburdened  physicians  in  a 
community  will  contact  the  service. 

Another  important  function  of  the  Physicians 
Placement  Service  is  to  assist  small  communities 
in  developing  programs  to  attract  physicians. 

The  Physicians  Placement  Service  sends  a 
questionnaire  to  the  applicant  physician  to  ob- 
tain information  on  his  educational  background, 
his  interests  and  preferences  of  type  of  practice. 
Upon  return  of  the  questionnaire,  the  physician 
is  sent  a complete  list  of  openings.  Each  opening 
is  detailed  on  its  facilities  for  home  life,  office 
space,  proximity  to  hospital  facilities  and  other 
specifics.  The  physician  is  also  sent  bulletins 
with  information  on  new  locations  as  they  de- 
velop. 

The  Physicians  Placement  Service  offers  its 
assistance  to  all  qualified  physicians  who  request 
it.  An  applicant  need  not  be  a member  of  the 
state  medical  society.  There  is  no  charge  either 
to  the  physician  nor  to  the  community  seeking 
the  services  of  this  program. 

Inquiries  may  be  addressed  to  the  Physicians 
Placement  Service,  Illinois  State  Medical  So- 
ciety, 360  N.  Michigan  Avenue,  Chicago,  Illinois, 
60601. 


Illinois  Student  Medical  Loan  Fund  Program 

The  Illinois  Student  Medical  Loan  Fund  Pro- 
gram is  designed  to  help  those  who  have  got 
what  it  takes  to  become  a physician  but  lack  the 
money  or  a recommendation  for  medical  school. 
Since  its  inception  in  1948,  the  program  has 
helped  over  125  qualified  applicants  to  hurdle 
financial  or  borderline  academic  barriers  to  a 
medical  education. 

Loans  to  students  in  need  are  provided  by 
joint  contributions  from  the  Illinois  State  Medi- 
cal Society  and  the  Illinois  Agricultural  Asso- 
ciation. The  program  offers  loans  of  $625  per 
semester — up  to  a total  of  $5,000  over  a four- 
year  period.  A two  per  cent  interest  rate  is 
charged  semi-annually  from  the  time  the  loan 
is  received.  The  borrower  must  also  insure  him- 
self for  the  entire  amount  of  the  loan  and  pay 
premiums  on  the  policy.  However,  he  has  seven 
years — time  to  complete  his  education,  intern- 
ship and  two  years  of  practice — before  the  first 
principal  payment  is  due. 

The  program  also  offers  assistance  to  those 
who  may  not  have  financial  difficulties  but  can’t 
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get  into  a “Class  A”  medical  school  because  their 
college  grades  are  marginal.  The  board  repre- 
senting the  sponsoring  organizations  of  the  pro- 
gram can  recommend  10  candidates  annually  to 
the  University  of  Illinois  Medical  School  in 
Chicago.  After  careful  screening  to  determine 
whether  the  applicant  has  the  potential  to  make 
a good  medical  student,  the  board  can  recom- 
mend him  for  admittance  on  the  basis  of  its 
investigation. 

In  return  for  this  assistance  from  the  Student 
Medical  Loan  Fund  Program,  the  applicant  must 
agree  to  practice  medicine  in  an  Illinois  town — 
generally  of  approximately  5,000  population — for 
five  years.  The  applicant  may  select  a town  from 
an  up-to-date  list  of  communities  which  have 
demonstrated  need  and  ability  to  support  a phy- 
sician, but  choice  is  subject  to  approval  by  the 
program’s  board.  The  purpose  of  this  agree- 
ment is  to  provide  family  doctors  for  the  smaller 
rural  communities  in  Illinois. 

To  be  considered  for  assistance  from  the  Stu- 
dent Medical  Loan  Fund  Program,  an  applicant 
must  be  recommended  by  the  presidents  of  his 
home  county  medical  society  and  farm  bureau. 
Rules  of  eligibility  require  that  an  applicant  be 
a male  pre-medical  student  of  at  least  three 
years  college  standing  ...  an  Illinois  resident 
outside  of  Cook  County  . . . and  that  he  take  a 
medical  college  admissions  test  for  review  by 
the  program’s  board. 

The  board  of  the  Student  Medical  Loan  Fund 
Program  conducts  its  annual  interview  about 
Feb.  1 for  those  students  who  wish  to  enter 
medical  school  the  following  September.  Those 
approved  for  assistance  are  accepted  on  a com- 
parative and  competitive  basis.  Information  and 
applications  may  be  obtained  from  Roy  E.  Will, 
secretary,  Joint  Student  Medical  Loan  Fund 
Board,  Illinois  Agricultural  Association,  1701 
Towanda  Ave.,  P.O.  Box  901,  Bloomington. 


Scientific  Speakers  Bureau 

The  Illinois  State  Medical  Society,  through  its 
Scientific  Speakers  Bureau,  aids  county  societies 
in  their  efforts  to  keep  members  abreast  of  med- 
ical advances.  Sponsored  by  the  ISMS  Commit- 
tee on  Continuing  Education,  the  bureau  helps 
local  groups  arrange  and  conduct  postgraduate 
medical  education  programs  in  their  own  areas. 
This  assistance  includes  obtaining  speakers, 
helping  them  with  travel  arrangements,  prepar- 
ing and  mailing  notices  of  meetings,  and  paying 
an  honorarium  and  travel  expenses.  ISMS  can 
also  provide  publicity  services  upon  request. 

The  Bureau  operates  under  a grant  from 
Merck,  Sharp  & Dohme,  which  provides  funds 
to  the  ISMS  Educational  and  Scientific  Foun- 
dation for  the  specific  purpose  of  obtaining 
speakers  for  county  medical  society  meetings. 
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The  following  procedures  govern  use  of  the 
Bureau : 

1)  County  societies  select  program  material 
from  a roster  containing  the  names  of  more 
than  400  speakers  and  over  1,000  topics. 

2)  Eight  weeks  advance  notice  is  needed  for 
help  in  program  planning.  This  allows  sufficient 
time  for  ISMS  to  locate  a speaker  and  for  the 
speaker  to  arrange  his  schedule  and  prepare 
his  talk. 

3)  Requests  should  be  addressed  to  the 
Chairman  of  the  Committee  on  Continuing  Edu- 
cation (currently  Dr.  Robert  Freeark),  Illinois 
State  Medical  Society,  360  N.  Michigan  Ave., 
Chicago.  A “Request  for  Speakers”  form  is  sent 
by  return  mail.  This  form  asks  for  information 
needed  for  recruiting  a suitable  speaker. 

4)  Publicity  to  media  in  the  area  of  the 
meeting  will  be  handled  by  ISMS  upon  request 
of  the  county  society. 

5)  Postcard  notices  will  be  mailed  to  physi- 
cians in  the  county  if  requested. 

6)  In  cases  where  the  county  society  makes 
its  own  arrangements  for  speakers,  ISMS  will 
prepare  and  mail  notices  if  the  information  is 
received  no  less  than  three  weeks  prior  to  the 
meeting.  In  these  cases,  ISMS  will  not  pay  hon- 
orarium or  expenses  of  the  speaker  and  will  bill 
the  society  for  postage. 

7)  The  county  medical  society  program 
chairman  and  the  speaker  are  both  expected  to 
submit  to  ISMS  a report  on  the  meeting  and  the 
arrangements. 

Doctor’s  Responsibility 
To  the  Press 

Physicians  and  the  press  are  partners  in  pro- 
viding a link  of  communication  between  the 
medical  profession  and  the  public.  But,  the 
press  cannot  carry  out  its  traditional  responsi- 
bility in  informing  the  public  in  the  area  of 
medical  and  patient  news  without  the  coopera- 
tion of  the  medical  society  and  individual  doc- 
tors. The  inevitable  penalty  of  silence  by  the 
doctors  is  public  ignorance,  misunderstanding 
and  fear.  In  a democracy,  public  ignorance,  mis- 
understanding and  fear  can  be  dangerous  to 
professional  freedom. 

The  following  outline — based  on  a press  code 
adopted  by  the  Macon  County  Medical  Society — 
is  suggested  as  a pilot  guide  for  individual  phy- 
sicians and  county  societies  in  Illinois. 

Availability 

1)  The  officers,  committee  chairmen  or  desig- 
nated spokesmen  of  county  medical  societies 
shall  be  available  at  all  times  to  mass  media 
personnel  to  provide  authentic  information  on 
medical  subjects. 

2)  A list  of  current  spokesmen  shall  be  sup- 
plied by  county  societies  to  the  executives  of 


every  newspaper,  radio  and  television  station 
in  the  country. 

3)  These  spokesmen  may  be  quoted  by  name. 
They  should  not  be  considered  by  their  col- 
leagues as  self-seeking,  since  authoritive  attri- 
bution is  done  in  the  best  interests  of  the  public 
and  the  profession.  (In  addition,  physicians  are 
private  citizens  and  as  such  are  the  subjects 
of  news  stories  in  their  social  and  civic  activities 
just  like  any  other  citizen.) 

Physician  News 

Physicians,  as  scientists,  are  encouraged  to 
give  newspaper  interviews  and  appear  on  radio 
and  television  programs  on  medical  subjects. 
Physicians  may  report  on  new  or  unusual  di- 
seases or  treatments  within  an  ethical  frame- 
work. In  these  instances,  they  should,  whenever 
possible,  notify  their  county  society  publicity 
chairman  or  the  Illinois  State  Medical  Society. 

Physicians  may  be  asked  to  comment  as  indi- 
viduals on  politically  controversial  subjects 
(such  as  socialized  medicine).  In  this  event, 
the  physician  should  clearly  indicate  that  he  is 
expressing  his  personal  viewpoint  which  should 
not  be  construed  as  a statement  of  medical  so- 
ciety policy. 

A medical  society  officer,  however,  should  re- 
member that  any  comment  he  makes— whether 
or  not  intended  as  personal  viewpoint— is  gen- 
erally accepted  as  official  policy. 

Patient  News 

As  the  patient’s  personal  physician,  the  doc- 
tor has  an  obligation  to  respect  confidences  that 
come  to  him  in  the  performance  of  his  duty  and 
may  not  release  news  except  with  the  patient’s 
consent  or  those  authorized  to  speak  for  him. 
When  the  press  learns  of  the  illness  of  private 
patients  from  other  sources,  the  physician  may 
cooperate  with  the  press  in  answering  any  in- 
quiries in  the  interest  of  accuracy  and  to  avoid 
embarrassment. 

When  news  of  patients  is  of  such  a nature  that 
it  automatically  falls  in  the  public  domain  (see 
next  section)  physicians  should  feel  free  to  re- 
lease information  within  the  framework  of  this 
code. 

Patient  information  may  be  given  where  the 
nature  of  injuries,  illness  or  treatment  is  of  spe- 
cial interest.  The  report  of  such  information 
shall  be  more  in  the  nature  of  scientific  informa- 
tion, rather  than  an  expose  of  an  individual 
affliction. 

Public  Domain 

News  of  public  domain  includes  births,  deaths, 
accidents,  police  cases,  and  persons  prominent  in 
the  public  eye.  The  following  information  may 
be  made  available: 

1)  Personal  Information  including: 

Patient’s  name,  address,  age,  sex,  race,  mari- 
tal status,  employer,  occupation,  name  of  new- 
continued  on  page  182) 
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The  Senior  Citizen  Blue  Shield  Plan 

The  Senior  Citizen  Blue  Shield  Plan,  as  ap- 
proved by  the  Illinois  State  Medical  Society,  was 
designed  specifically  to  provide  medical-surgical 
coverage  for  the  aged  at  a reasonable  cost  so 
that  a compulsory  program  will  not  be  neces- 
sary either  now  or  in  the  future. 

Its  primary  objective  is  to  make  it  possible 
for  the  over  65  to  provide  adequate  medical  care 
coverage  for  themselves  without  government 
interference  in  the  practice  of  medicine. 

The  plan  includes  a schedule  of  allowances 
based  on  the  professional  service  index  covering 
services  to  all  persons  over  65  years  of  age.  Ex- 
amples of  these  maximum  allowances  follow 


herewith.  These  allowances  would  be  accepted 
by  a physician  as  payment  in  full  only  for  indi- 
viduals with  incomes  of  less  than  $2,500  and  for 
families  where  the  combined  income  of  husband 
and  wife  does  not  exceed  $4,000.  Those  with 
greater  incomes  would  be  expected  to  pay  the 
physician’s  usual  fees  with  the  allowance  of  this 
senior  citizen  plan  applied  against  such  fees. 

Thus  this  program  retains  free  choice  of 
physician  and  the  right  of  the  physician  to  set 
his  own  fees  for  patients  who  are  able  to  pay. 

For  the  medically  indigent  the  Kerr-Mills 
type  of  legislation  still  would  be  available  to 
provide  financial  assistance  to  people  over  65 
who  cannot  provide  medical  coverage  for  them- 
selves. 


Examples  of  Maximum  Allowances 


SURGICAL  SERVICE 
ABDOMEN 

Appendectomy  $105.00 

Cholecystectomy  157.00 

Subtotal  Gastrectomy 206.00 

BREAST 

Mastectomy,  simple,  unilateral  $ 84.00 

Mastectomy,  radical,  unilateral 171.00 

CHEST 

Thoracotomy,  exploratory  $128.00 

Pneumonectomy  258.00 

FRACTURES 

Ankle,  bimalleolar  including  Potts’  . . $ 76.00 

Phalanx,  one  finger  or  thumb,  simple  . . 15.00 

DISLOCATIONS 

Hip  (Femur)  $ 87.00 

Knee  (Tibia),  simple  50.00 

Shoulder  (Humerus),  simple 35.00 


CARDIOVASCULAR 

Ligation  and  division  of  saphenous 
vein  with  or  without  retrograde 
injection,  or  distal  interruptions, 


unilateral  $ 52.00 

With  Stripping  (Multiple  distal  inter- 
ruptions), unilateral  84.00 

GENITO-URINARY  TRACT 

Nephrectomy  $189.00 

Prostatectomy,  transurethral  resection.  177.00 
HERNIA 

Hernioplasty,  unilateral  $ 99.00 

Recurrent  113.00 

INFECTIONS 

Drainage  of  furuncle  $ 9.00 

Drainage  of  carbuncle  12.00 

GYNECOLOGY 

Panhysterectomy;  total  hysterectomy 

(corpus  and  cervix)  $168.00 

PARACENTESIS,  TAPPING 

Abdominal  paracentesis  $ 9.00 

Thoracentesis  9.00 


RECTUM 

Complete  protectomy,  combined 
abdominoperineal,  one  or  two 

stages  $258.00 

Hemorrhoidectomy,  internal  73.00 

GENERAL  MEDICAL  CARE 

First  daily  visit $ 9.75 

Second  daily  visit  6.50 

Third  through  seventieth  daily  visit  . . . 3.25 

DIAGNOSTIC  X-RAY  SERVICE 

Ankle $ 9.00 

Elbow  9.00 

Gallbladder  (dye)  18.00 

Skull,  multiple  views  23.00 

Chest  9.00 

RADIATION  THERAPY 
Superficial  (soft  X-ray), 

per  treatment  $ 9.00 

Deep  X-ray  (orthovoltage), 

per  treatment  9.00 

Megavoltage  X-ray  (cobalt,  Betatron), 

per  treatment  14.00 

Radium  plaque  or  mold, 

per  treatment  14.00 

Radium  implantation,  per  treatment  . . 68.00 

CLINICAL  AND  SURGICAL 
PATHOLOGY 

Blood  count,  complete  $ 4.00 

Spinal  fluid,  routine  chemical 

and  microscopic  8.00 

Sputum,  smear,  direct 3.00 

Tissue  sections  12.00 

Urinalysis,  complete  routine  3.00 

ANESTHESIA 

Appendectomy  $ 21.00 

Cholecystectomy  32.00 

Gastrectomy,  subtotal 41.00 

Hysterectomy  35.00 

Prostatectomy  35.00 
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(Continued  from  page  180) 
born’s  parents,  name  of  next-of-kin,  and  name 
of  undertaker. 

2)  Nature  of  Accident 

a)  Only  general  information  regarding  in- 
juries should  be  released. 

b)  It  may  be  stated  that  there  are  internal 
injuries. 

c)  If  the  patient  is  unconscious  when  brought 
to  the  hospital,  a statement  to  that  effect 
may  be  made. 

d)  A knife  or  a bullet  wound  may  be  identi- 
fied as  such,  but  no  statement  should  be 
made  on  the  circumstances  in  which  the 
wound  was  inflicted. 

e)  A statement  may  be  made  that  the  patient 
received  burns  and  the  part  of  the  body 
affected  may  be  indicated. 

f)  No  statement  should  be  made  that  the  pa- 
tient has  been  poisoned— except  by  acci- 
dent—nor  should  the  poisonous  substance 
be  identified  in  describing  the  patient’s 
injury. 

g)  No  statement  should  be  made  that  there 
was  suicide  or  attempted  suicide. 

h)  No  statement  should  be  made  that  intoxi- 
cation or  drug  addiction  was  involved  in 
the  patient’s  condition. 

i)  No  statement  shall  be  made  that  moral 
turpitude  was  involved  in  a patient’s  con- 
dition. 

3)  Diagnosis  and  Prognosis 

a)  Inasmuch  as  a diagnosis  may  be  made  only 
by  a physician  and  may  depend  on  X-ray 
and  laboratory  studies,  no  diagnosis 
should  be  made  except  by  the  attending 
physician. 

b)  For  the  above  reason,  prognosis  should  be 
given  only  by  the  attending  physician  or 
at  his  direction. 

4)  Patient’s  Condition 

A statement  may  be  made  as  to  the  general 
condition  of  the  patient  with  the  following 
classifications:  a)  Minor  Injuries,  b)  Good,  c) 
Fair,  d)  Serious,  e)  Critical. 

Photographs 

Written  Consent  or  witnessed  verbal  consent 
of  patients  and  the  attending  physician  are  ne- 
cessary before  pictures  can  be  taken  in  the  hos- 
pital. If  a patient  is  a minor,  the  permission  of 
the  parents  and  the  attending  physician  will 
be  required. 

Deceased  or  Unconscious  Patients  may  not 
be  photographed,  except  in  police  cases. 

Patients  With  Severe  Burns  or  Facial  In- 
juries, generally,  will  not  be  photographed  even 


though  consent  is  obtained.  Sound  judgment 
must  govern  exceptions. 

Photographs  have  strong  reader  appeal  and 
should  be  used  whenever  they  can  be  used  in 
good  taste  to  heighten  the  effect  of  stories. 

Woman’s  Auxiliary  to  the 
Illinois  State  Medical  Society 

I pledge  my  loyalty  and  devotion  to  the 
Woman’s  Auxiliary  to  the  American  Medi- 
cal Association.  I will  support  its  activities, 
protect  its  reputation  and  ever  sustain  its 
high  ideals. 

This  loyalty  pledge  actually  describes  the 
functions  of  the  Woman’s  Auxiliary  to  any  medi- 
cal society,  whether  it  be  a county  society  of 
six  women  or  a metropolitan  organization  hav- 
ing thousands  of  members. 

It  is  a privilege  to  be  a member  of  a medical 
auxiliary  and  to  participate  in  its  many  and 
varied  activities.  All  that  is  required  for  mem- 
bership is  that  a woman  be  the  wife  (or  widow) 
of  a physician  in  good  standing  in  his  county 
medical  society. 

At  all  times  we  are  under  the  supervision  and 
guidance  of  our  physician  advisory  committee 
at  the  grass  roots  level  of  the  county  medical 
society.  We  are  expected  to  follow  and  support 
whatever  projects  our  advisory  committee 
assigns  us.  We  are  to  assist  the  county  medical 
society  in  its  programs  for  advancement  of 
medicine  and  general  health  activities.  We  help 
promote  friendly  relations  and  cultivate  mutual 
understanding  among  families  of  physicians. 

Our  goal  this  year  in  Illinois  is  to  increase 
membership  in  the  organized  auxiliaries  and 
help  to  develop  auxiliaries  in  areas  where  they 
do  not  exist. 

As  physicians’  wives,  we  feel  strongly  that  if 
we  identify  ourselves  with  community  affairs, 
we  are  helping  to  sustain  the  Health  Team— and 
its  captain,  the  auxiliary  member’s  husband. 

We  must  keep  informed  and  utilize  our  legis- 
lative know-how  wisely.  This  can  partially  be 
done  by  husband  and  wife  becoming  paying 
members  of  AMPAC  and  IMPAC. 

“For  more  than  20  years  the  advocates  of 
compulsory  health  insurance  have  been  losing 
the  fight,  but  we  can  lose  only  once,”  Mrs. 
Richard  Sutter,  president-elect  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association 
warned  in  an  address  last  fall.  This  statement 
continues  to  be  true  not  only  for  the  present 
but  far  into  the  future. 

This  year  the  Illinois  Auxiliary  endeavors  are 
to  be  implemented  through  the  concept,  “Health 
and  Freedom  Through  Love  and  Service.” 

Mrs.  Willard  C.  Scrivner 
President 
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1964-65  Officers 

President,  Mrs.  Willard  C.  Scrivner,  20  King- 
ston Dr.,  East  St.  Louis 
President-Elect,  Mrs.  John  W.  Koenig,  12751 
Elm  St.,  Blue  Island 

Vice-President,  (Program),  Mrs.  Newton  Du- 
Puy,  1842  Grove  Ave.,  Quincy 
Vice-President,  (Community  Service),  Mrs. 

Allen  S.  Watson,  692  Lenox  Rd.,  Glen  Ellyn 
Vice-President,  (Benevolence),  Mrs.  Samuel 
Plice,  7902  Courtland  Pkwy.,  Elmwood  Park 
Treasurer,  Mrs.  John  J.  Milroy,  367  Thornwood 
Ln.,  Lake  Bluff 

Recording  Secretary,  Mrs.  Joseph  Shanks, 
3121  Sheridan  Rd.,  Chicago 
Corresponding  Secretary,  Mrs.  Arnold  S.  Moe, 
4226  N.  Belt  West,  Belleville 
Directors 

Mrs.  Matthew  E.  Uznanski,  2017  W.  Walton 
St.,  Chicago 

Mrs.  Sherman  C.  Arnold,  10856  Avenue  L,  Chi- 
cago 

Mrs.  Alden  Rarick,  1810  N.  Gilbert,  Danville 
Committees 

Aging,  Mrs.  Howard  A.  Lowy,  112  Pekin  Ave., 
East  Peoria 

AMA-ERF,  Mrs.  Wendell  Roller,  309  S.  Main 
St.,  Monmouth 

Archives,  Mrs.  Richard  Westland,  5114  Farwell 
Ave.,  Skokie 

Mrs.  Silvio  Del  Chicca,  Vice  Chairman,  2600 
N.  Lakeview  Ave.,  Chicago 
Benevolence,  Mrs.  Samuel  Plice,  7902  Courtland 
Pkwy.,  Elmwood  Park 

Disaster  Preparedness,  Mrs.  John  Malcolm  Tin- 
dal,  5515  W.  Fulton  St.,  Chicago 
Community  Service,  Mrs.  Allen  S.  Watson,  692 
Lenox  Rd.,  Glen  Ellyn 

Convention,  Mrs.  Mitchell  Spellberg,  7408  S. 
Clyde  Ave.,  Chicago 

Credentials  and  Registration,  Mrs.  Holger 
Hoegh,  7019  Paxton  Ave.,  Chicago 
Mrs.  Paul  David,  Vice  Chairman,  151  West 
146th  St.,  Riverdale 

Editor,  Mrs.  Oliver  Veneklasen,  5828  N.  Kil- 
bourn  Ave.,  Chicago 

Finance,  Mrs.  Walter  Shriner,  1133  S.  Second, 
Springfield 

Health  Careers,  Mrs.  Alden  Rarick,  1810  N. 
Gilbert,  Danville 

International  Health  Activities,  Mrs.  T.  W. 

Carter,  2711  8th  Ave.,  Moline 
Legislation,  Mrs.  John  Van  Prohaska,  5830 
Stony  Island  Ave.,  Chicago 
Members -at-Large,  Mrs.  I.  Erlin  Bartlett,  910 
Golf  Lane,  Wheaton 

Mental  Health,  Mrs.  August  Martinucci,  1210 
Mason  Ave.,  Joliet 

Organization  and  Membership,  Mrs.  John  W. 
Koenig,  12751  Elm  St.,  Blue  Island 


Press  and  Publicity,  Mrs.  William  Knaus,  22 
Country  Club  Acres,  Belleville 
Mrs.  Joseph  Cari,  Vice  Chairman,  9212  S. 
Mozart,  Evergreen  Park 
Printing,  Mrs.  B.  E.  Montgomery,  100  W.  Wal- 
nut St.,  Harrisburg 

Program,  Mrs.  Newton  DuPuy,  1842  Grove 
Ave.,  Quincy 

Public  Affairs,  Mrs.  Fred  C.  Endres,  229  E. 
Glen  Ave.,  Peoria 

Revisions,  Mrs.  Frederick  J.  Roos,  2240  Lake- 
view  Ave.,  Apt.  2b,  Chicago 
Rural  Health,  Mrs.  Eugene  L.  Vickery,  602  Oak 
St.,  Lena 

Safety,  Mrs.  Preston  Honk,  207  Parkview  Dr., 
Bloomington 

Hospitality  Chairman,  Mrs.  Glen  Harrison,  148 
N.  Ahwahnee  Rd.,  Lake  Forest 
Mrs.  E.  W.  Cannady,  Vice  Chairman,  43 
Country  Club  Place,  Belleville 
Mrs.  Frank  Brundza,  Vice  Chairman,  P.O. 
Box  488,  Round  Lake 

W.A.S.A.M.A.,  Mrs.  L.  A.  Hare,  10811  S.  Fair- 
field  Ave.,  Chicago 

Parliamentarian,  Mrs.  Percy  M.  Clark,  5722 
Franklin  Ave.,  LaGrange 

District  Councilors 
1964-65 

1.  Boone,  DeKalb,  JoDaviess,  Kane,  Lake, 
Stephenson,  Winnebago — Mrs.  Paul  F.  Wil- 
kinson, 3204  Noi’th  View  Rd.,  Rockford 

2.  Bureau,  LaSalle,  Lee,  Livingston,  White- 
side — Mrs.  Donald  Morehead,  1447  Birch- 
lawn,  Ottawa 

3.  Cook — Mrs.  Mitchell  Spellberg,  7408  S. 
Clyde,  Chicago 

Mrs.  Silvio  Del  Chicca,  2600  N.  Lakeview, 
Chicago 

Mrs.  Richard  Westland,  5114  Farwell, 
Skokie 

4.  Henry,  Knox,  Mercer,  Peoria,  Rock  Island, 
Warren — Mrs.  A.  W.  Wellstein,  9 Maple- 
wood, Geneseo 

5.  Logan,  McLean,  Sangamon,  Tazewell — Mrs. 
Lloyd  Teter,  712  S.  6th  St.,  Pekin 

6.  Adams,  Madison — Mrs.  Meyer  Shulman, 
Pittsfield 

7.  Christian,  Effingham,  Macon,  Marion-Clin- 
ton — Mrs.  Glen  Marshall,  802  E.  Jefferson, 
Effingham 

8.  Champaign,  Coles-Cumberland,  Crawford, 
Vermilion — Mrs.  Thomas  W.  Kelso,  1207 
Waverly  Dr.,  Champaign 

9.  Jefferson-Hamilton,  Saline-Pope-IJardin — ■ 
Mrs.  C.  K.  Wells,  701  Pavey,  Mt.  Vernon 

10.  St.  Clair,  St.  Clair-Belleville  Branch — Mrs. 
Harold  McCann,  55  Signal  Hill  Blvd.,  East 
St.  Louis 

11.  DuPage,  Kankakee,  Will-Grundy — Mrs. 
Richard  J.  Graff,  100  Barnard  Rd.,  Manteno 
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ISMS  STAFF  ORGANIZATIONAL  CHART 

(As  of  January  1,  1964) 


29  Full-time  Employees 


1 Foundation  Employee 


5 Part-time  Employees 
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Legislative  and  Medical  Service  Organizations 


While  the  Illinois  State  Medical  Society 
itself  is  strictly  non-partisan  in  politics,  it 
urges  all  of  its  members  to  take  an  active  in- 
terest in  political  affairs.  The  organization  often 
takes  a stand  on  legislative  questions,  but  never 
supports  candidates,  although  it  encourages  its 
members  to  do  so. 

Officers  of  ISMS  believe  that  it  is  the  duty 
of  physicians  to  become  politically  informed  and 
to  participate  in  public  affairs.  The  following 
section  is  a directory  of  state  government  of- 
ficials, agencies  and  functions  as  well  as  a 
reference  to  medically-related  private  or  in- 
dependent organizations.  It  should  be  pointed 


out  that  the  listing  was  up-to-date  at  the  time 
of  publication,  but  that  the  nature  of  the  direc- 
tory is  such  that  its  contents  are  constantly 
changing.  It  should  be  particularly  noted  that 
the  legislative  section  lists  members  of  the  73rd 
General  Assembly  and  that  elections  to  be  held 
in  November  1964  will  make  sweeping  changes 
in  this  list  because  all  members  of  the  Illinois 
House  of  Representatives  will  be  elected  from 
the  state  at  large  rather  than  from  individual 
districts. 

The  Society  will  send  its  members  a roster 
of  the  next  general  assembly  by  the  time  it 
meets  in  January  1965. 
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Congressional  Assignments  to  Committees 

88th  Congress 


Senator  Everett  M.  Dirksen  (R),  Pekin 
Committee  on  Finance 
Committee  on  the  Judiciary 
Special  Committee  on  Aging 
Joint  Committee  on  Immigration  & National- 
ity Policy 

Senator  Paul  H.  Douglas  (D),  Chicago 
Committee  on  Banking  & Currency 
Committee  on  Finance 
Joint  Committee  on  Defense  Production 
Joint  Economic  Committee,  Chairman 

Cook  County 
District 

1 Rep.  William  L.  Dawson  (D),  Chicago 
Committee  on  District  of  Columbia 
Committee  on  Government  Operations, 

Chairman 

2 Rep.  Barratt  O’Hara  (D),  Chicago 
Committee  on  Foreign  Affairs 

3 Rep.  William  T.  Murphy  (D ),  Chicago 
Committee  on  Foreign  Affairs 

4 Rep.  Edward  J.  Derwinski  (R),  South 
Holland 

Committee  on  Foreign  Affairs 
Committee  on  Post  Office  & Civil  Service 

5 Rep.  John  C.  Kluczynski  (D),  Chicago 
Committee  on  Public  Works 

Select  Committee  on  Small  Business 

7 Rep.  Ronald  V.  Libonati  (D),  Chicago 
Committee  on  Judiciary 

Committee  on  Veterans’  Affairs 

8 Rep.  Daniel  D.  Rostenkowski  (D),  Chicago 
Committee  on  Interstate  & Foreign  Commerce 

9 Rep.  Edward  R.  Finnegan  (D),  Chicago 
Committee  on  Appropriations 

10  Rep.  Harold  R.  Collier  (R),  Berwyn 
Committee  on  Ways  & Means 


11  Rep.  Roman  C.  Pucinski  (D),  Chicago 
Committee  on  Education  & Labor 

13  Rep.  Donald  Rumsfield  (R),  Glenview 
Committee  on  Science  & Astronautics 

Downstate 

12  Rep.  Robert  McClory  (R),  Waukegan 
Committee  on  Government  Operations 

14  Rep.  Elmer  J.  Hoffman  (R) , Wheaton 

15  Rep.  Charlotte  T.  Reid  (R),  Aurora 
Committee  on  Interior  & Insular  Affairs’ 

16  Rep.  John  B.  Anderson  (R),  Rockford 
Committee  on  Rules 

Committee  on  Government  Operations 
Joint  Committee  on  Atomic  Energy 
Select  Committee  on  Government  Research 

17  Rep.  Leslie  C.  Arends  (R),  Melvin 
Committee  on  Armed  Services 

18  Rep.  Robert  H.  Michel  (R),  Peoria 
Committee  on  Appropriations 

19  Rep.  Robert  T.  McLoskey  (R),  Monmouth 
Committee  on  Public  Works 

20  Rep.  Paul  Findley  (R),  Pittsfield 
Committee  on  Agriculture 
Committee  on  Education  & Labor 

21  Rep.  Kenneth  J.  Gray  (D),  Frankfort 
Committee  on  Public  Works 

22  Rep.  William  L.  Springer  (R),  Champaign 
Committee  on  District  of  Columbia 
Committee  on  Interstate  & Foreign  Commerce 

23  Rep.  George  E.  Shipley  (D),  Olney 
Committee  on  Appropriations 

24  Rep.  Melvin  Price  (D),  East  St.  Louis 
Committee  on  Armed  Services 

Joint  Committee  on  Atomic  Energy 
Select  Committee  on  Government  Research 


Illinois  State  Government 
General  Assembly 


The  state  government  is  divided  into  three 
branches— legislative,  executive,  and  judicial. 
The  legislative  power  is  vested  in  the  General 
Assembly,  which  is  composed  of  the  State  Sen- 
ate and  the  House  of  Representatives  (a  bi- 
cameral assembly). 

For  representation  in  the  General  Assembly, 
there  are  58  senatorial  districts  and  59  repre- 
sentative districts.  Each  Senate  district  elects 
one  senator;  each  representative  district  elects 
three  representatives.  Thus,  the  Senate  has  58 
members  and  the  House  177.  The  senators  are 


elected  for  four-year  terms,  and  the  representa- 
tives serve  two-year  terms.  Senators  in  the 
districts  having  even  numbers  are  elected  in 
Presidential  election  years ; those  in  districts 
with  odd  numbers  are  chosen  at  elections  in  the 
intervening  even-numbered  years.  (Note:  In 
1964  only,  all  members  of  the  House  will  be 
elected  on  a State-wide  basis) 

The  General  Assembly  normally  meets  in  the 
first  six  months  of  each  odd-numbered  year, 
although  may  be  called  into  special  session  by 
the  Governor.  The  General  Assembly’s  functions 
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are  to  enact,  amend,  or  repeal  laws  or  adopt 
appropriation  bills,  act  on  amendments  to  the 
United  States  Constitution,  propose  and  submit 
amendments  to  the  State  Constitution,  and  to 
act  to  remove  public  officials. 

When  the  House  of  Representatives  is  or- 
ganized, a Speaker  or  presiding  officer  is  elected 
for  the  biennium.  The  presiding  officer  of  the 


Senate  is  the  Lieutenant  Governor.  To  facilitate 
the  handling  of  legislation,  the  members  of  the 
Senate  and  House  are  assigned  to  designated 
committees  to  consider  bills  of  like  subject  mat- 
ter. These  committees  usually  hold  public  hear- 
ings to  discuss  legislation  before  the  measure 
is  taken  up  by  the  entire  House  or  Senate.  There 
are  approximately  50  committees. 


— State  Senators 

(Term  four  years) 

(Senators  in  odd  numbered  districts  were  elected 
Nov.  6,  1962;  those  in  even  numbered  districts 
were  elected  Nov.  8,  1960.  Republicans,  35 ; 
Democrats,  23.) 


District  Name,  Politics  and  Address 

1 Arthur  J.  Bidwill,  Rep.,  1403  Bonnie  Brae, 
River  Forest 

2 Arthur  W.  Sprague,  Rep.,  345  S.  Spring 
Ave.,  La  Grange 

3 John  A.  Graham,  Rep.,  715  S.  Cook,  Bar- 
rington 

4 W.  Russell  Arrington,  Rep.,  929  Edgemere 
Ct.,  Evanston 

5 Nathan  J.  Kinnally,  Dem.,  7234  S.  Paxton 
Ave.,  Chicago 

6 Frank  M.  Ozinga,  Rep.,  9626  S.  Homan 
Ave.,  Evergreen  Park 

7 Anthony  J.  DeTolve,  Dem.,  1038  S.  Sanga- 
mon, Chicago 

8 Arthur  R.  Gottschalk,  Rep.,  320  Marquette 
St.,  Park  Forest 

9 Morgan  M.  Finley,  Dem.,  3550  S.  Lowe 
Ave.,  Chicago 

10  Seymour  Fox,  Dem.,  5732  N.  Kerbs  Ave., 
Chicago 

11  Fred  J.  Smith,  Dem.,  4949  S.  South  Park- 
way, Chicago 

12  Edmund  G.  Sweeney,  Dem.,  7928  S.  Califor- 
nia Ave.,  Chicago 

13  Daniel  Dougherty,  Dem.,  1957  E.  93rd  St., 
Chicago 

14  Donald  J.  O’Brien,  Dem.,  1102  W.  Garfield 
Blvd.,  Chicago 

15  A.  L.  Cronin,  Dem.,  9546  S.  Oakley  Ave., 
Chicago 

16  William  C.  Harris,  Rep.,  709  S.  Vermillion 
St.,  Pontiac 

17  Arthur  R.  Swanson,  Rep.,  12556  S.  Harvard 
Ave.,  Chicago 

18  Hudson  R.  Sours,  Rep.,  2623  W.  Moss  Ave., 
Peoria 

19  Robert  F.  Hatch,  Rep.,  10615  S.  Fairfield 
Ave.,  Chicago 


District  Name,  Politics  and  Address 

20  Samuel  L.  Martin,  Rep.,  324  Coney  Ave., 
Watseka 

21  Thomas  A.  McGloon,  Dem.,  5964  W.  Adams 
Blvd.,  Chicago 

22  John  P.  Meyer,  Rep.,  1631  Oak  St.,  Danville 

23  Frank  J.  Kocarek,  Dem.,  1718  S.  Loomis, 
Chicago 

24  Everett  R.  Peters,  Rep.,  501  S.  Fifth  St.,. 
St.  Joseph 

25  Joseph  L.  De  La  Cour,  Dem.,  185  E.  Chest- 
nut St.,  Chicago 

26  David  Davis,  Rep.,  1114  E.  Monroe  St., 
Bloomington 

27  Robert  E.  Cherry,  Dem.,  4300  N.  Marine 
Dr.,  Chicago 

28  Robert  W.  McCarthy,  Dem.,  555  Eleventh 
St.,  Lincoln 

29  Walter  P.  Hoffelder,  Rep.,  5641  N.  Mango 
Ave.,  Chicago 

30  Egbert  B.  Groen,  Rep.,  3 Rosewood  Lane, 
Pekin 

31  Bernard  S.  Neistein,  Dem.,  4128  W.  Van 
Buren  St.,  Chicago 

32  T.  Mac  Downing,  Rep.,  1111  W.  Adams  St., 
Macomb 

33  Thad.  L.  Kusibab,  Dem.,  2043  W.  Augusta 
Blvd.,  Chicago 

34  Paul  (Red)  Graham,  Rep.,  116  Wabash 
Ave.,  Mattoon 

35  Dennis  J.  Collins,  Rep.,  545  Northern  Lane, 
DeKalb 

36  Lillian  E.  Schlagenhauf,  Rep.,  418  S.  18th, 
Quincy 

37  Joseph  R.  Peterson,  Rep.,  1309  S.  Main  St., 
Princeton 

38  William  “Bill”  Lyons,  Dem.,  501  E.  Elm, 
Gillespie 
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District  Name,  Politics  and  Address 

39  Fred  J.  Hart,  Rep.,  501  W.  Bluff  St.,  Strea- 
tor 

40  Edward  C.  Eberspacher,  Dem.,  219  N. 
Washington  St.,  Shelbyville 

41  Harris  W.  Fawell,  Rep.,  620  Wehrli  Dr., 
Naperville 

42  Dwight  P.  Freidrich,  Rep.,  915  Frazier, 
Centralia 

43  Robert  A.  “Bob”  Welch,  Dem.,  49  W.  Birch 
St.,  Canton 

44  John  G.  Gilbert,  Rep.,  513  W.  Walnut  St., 
Carbondale 

45  George  E.  Drach,  Rep.,  1524  Noble  Ave., 
Springfield 

46  Paul  W.  Broyles,  1800  Franklin,  Rep.,  Mt. 
Vernon 

47  Paul  Simon,  Dem.,  306  E.  Market,  Troy 

48  Mrs.  Madge  (Herschel  S.)  Green,  Rep.,  509 
W.  Grand  Prairie,  Palestine 


District  Name,  Politics  and  Address 

49  Alan  J.  Dixon,  Dem.,  415  McKinley  Dr., 
Belleville 

50  William  L.  Grindle,  Dem.,  216  Circle  Dr., 
Herrin 

51  Gordon  E.  Kerr,  Rep.,  Brookport 

52  Robert  Coulson,  Rep.,  1031  Pacific  Ave., 
Waukegan 

53  Donald  D.  Carpentier,  Rep.,  477  27th  Ave., 
East  Moline 

54  Robert  R.  Canfield,  Rep.,  R.  R.  No.  4,  Rock- 
ford 

55  Paul  A.  Ziegler,  Dem.,  700  Second  St., 
Carmi 

56  Everett  E.  Laughlin,  Rep.,  1611  Parkside 
Ct.,  Freeport 

57  Richard  R.  “Dick”  Larson,  Rep.,  694  Bate- 
man St.,  Galesburg 

58  Merritt  J.  Little,  Rep.,  227  S.  Elmwood  Dr., 
Aurora 


Representatives 

(Term  two  years.) 

(Elected  Nov.  6,  1962.  Republicans  90,  Democrats  87.) 


District  Name,  Politics  and  Address 

1 Jack  E.  Walker,  Rep.,  18018  Arcadia  Ave., 
Lansing 

Edwin  A.  McGowan,  Rep.,  21  W.  150th  St., 
Harvey 

Anthony  Scariano,  Dem.,  38  W.  Rocket  Cir- 
cle, Park  Forest 

2 Terrel  E.  Clarke,  Rep.,  4070  Central  Ave., 
Western  Springs 

Don  A.  Moore,  Rep.,  14636  S.  Long  Ave., 
Midlothian 

Frank  X.  Downey,  Dem.,  5085  Lamb  Dr., 
Oak  Lawn 

3 George  E.  Dolezal,  Rep.,  7010  W.  34th  St., 
Berwyn 

Frank  A.  Marek,  Rep.,  5434  W.  31st  St., 
Cicero 

Paul  G.  Ceaser,  Dem.,  3622  S.  Oak  Park 
Ave.,  Berwyn 

4 Richard  A.  Walsh,  Rep.,  1003  N.  Elmwood 
Ave.,  Oak  Park 

Claude  A.  Walker,  Rep.,  7402  Randolph  St., 
Forest  Park 

Raymond  J.  Welsh,  Jr.,  Dem.,  911  N.  Oak 
Park  Ave.,  Oak  Park 

5 Richard  L.  LoDestro,  Rep.,  1940  N.  75th  Ct., 
Elmwood  Park 

William  D.  Walsh,  Rep.,  801  N.  Kensington 
Ave.,  La  Grange  Park 


District  Name,  Politics  and  Address 

Leo  J.  Bartoline,  Dem.,  2902  Elder  Lane, 
Franklin  Park 

6 John  W.  Carroll,  Rep.,  26  S.  Merrill  Ave., 
Park  Ridge 

Arthur  E.  Simmons,  Rep.,  9421  LeClaire 
Ave.,  Skokie 

Bernard  M.  Peskin,  Dem.,  326  Southgate 
Dr.,  Northbrook 

7 Frances  L.  Dawson,  Rep.,  2609  Lincoln  St., 
Evanston 

Alan  R.  Johnston,  Rep.,  206  Cumberland 
Ave.,  Kenilworth 

Robert  Marks,  Dem.,  420  Ashland  Ave., 
Evanston 

8 Michael  F.  Zlatnik,  Rep.,  6300  N.  Sheridan 
Rd.,  Chicago 

Esther  Saperstein,  Dem.,  6538  N.  Ashland 
Ave.,  Chicago 

Paul  F.  Elward,  Dem.,  1532  W.  Chase  Ave., 
Chicago 

9 William  E.  Pollack,  Rep.,  3829  N.  Seeley 
Ave.,  Chicago 

Kenneth  E.  Moberley,  Rep.,  5118  N.  Win- 
chester Ave.,  Chicago 

Nicholas  Zagone,  Dem.,  2265  W.  Giddings, 
Chicago 

10  Albert  W.  Hachmeister,  Rep.,  423  W.  Barry 
Ave.,  Chicago 
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District  Name,  Politics  and  Address 

John  Merlo,  Dem.,  433  W.  Diversey  Pkwy., 
Chicago 

Frank  Lyman,  Dem.,  5000  N.  Marine  Dr., 
Chicago 

11  Paul  J.  Randolph,  Rep.,  850  N.  De  Witt  PI., 
Chicago 

Harry  P.  Bauler,  Dem.,  1722  Crilly  Ct., 
Chicago 

Edward  W.  Wolbank,  Dem.,  619  N.  State 
St.,  Chicago 

12  Charles  O.  Miller,  Rep.,  2493  N.  Milwaukee 
Ave.,  Chicago 

Kenneth  W.  Course,  Dem.,  3413  W.  Armi- 
tage  Ave.,  Chicago 

La  Salle  J.  DeMichaels,  Dem.,  2851  W.  Flet- 
cher St.,  Chicago 

13  Elroy  C.  Sandquist,  Sr.,  Rep.,  2762  W.  Wil- 
son Ave.,  Chicago 

James  P.  Loukas,  Dem.,  2509  W.  Gunnison 
St.,  Chicago 

**  Nathan  J.  Kaplan,  Dem.,  6049  N.  Ber- 
nard St.,  Chicago 

14  Oscar  Hansen,  Rep.,  4507  N.  Long  Ave., 
Chicago 

Helmut  W.  Stolle,  Rep.,  6111  N.  Northwest 
Hwy.,  Chicago 

Chester  P.  Majewski,  Dem.,  3906  N.  Oketo 
Ave.,  Chicago 

15  Peter  J.  Miller,  Rep.,  1932  N.  Kedvale  Ave., 
Chicago 

Chester  R.  Wiktorski,  Jr.,  Dem.,  5300  W. 

Drummond  PL,  Chicago 

John  F.  Leon,  Dem.,  1811  N.  Tripp  Ave., 

Chicago 

16  Bernard  McDevitt,  Rep.,  21  N.  Mason  Ave., 
Chicago 

Robert  F.  McPartlin,  Dem.,  5100  W.  Adams 
St.,  Chicago 

Peter  M.  Callan,  Dem.,  5567  W.  Gladys  Ave., 
Chicago 

17  Peter  C.  Granata,  Rep.,  1025  S.  May  St., 
Chicago 

Sam  Romano,  Dem.,  736  S.  Claremont  Ave., 
Chicago 

Andrew  A.  Euzzino,  Dem.,  917  S.  Blue 
Island  Ave.,  Chicago 

18  Louis  F.  Capuzi,  Rep.,  710  N.  Rockwell  St., 
Chicago 

John  P.  Touhy,  Dem.,  3241  W.  Washington 
Blvd.,  Chicago 

Lawrence  DiPrima,  Dem.,  3441  W.  Ohio  St., 
Chicago 

19  Louis  Janczak,  Rep.,  1315  N.  Bosworth  Ave., 
Chicago 

**  Richard  A.  Napolitano,  Dem.,  1057  N. 
Sacramento  Ave.,  Chicago 


District  Name,  Politics  and  Address 

Edward  J.  Shaw,  Dem.,  2208  W.  Walton, 
Chicago 

20  William  H.  Robinson,  Rep.,  2851  S.  South 
Parkway,  Chicago 

Corneal  A.  Davis,  Dem.,  3223  S.  Calumet 
Ave.,  Chicago 

James  Y.  Carter,  Dem.,  601  E.  32nd  St., 
Chicago 

21  J.  Horace  Gardner,  Rep.,  6014  S.  Indiana 
Ave.,  Chicago 

Cecil  A.  Partee,  Dem.,  6032  S.  Michigan 
Ave.,  Chicago 

**  Kenneth  E.  Wilson,  Dem.,  4524  S.  South 
Park  Ave.,  Chicago 

22  Elwood  Graham,  Rep.,  6711  S.  Langley  Ave., 
Chicago 

Charles  F.  Armstrong,  Dem.,  6942  S.  Prai- 
rie Ave.,  Chicago 

* Lycurgus  Conner,  Dem.,  4805  S.  Cham- 
plain Ave.,  Chicago 

23  Noble  W.  Lee,  Rep.,  5541  S.  Woodlawn  Ave., 
Chicago 

Abner  J.  Mikva,  Dem.,  5545  S.  Kenwood 
Ave.,  Chicago 

Robert  E.  Mann,  Dem.,  5339  S.  Harper  Ave., 
Chicago 

24  John  J.  Donovan,  Rep.,  148  W.  112th  PL, 
Chicago 

Henry  M.  Lenard,  Dem.,  8111  S.  Colfax 
Ave.,  Chicago 

Nick  Svalina,  Dem.,  10723  S.  Ave.  F.,  Chi- 
cago 

25  Edward  Schneider,  Rep.,  8638  S.  Euclid 
Ave.,  Chicago 

John  G.  Ryan,  Dem.,  1526  E.  83rd  PL,  Chi- 
cago 

Peter  J.  Whalen,  Dem.,  8029  S.  Vincennes 
Ave.,  Chicago 

26  George  F.  Stastny,  Rep.,  10444  S.  Hamlin 
Ave.,  Chicago 

Raymond  J.  Kahoun,  Rep.,  7950  S.  Morgan 
St.,  Chicago 

John  P.  Downes,  Dem.,  8831  S.  Paulina  St., 
Chicago 

27  Walter  “Babe”  McAvoy,  Rep.,  6039  S.  Cali- 
fornia Ave.,  Chicago 

Michael  H.  McDermott,  Dem.,  6706  S.  Wood 
St.,  Chicago 

Michael  E.  Hannigan,  Dem.,  6646  S.  Hon- 
ore  St.,  Chicago 

28  Michael  A.  Ruddy,  Rep.,  1700  W.  Garfield 
Blvd.,  Chicago 

Frank  J.  Smith,  Dem.,  4549  S.  Emerald 
Ave.,  Chicago 

John  G.  Fary,  Dem.,  3600  S.  Damen  Ave., 
Chicago 
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District  Name,  Politics  and  Address 

29  John  F.  Wall,  Rep.,  2874  S.  Hillock,  Chicago 
Matt  Ropa,  Dem.,  1710  W.  21st  St.,  Chicago 
John  M.  Vitek,  Dem.,  2953  S.  Union  Ave., 
Chicago 

30  Hector  A.  Brouillet,  Rep.,  3532  S.  California 
Ave.,  Chicago 

**  Lillian  Piotrowski,  Dem.,  2819  W.  38th 
PI.,  Chicago 

Frank  C.  Wolf,  Dem.,  4046  W.  26th  St., 
Chicago 

31  John  H.  Conolly,  Rep.,  4305  Grand  Ave., 
Gurnee 

W.  J.  Murphy,  Rep.,  Rte.  No.  1,  Box  607, 
Antioch 

* Jack  Bairstow,  Dem.,  224  Ash  St.,  Wau- 
kegan 

32  A.  B.  McConnell,  Rep.,  R.  R.  No.  2,  Wood- 
stock 

Paul  F.  Jones,  Rep.,  502  11th  St.,  Rochelle 

* Albert  H.  Pearson,  Dem.,  Rte.  No.  1,  Cry- 
stal Lake 

33  Merle  K.  Anderson,  Rep.,  Durand 

Bertil  T.  Rosander,  Rep.,  615  Oak  Knolls 
Ave.,  Rockford 

William  Pierce,  Dem.,  305  Hunter  Ave., 
Rockford 

34  George  S.  Brydia,  Rep.,  105%  W.  Third  St., 
Prophetstown 

Kenneth  W.  Miller,  Rep.,  1410  Ave.  H,  Ster- 
ling 

John  K.  Morris,  Dem.,  R.  F.  D.  No.  1,  Chad- 
wick 

35  Allan  L.  “Al”  Schoeberlein,  Rep.,  1543 
Downer  PI.,  Aurora 

J.  Lisle  Laufer,  Rep.,  Hampshire 
John  Jerome  (Jack)  Hill,  Dem.,  741  Sheri- 
dan St.,  Aurora 

36  John  N.  Erlenborn,  Rep.,  429  Prairie  Ave., 
Elmhurst 

Lewis  V.  Morgan,  Jr.,  Rep.,  1126  E.  Wake- 
man  Ave.,  Wheaton 

William  A.  Redmond,  Dem.,  250  Tioga  St., 
Bensenville 

37  Warren  L.  Wood,  Rep.,  736  Bartlett  Ave., 
Plainfield 

Meade  Baltz,  Rep.,  600  Buell  Ave.,  Joliet 
Francis  J.  Loughran,  Dem.,  1220  Sterling 
Ave.,  Joliet 

38  Carl  W.  Soderstrom,  Rep.,  1001  Riverside 
Ave.,  Streator 

Harland  D.  Warren,  Rep.,  722  Green  St., 
Ottawa 

Joseph  P.  Stremlau,  Dem.,  R.  F.  D.  No.  2, 
Mendota 

39  Thomas  F.  Railsback,  Rep.,  1834  14th  St., 
Moline 


District  Name,  Politics  and  Address 

Robert  “Bob”  Austin,  Rep.,  1218  20th  Ave., 
East  Moline 

Paul  E.  Rink,  Dem.,  1549  24th  St.,  Rock 
Island 

40  Charles  K.  Willett,  Rep.,  218  Brinton  Ave., 
Dixon 

W.  K.  (Kenny)  Davidson,  Rep.,  111%  E. 
Second  St.,  Kewannee 
Tobias  (Toby)  Barry,  Dem.,  304  Central 
Ave.,  Ladd 

41  Edward  McBroom,  Rep.,  1190  S.  8th  Ave., 
Kankakee 

Carl  T.  Hunsicker,  Rep.,  905  N.  Main  St., 
Pontiac 

Joe  W.  Russell,  Dem.,  22  E.  Chestnut  St., 
Piper  City 

42  Ben  S.  Rhodes,  Rep.,  1211  Broadway, 
Normal 

Dean  McCully,  Rep.,  430  E.  4th  St.,  Minonk 
J.  W.  “Bill”  Scott,  Dem.,  730  Towanda  St., 
Bloomington 

43  Robert  L.  Burhans,  Rep.,  5508  Montclair 
Ave.,  Peoria 

John  C.  Parkhurst,  Rep.,  1607  W.  Margaret, 
Peoria 

James  D.  Carrigan,  Dem.,  156  E.  South 
Gate  Rd.,  Peoria 

44  Charles  W.  Clabaugh,  Rep.,  901  W.  Daniel, 
Champaign 

Dr.  Edwin  E.  Dale,  Rep.,  307  Elmwood  Rd., 
Champaign 

Leo  Pfeffer,  Dem.,  Seymour 

45  Clarence  G.  Hall,  Rep.,  212  N.  Sandusky  St., 
Catlin 

Charles  M.  (Chuck)  Campbell,  Rep.,  102  N. 

Logan  Ave.,  Danville 

Robert  (Bob)  Craig,  Dem.,  Indianola 

46  Rae  C.  Heiple  II,  Rep.,  Abingdon 

C.  R.  (Butch)  Ratcliffe,  Dem.,  1407  Jeffer- 
son St.,  Beardstown 

George  L.  Saal,  Dem.,  910  Washington  St., 
Pekin 

47  George  P.  Johns,  Rep.,  156  Oakdale  Blvd., 
Decatur 

Herman  L.  Dammerman,  Dem.,  321  Delavan 
St.,  Lincoln 

John  W.  Alsup,  Dem.,  1712  N.  Church  St., 
Decatur 

48  George  P.  Coutrakon,  Rep.,  1733  S.  5th  St., 
Springfield 

G.  William  Horsley,  Rep.,  1402  W.  Lake  Dr., 
Springfield 

Allen  T.  Lucas,  Dem.,  2216  Whittier  Ave., 
Springfield 

49  Harris  Rowe,  Rep.,  1152  W.  State  St.,  Jack- 
sonville 
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District  Name,  Politics  and  Address 

H.  B.  Ihnen,  Rep.,  330  East  Ave.,  Quincy 
Carl  H.  Wittmond,  Dem.,  Brussels 

50  Clarence  E.  Neff,  Rep.,  Stronghurst 
Raymond  E.  (Ray)  Anderson,  Rep.,  1606  N. 
Kellogg  St.,  Galesburg 

Dan  Teefey,  Dem.,  400  S.  W.  Cross,  Mt. 
Sterling 

51  John  W.  Lewis,  Jr.,  Rep.,  R.  R.  No.  2,  Mar- 
shall 

Edward  M.  Finfgeld,  Rep.,  326  Washington 
St.,  Areola 

* Dave  Glenn,  Dem.,  311  Cumberland  St., 
Greenup 

52  Orval  W.  Hittmeier,  Rep.,  R.  F.  D.  No.  2, 
Litchfield 

Charles  Ed  Schaefer,  Dem.,  208  E.  Union 
St.,  Nokomis 

Stuart  J.  Traynor,  Dem.,  302  E.  Market  St., 
Taylorville 

53  Ralph  T.  Smith,  Rep.,  No.  1 Signal  Dr., 
Alton 

Leland  J.  Kennedy,  Dem.,  926  Washington 
Ave.,  Alton 

Lloyd  “Curly”  Harris,  Dem.,  3233  Aubrey, 
Granite  City 

54  Ed  Lehman,  Rep.,  519  N.  38th  St.,  E.  St. 
Louis 


District  Name,  Politics  and  Address 

Frank  Holten,  Dem.,  1114  St.  Louis  Ave., 
E.  St.  Louis 

Dan  E.  Costello,  Dem.,  1528  N.  43rd  St.,  E. 
St.  Louis 

55  Fred  Branson,  Rep.,  402  Cedar,  Centralia 
Miles  E.  Mills,  Dem.,  602  S.  2nd  St.,  Effing- 
ham 

James  H.  Donnewald,  Dem.,  600  N.  Clinton 
St.,  Breese 

56  Garrel  Burgoon,  Rep.,  1605  State  St.,  Law- 
renceville 

Ben  C.  Blades,  Rep.,  503  N.E.  4th,  Fairfield 
Robert  V.  Walsh,  Dem.,  221  W.  North  St., 
Grayville 

57  Wayne  Fitzgerrell,  Rep.,  Sesser 

Bert  Baker,  Dem.,  205  W.  5th  St.,  Benton 
Clyde  Lee,  Dem.,  818  Pace  Ave.,  Mt.  Vernon 

58  Gale  Williams,  Rep.,  625  N.  15th  St.,  Mur- 
physboro 

Clyde  L.  Choate,  Dem.,  211  Sanborn  Dr., 
Anna 

James  D.  Holloway,  Dem.,  211  W.  Broad- 
way, Sparta 

59  C.  L.  McCormick,  Rep.,  Vienna 
Joseph  R.  Hale,  Rep.,  Main  St.,  Ridgway 
Paul  Powell,  Dem.,  Vienna 

* Deceased 
**  Resigned 
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Course  of  a bill  in  the  General  Assembly: 


COMMITTEE 


BILL  INTRODUCED  TO  COMMITTEE  HEARINGS  & REPORT  ->  -*\ 


DEAD 

ff/if  reported^ 
"do  not 
pass"  by 
committee 
—otherwise, 
i„v.  VA tr 


VOTE  <r  3rd  READING  AMENDMENTS  ft  2nd  READING  4—  1st  READING 


COMMITTEE 

8 

DEAD 

If  reported\ 
"do  not 
pass"  by 
committee  I 
-otherwise  A, 


1st  READING  ->  TO  COMMITTEE  HEARINGS  & REPORT 


the  &LL 

THEN  FOLLOWS] 

ONE  OF  rH*  VOTEl  •«-  DEBATE  <r  3rd  READING  «-  AMENDMENT  & 2nd  READING 
ROUTES! 


IF  SENATE  DOESN'T  AMEND  ORIGINAL  HOUSE  BILL,  IT  OOES  TO  THE  GOVERNOR  FOR  ACTION. 

("Action"  means  he  may  VETO  it,  SIGN  it,  or  ALLOW  IT  TO  BECOME  LAW  without  his  signature.) 


3 

4 


IF  SENATE  DOES  AMEND  ORIGINAL  HOUSE  BILL,  IT  OOES  BACK  TO  THE  HOUSE.  IF  HOUSE 
0 K 's  THE  AMENDMENTS,  BILL  GOES  TO  THE  GOVERNOR  FOR  ACTION. 


IF  SENATE  AMENDS  & HOUSE  DOESN'T  0 K,  SENATE  MAI  WITHDRAW  AMENDMENTS  & BILL 
GOES  TO  GOVERNOR.  IF  SENATE  DOESN'T  WITHDRAW  AMENDMENTS,  BILL  GOES  TO  CONFERENCE 
COMMITTEE.}  IF  BOTH  HOUSES  FINALLY  AGREE,  BILL  GOES  TO  GOVERNOR. 

>r  ' ' " 

r IF  HOUSES  STILL  DON'T  AGREE,  BILL  GOES  TO  2nd  CONFERENCE  COMMITTEE. 

IF  HOUSES  FAIL  TO  APPROVE  BILL,  OR  IF  SPONSOR  WITHDRAWS  IT,  THEN  BILL 
IS  DEAD. 
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Legislative 

Each  member  of  the  General  Assembly  has 
the  right  to  introduce  bills  or  resolutions.  After 
the  introduction  of  the  bill,  it  is  referred  to  the 
appropriate  committee.  If  the  committee  rec- 
ommends the  bill  favorably,  it  is  read  a first 
time,  usually  by  title,  before  the  house  in  which 
it  was  introduced.  A second  reading  must  be 
held  on  a separate  legislative  day  when  amend- 
ments to  it  can  be  offered  for  consideration  by 
the  entire  membership.  The  bill  will  then  be 
given  a third  and  final  reading  when  it  is  acted 
upon  by  the  entire  membership  of  the  house 
that  is  considering  it. 

Action  by  Both  Houses 

To  pass,  the  bill  must  receive  the  favorable 
vote  of  the  majority  of  the  members  elected  (89 
in  the  House;  30  in  the  Senate).  These  bills  are 
then  sent  to  the  other  house  where  essentially 
the  same  procedure  is  followed. 

If,  because  of  amendments  in  the  second 
house,  there  are  two  versions  of  the  same  bill, 
conference  committees  may  be  appointed  to 
work  out  the  differences.  Both  houses  must  vote 
favorably  on  the  same  version  of  the  bill  before 
it  can  be  sent  to  the  Governor  for  his  considera- 
tion. 

If  the  Governor  thinks  the  bill  should  become 
a law,  he  can  either  sign  it  or  file  it  with  the 
Secretary  of  State  without  his  signature.  If  the 
Governor  decides  it  would  be  unwise  for  the  bill 
to  become  law,  he  can  veto  it.  If  he  vetoes  the 
bill,  he  must  file  a statement  of  objections.  Two- 
thirds  of  the  members  elected  to  the  House  can 
override  the  veto.  He  can  also  veto  specific  items 
of  an  appropriations  bill. 

Appropriation  Bills 

“Bills  making  appropriations  of  money  out  of 
the  treasury  shall  specify  the  objects  and  pur- 
poses for  which  the  same  are  made,  and  if  the 
Governor  shall  not  approve  any  one  or  more  of 
the  items  or  sections  contained  in  any  bill,  but 
shall  approve  the  residue  thereof,  it  shall  be- 
come a law  as  to  the  residue  in  like  manner  as 
if  he  had  signed  it.  The  Governor  shall  then 
return  the  bill  with  any  objections  to  the  items 
or  sections  of  the  same  not  approved  by  him  to 
the  House  in  which  the  bill  shall  have  originated, 
which  House  shall  enter  the  objections  at  large 
upon  its  journal  and  proceed  to  reconsider  so 
much  of  said  bill  as  is  not  approved  by  the 
Governor.  Any  item  or  section  of  said  bill  not 
approved  by  the  Governor  shall  be  passed  by 
two-thirds  of  the  members  elected  to  each  of 
the  two  Houses  of  the  General  Assembly  shall 
become  part  of  said  law,  notwithstanding  the 
objections  of  the  Governor.  Any  bill  which  shall 
not  be  returned  by  the  Governor  within  ten  days, 
Sundays  excepted  after  it  shall  have  been  pre- 
sented to  him,  shall  become  a law  in  like  manner 
as  if  he  had  signed  it,  unless  the  General  Assem- 


Procedure 

bly  shall,  by  their  adjournment,  prevent  its  re- 
turn, in  which  case  it  shall  be  filed  with  his 
objections  in  the  office  of  the  Secretary  of  State 
within  ten  days  after  such  adjournment  or  be- 
come a law.”  (Article  V,  Section  16,  Illinois 
Constitution) 

EXECUTIVE  BRANCH 

The  Constitution  provides  that  the  Executive 
Department  shall  consist  of  the  Governor,  Lieu- 
tenant Governor,  and  Secretary  of  State,  Audi- 
tor of  Public  Accounts,  Treasurer,  and  Superin- 
tendent of  Public  Instruction,  and  Attorney 
General.  All  of  these  officials  are  elected  for 
four-year  terms.  The  Treasurer  is  the  only 
elected  state  official  who  cannot  succeed  himself. 

STATE  OFFICERS 

Governor,  Otto  Kerner,  Dem.,  Glenview 
Lieutenant  Governor,  Samuel  H.  Shapiro,  Dem., 
Kankakee 

Secretary  of  State,  William  Chamberlain, 
Dem.,  Springfield 

Auditor  of  Public  Accounts,  Michael  J.  How- 
lett,  Dem.,  Chicago 

State  Treasurer,  William  J.  Scott,  Rep.,  Evans- 
ton 

Attorney  General,  William  G.  Clark,  Dem., 
Chicago 

Superintendent  of  Public  Instruction,  Ray  Page, 
Rep.,  Springfield 

DEPARTMENT  OF  REGISTRATION 
AND  EDUCATION 

William  Sylvester  White,  Director 

Chas.  F.  Kervin,  Superintendent  of  Registration 

John  C.  Watson,  Assistant  Director 

The  department  is  primarily  concerned  with 
the  registration  and  licensing  of  the  25  different 
trades  and  professions.  Three  scientific  surveys 
—the  natural  history  survey,  the  water  survey, 
and  the  geologic  survey  are  also  under  the  juris- 
diction of  R&E,  as  is  the  administration  of  the 
state  museum.  The  department  is  the  implemen- 
ting agent  of  the  medical  practice  act. 

Medical  Examining  Committee 
George  G.  Jackson,  M.D.,  Chicago 
Burtis  E.  Montgomery,  M.D.,  Harrisburg 
Kenneth  H.  Schnepp,  M.D.,  Springfield 
Philip  G.  Thomsen,  M.D.,  Dolton 
William  Johnson,  M.D.,  Galesburg 
L.  P.  Rehberger,  D.C.,  Highland 
Seaver  A.  Tarulis,  D.O.,  Chicago 

MEDICAL  PRACTICE  ACT 
LICENSING  AND  ENFORCEMENT 
PROCEDURES 

Illinois  statutes  provide  for  the  licensing  of 
physicians  to  practice  medicine.  “(1)  in  all  of  its 
branches,  and  (2)  licensing  of  those  persons  to 
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practice  without  the  use  of  drugs  or  medicine 
and  without  operative  surgery.” 

The  Medical  Practice  Act  states,  “no  persons 
shall  practice  medicine  or  any  of  its  branches  or 
midwifery,  or  any  system  or  method  of  treating 
human  ailments  without  the  use  of  drugs  or 
medicines,  or  without  operative  surgery,  with- 
out a valid  existing  license  to  do  so.”  Applicant 
for  license  must  pass  an  examination  of  his 
qualifications  which  must  be  satisfactory  to  the 
Department  of  Registration  and  Education. 

Required  Education 

Minimum  standards  of  professional  educa- 
tion.: 2 years’  course  of  instruction  in  a college 
of  liberal  arts  or  its  equivalent,  or  in  such  medi- 
cal college  in  a course  of  instruction  in  the 
treatment  of  human  ailments  which  course  shall 
have  been  not  less  than  132  weeks  in  duration 
and  shall  have  been  completed  within  a period 
of  not  less  than  35  months  and  in  addition,  a 
course  of  clinical  training  of  not  less  than  12 
months  in  a hospital.  The  college  of  liberal  arts, 
medical  school,  and  hospital  must  be  reputable 
and  in  good  standing  in  the  judgment  of  the  De- 
partment of  Registration  and  Education. 

All  examinations  provided  by  the  Medical 
Practice  Act  shall  be  conducted  by  the  Depart- 
ment of  R&E.  Examinations  of  applicants  who 
seek  to  practice  medicine  in  all  of  its  branches 
which  shall  embrace  the  subjects  of  which  knowl- 
edge is  generally  required  of  candidates  for  the 
degree  of  Doctor  of  Medicine  by  reputable  medi- 
cal colleges  in  the  U.S.,  and  shall  be  such  in  the 
judgment  of  the  Department  of  R&E  that  will 
determine  the  qualifications  of  applicants  to 
practice  medicine  in  all  of  its  branches. 

Every  license  issued  under  the  Act  expires 
on  July  1 of  each  even-numbered  year.  Every 
licensee  under  the  Act  may,  biennially  during 
the  month  of  June  of  each  even-numbered  year, 
renew  his  license  upon  paying  to  the  Department 
a renewal  fee  of  $10. 

Revocation  and  Suspension  of 
License  or  Certificate 

The  Department  may  revoke  or  suspend  the 
license,  certificate,  or  state  hospital  permit  of 
any  person  licensed  under  the  Act  upon  any  of 
the  following  grounds : 

“1.  Conviction  of  procuring  or  attempting  to 
procure  such  an  abortion  as  was  made 
unlawful  at  the  time  under  the  provisions 
of  the  Criminal  Code  of  the  State; 

2.  Conviction  of  a felony; 

3.  Gross  malpractice  resulting  in  permanent 
injury  or  death  of  a patient;  or  en- 
gaging in  dishonorable,  unethical  or 
unprofessional  conduct  of  a character 
likely  to  deceive,  defraud,  or  harm  the 
public; 


4.  Obtaining  a fee,  either  directly  or  indi- 
rectly, either  in  money  or  in  the  form  of 
anything  else  of  value  or  in  the  form  of  a 
financial  profit  as  personal  compensation, 
or  as  compensation,  charge,  profit  or  gain 
for  an  employer  or  for  any  other  person 
or  persons,  on  the  fraudulent  representa- 
tion that  a manifestly  incurable  condition 
of  sickness,  disease  or  injury  of  any  per- 
son can  be  permanently  cured; 

5.  Habitual  intemperance  in  the  use  of  ard- 
ent spirits,  narcotics  or  stimulants  to 
such  an  extent  as  to  incapacitate  for  per- 
formance of  professional  duties ; 

6.  Holding  one’s  self  out  to  treat  human  ail- 
ments under  any  name  other  than  his 
own,  or  the  personation  of  any  other 
physician ; 

7.  Employment  of  fraud,  deception  or  any 
unlawful  means  in  applying  for  or  secur- 
ing a license,  certificate,  or  state  hospital 
permit  to  practice  the  treatment  of 
human  ailments  in  any  manner,  or  to 
practice  midwifery,  or  in  passing  an  ex- 
amination therefor,  or  wilful  and  fraudu- 
lent violation  of  the  rules  and  regulations 
of  the  department  governing  examina- 
tions ; 

8.  Holding  one’s  self  out  to  treat  human 
ailments  by  making  false  statements,  or 
by  specifically  designating  any  disease,  or 
group  of  diseases  and  making  false  claims 
of  one’s  skill  or  of  the  efficacy  or  value 
of  one’s  medicine,  treatment  or  remedy 
therefor ; 

9.  Professional  connection  or  association 
with,  or  lending  one’s  name  to,  another 
for  the  illegal  practice  by  another  of  the 
treatment  of  human  ailments  as  a busi- 
ness, or  professional  connection  or  asso- 
ciation with  any  person,  firm,  or  corpo- 
ration holding  himself,  themselves,  or 
itself  out  in  any  manner  contrary  to 
this  Act; 

10.  Revocation  or  suspension  of  a medical 
license  in  a sister  state,  which  revoked  or 
suspended  license  was  the  basis  of  the 
licensee’s  obtaining  a license  in  this 
State.” 

Rules  and  Regulations  Adopted  for  the 
Administration  of  the  Illinois  Medical 
Practice  Act,  Effective  March  18,  1955 

Rule  I — Accredited  Colleges  of  Medicine  and 
Surgery 

Medical  colleges  having  rules  and  curricula 
commensurate  with  and  equivalent  to  the  rules 
and  curricula  of  the  Colleges  of  Medicine  of  the 
University  of  Illinois,  will  be  considered  for 
accreditation  by  the  Department  of  Registration 
and  Education. 
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Rule  II — Accredited  Colleges  Teaching  Sys- 
tems of  Treating  Human  Ailments 
Without  the  Use  of  Drugs  or  Medicine 
and  Without  Operative  Surgery. 

A professional  college  or  institution  teaching 
a system  of  treating  human  ailments  without 
the  use  of  drugs  or  medicine  and  without  op- 
erative surgery  shall  be  deemed  reputable  and 
in  good  standing  in  the  judgment  of  the  De- 
partment upon  submission  of  proof  of  the  fol- 
lowing requirements : 

(a)  That  a Dean  or  other  Executive  Officer, 
employed  on  a full-time  basis  supervises  the 
students  and  curriculum. 

(b)  That  the  faculty  is  comprised  of  grad- 
uates in  their  specialty  from  recognized  profes- 
sional colleges  or  institutions. 

(c)  That  the  faculty  is  organized  and  each 
department  has  a director,  professors,  associate 
professors  and  assistant  professors,  each  respon- 
sibile  to  his  superior  for  his  instruction  in  the 
particular  subject  he  teaches. 

(d)  That,  annually,  a catalogue  or  brochure 
is  published  setting  forth  the  requisites  for  ad- 
mission to  the  college,  tuition  rates,  courses  of- 
fered, dates  of  sessions,  schedule  of  classes, 
requirements  for  graduation,  a roster  of  the 
undergraduate  students  and  a roster  of  the  last 
graduating  class.  The  catalogue  or  brochure 
shall  contain  a list  of  the  departments  of  the 
school,  the  titles  of  the  personnel  and  a brief 
summary  of  each  person’s  qualifications.  The 
curriculum  shall  include,  but  not  be  limited  to, 
four  academic  years’  instruction  in  the  follow- 
ing subjects: 

(1)  Anatomy 

(a)  Embryology 

(b)  Histology 

(c)  Neuro-anatomy 

(2)  Physiology  and  Chemistry 

(3)  Pathology  and  Bacteriology 

(4)  Diagnosis 

(a)  Physical 

(b)  Differential 

(c)  Laboratory 

(e)  That  suitable  buildings  provided  with 
laboratories  equipped  for  instruction  in  anato- 
my, chemistry,  physiology,  pathology,  bacteriol- 
ogy and  other  areas  of  learning  necessary  to 
the  due  course  of  study  prescribed  by  these 
rules;  and  that  a laboratory  equipped  with  sup- 
plies, models,  manikins,  charts,  stereopticon, 
roentgen-ray  and  other  special  apparatus  used 
in  teaching  the  system  to  treat  human  ailments 
without  the  use  of  medicine  and  operative  sur- 
gery, be  provided. 

(f)  That  a working  library,  easily  accessible 
to  students,  is  maintained  from  at  least  9 a.m. 
to  5 p.m.,  with  a librarian  in  constant  attend- 
ance. The  library  shall  contain  a standard  medi- 
cal dictionary,  the  modern  text  and  reference 


books,  and  the  files  of  leading  periodicals  deal- 
ing with  the  particular  system  of  treating 
human  ailments  without  the  use  of  medicine  and 
operative  surgery. 

(g)  That  the  college  or  institution  requires 
all  students  to  furnish,  before  matriculation, 
satisfactory  proof  of  the  preliminary  education 
required  by  the  Medical  Practice  Act. 

(h)  That  full  and  complete  records  are  kept 
showing  the  credentials  for  admission,  attend- 
ance, grades  and  financial  accounts  of  each  stu- 
dent. 

(i)  That  admission  of  transfer  students  will 
be  limited  to  honorably  dismissed  students  from 
another  approved  college  or  institution  teach- 
ing the  same  system.  The  transcript  of  record 
obtained  directly  from  the  transferring  school 
shall  be  kept  on  file.  It  shall  be  the  duty  of  a 
college  or  institution  to  furnish  such  a tran- 
script for  the  benefit  of  a student  subject  to 
honorable  dismissal.  No  credit  shall  be  given  a 
transferred  student  for  final  or  “senior  year” 
work  or  for  any  courses  taken  by  correspond- 
ence. 

(j)  That  students  shall  start  class  attendance 
within  one  week  of  the  start  of  each  session. 
That  credit  for  completion  of  a course  will  not 
be  granted  a student  who  failed  to  attend  80 
per  cent  of  the  complete  session  of  the  course. 

Rule  III — Hospitals  Approved  for  Intern- 
ship. 

1.  A hospital  shall,  in  the  judgment  of  the 
Department  be  deemed  reputable  and  in  good 
standing  for  training  interns  and  intern  serv- 
ices when  it  meets  the  following  standards : 

(a)  General  hospital  of  100  beds’  capacity, 
with  an  average  of  at  least  60  patients 
daily,  with  rotating  service. 

(b)  Shall  contain  at  least  the  departments 
of  internal  medicine,  surgery,  obstetrics 
and  pediatrics;  and  an  organized  depart- 
mentalized staff,  holding  meetings  monthly 
for  case  reviews  and  study. 

(c)  Laboratory  employing  a full-time  qual- 
ified technician  and  at  least  a part-time 
qualified  pathologist,  visiting  the  laboratory 
at  least  two  days  per  week. 

(d)  Radiological  department  employing  a 
qualified  X-ray  technician  and  at  least  a 
part-time  qualified  roentgenologist,  visiting 
the  department  at  least  two  days  per  week. 

(e)  Maintenance  of  an  up-to-date  medical 
library  located  in  a suitable  study  room 
available  to  interns. 

(f)  Such  hospital  shall  provide  and  furnish 
the  Department  with  the  names  of  staff 
members  of  the  various  departments  of  the 
hospital. 

(g)  The  hospital,  upon  the  completion  of  a 
course  of  training  therein  of  not  less  than 
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twelve  months,  shall  issue  its  certificate 
therefor  to  any  such  intern  or  at  the  re- 
quest of  the  Department,  such  certificate 
shall  include  therein,  by  date,  the  com- 
mencement and  the  conclusion  thereof. 

2.  An  approved  internship  shall  consist  of  a 
twelve  months’  rotating  service  in  medicine, 
surgery,  obstetrics  and  pediatrics,  with  an  elec- 
tion in  medical  specialties. 

In  the  event  an  applicant  has  received  train- 
ing in  excess  of  the  twelve  months’  period 
specified  by  the  Medical  Practice  Act,  and  if 
this  be  in  an  institution  approved  by  the  Depart- 
ment as  adequate  for  specialty  training;  and  if 
the  applicant  has  received  certification  by  a 
recognized  Medical  Specialty  Board,  and  has 
had  two  or  more  years’  specialty  practice  or 
Military  Service;  such  training  and  practice 
may  be  accepted  as  the  equivalent  of  a rotating 
internship. 

Any  applicant  who  shall  have  completed 
twelve  months  of  clinical  training  in  a hospital, 
as  required  by  Section  5-1  (b)  of  the  Medical 
Practice  Act,  and  who  has  been  accepted  for 
further  training  in  a specialty  or  general  prac- 
tice residency  program  by  a hospital  or  institu- 
tion approved  by  the  Department  for  that  pur- 
pose, shall  be  deemed  to  have  complied  with  the 
requirements  of  this  rule  and  of  the  Medical 
Practice  Act  in  this  regard. 

Rule  IV — Application  for  Examination 

An  applicant  for  examination  for  licensure  to 
practice  medicine  in  all  of  its  branches,  or  any 
system  of  treating  human  ailments  without  the 
use  of  drugs  or  medicine  and  without  operative 
surgery,  must  make  application  on  forms  fur- 
nished by  the  Department  at  least  fifteen  days 
prior  to  the  examination  and  present,  in  addi- 
tion : 

(a)  Recommendations  from  two  Illinois 
licentiates,  or  if  recommendations  are  from 
non-resident  practitioners,  they  must  be 
countersigned  by  Illinois  licentiates  who 
know  the  original  signers. 

(b)  A recent  photograph,  passport  size, 
signed  by  applicant  and  the  two  persons 
licensed  to  practice  the  system  of  treatment 
of  human  ailments  for  which  the  applicant 
is  seeking  a license.  A duplicate  photograph 
must  be  presented  with  the  card  of  admis- 
sion at  the  examination. 

(c)  The  original  diploma  of  graduation 
from  the  professional  college  in  which  the 
applicant  completed  his  course  of  training, 
or,  in  lieu  of  presenting  the  diploma  with 
the  application,  the  applicant  may  present 
it  at  the  examination. 

( d ) A certified  copy  of  secondary  school  and 
professional  school  studies  to  be  mailed 
direct  to  the  Department  by  the  schools 


attended  or  by  the  professional  schools 
where  the  applicant  completed  the  required 
course  of  study. 

(e)  Proof  of  completion  of  a rotating  in- 
ternship of  twelve  months  in  an  approved 
hospital  for  applicants  seeking  admission 
to  examination  for  license  to  practice  medi- 
cine in  all  of  its  branches ; and,  in  the  case 
of  graduates  of  medical  colleges  in  coun- 
tries other  than  the  United  States  and 
Canada,  who  apply  for  examination  after 
January  1,  1953,  proof  of  rotating  intern- 
ships of  one  year  in  approved  hospitals  in 
the  State  of  Illinois. 

(f)  Graduates  of  foreign  medical  colleges, 
after  filing  applications  and  credentials 
with  the  Department,  are  required  to  re- 
port for  personal  interview  with  the  Medi- 
cal Examining  Committee  before  being  ad- 
mitted to  examinations. 

(g)  Applicants  who  completed  their  medi- 
cal courses  in  the  extramural  colleges  of 
Ireland  and  Scotland  shall  not  be  eligible 
for  admission  to  examinations  for  licensure 
under  the  Illinois  Medical  Practice  Act. 

( h ) Graduates  of  European  colleges  or  uni- 
versities after  January  1,  1943,  with  the 
exception  of  certain  approved  colleges  in 
the  British  Isles,  Denmark,  Holland,  Nor- 
way, Sweden  and  Switzerland,  be  not  ac- 
cepted for  admission  to  examinations  for 
licensure  under  the  Illinois  Medical  Prac- 
tice Act. 

Graduates  of  such  European  medical  colleges 
after  January  1,  1943  may  be  considered  for 
admission  to  Illinois  examinations  provided  they 
present  diplomas  of  graduation  from  approved 
medical  colleges  in  the  United  States  after  at- 
tendance in  such  colleges  for  at  least  one  year; 
and  in  addition,  have  served  rotating  internships 
of  one  year  in  approved  hospitals  in  the  State 
of  Illinois. 

Rule  V — Examinations 

1.  Examinations  for  licensure  to  practice 
medicine  in  all  of  its  branches  shall  be  conducted 
in  the  English  language  and  shall  be  in  the  fol- 
lowing theoretical  and  practical  areas  of  medi- 
cine : 

Theoretical 

Chemistry  and  Physiology 
Anatomy  and  Histology 
Materia  Medica  & Therapeutics 
Pathology  & Bacteriology 
Diagnosis 

Hygiene  & Medical  Jurisprudence 
Obstetrics  & Gynecology 
Eye,  Ear,  Nose,  & Throat 
Surgery 

Dermatology,  Pediatrics  & Neurology 
Clinical 

Laboratory  Diagnosis 
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Eye,  Ear,  Nose,  & Throat 

Surgery 

Medicine 

2.  Examinations  for  licensure  to  practice  the 
treatment  of  human  ailments  without  the  use  of 
drugs  or  medicine  and  without  operative  sur- 
gery shall  be  conducted  in  the  English  language 
and  shall  be  in  the  following  theoretical  and 
practical  subjects: 

Theoretical 

Chemistry  & Physiology 
Anatomy  & Histology 
Pathology  & Bacteriology 
Diagnosis 

Hygiene  & Medical  Jurisprudence 
Eye,  Ear,  Nose,  & Throat 
Dermatology,  Pediatrics  & Neurology 
System  of  Practice 

Obstetrics  (for  graduates  of  approved  osteo- 
pathic colleges) 

Practical 

System  of  Practice 

3.  To  be  successful  applicants  must  receive 
general  averages  of  75%  with  no  grade  below 
60  in  the  written  examination,  and  a general 
average  of  75%  in  the  clinical  or  practical  test. 

Applicants  applying  for  registration  under 
Sections  12  and  12a  of  the  Medical  Practice  Act 
be  required  to  make  general  averages  of  75% 
in  the  three  subjects  required  for  license  to 
practice  medicine  and  surgery  in  Illinois. 

4.  In  case  of  failure  in  the  first  and  second 
examinations  applicants  will  be  allowed  credit 
on  the  following  examination  for  all  grades  of 
75  or  more;  but  in  case  of  failure  in  the  third 
examination  they  must  retake  all  written  sub- 
jects at  each  subsequent  examination.  It  is  not 
required  that  the  clinical  or  practical  part  of 
the  examination  be  repeated  after  a passing 
grade  of  75  has  been  received  in  that  part  of 
the  examination. 

5.  Graduates  of  medical  colleges  in  the  United 
States  who  apply  for  license  to  practice  medicine 
in  all  of  its  branches  shall  be  required  to  pass 
only  a written  examination;  but  graduates  of 
foreign  medical  colleges,  including  those  in 
Canada,  shall  be  required  to  pass  the  written 
examination  and  the  practical  test. 

Applicants  who  take  the  regular  examination 
conducted  by  the  Department  for  licenses  as 
Physicians  and  Surgeons  be  excused  from  taking 
the  clinical  test. 

6.  An  applicant  for  registration  as  Physi- 
cian and  Surgeon  who  has  been  unsuccessful  in 
five  examinations  will  be  deemed  to  be  eligible 
for  further  examination  upon  receipt  of  proof 
that  he  has  completed  one  year  of  residency 
training  in  an  approved  hospital  training  pro- 
gram in  the  United  States  received  subsequent 
to  the  applicant’s  fifth  failure. 

7.  An  applicant  who  has  been  unsuccessful  in 


five  examinations  for  registration  as  a drugless 
practitioner  will  be  eligible  for  reexamination 
upon  receipt  of  proof  that  he  has  completed  a 
course  of  study  of  960  hours  in  a school  which 
is  accredited  under  the  Medical  Practice  Act. 
This  course  must  be  received  subsequent  to  the 
applicant’s  fifth  failure. 

8.  An  applicant  who  furnished  proof  of  a 
course  of  study  of  240  hours  in  a school  of 
chiropractic  recognized  by  the  Department  in 
order  to  be  eligible  for  further  examination 
under  Section  9a  of  the  Medical  Practice  Act 
will  be  considered  as  a new  applicant  and  his 
grades  of  75  per  cent  or  more  will  be  carried 
over  to  the  second  and  third  examinations. 

Rule  VI — Reciprocity 

1.  Each  applicant  for  registration  through 
reciprocity,  either  for  the  practice  of  medicine 
in  all  of  its  branches  or  for  the  treatment  of 
human  ailments  without  the  use  of  drugs  or 
medicine  and  without  operative  surgery,  filed  on 
forms  provided  by  the  Department,  will  be  con- 
sidered on  its  individual  merits,  provided  the 
state  or  territory  of  original  licensure  grants  a 
like  privilege  to  persons  licensed  in  Illinois. 

2.  The  applicant  must  furnish  proof  of  at  least 
one  year’s  practice  in  the  state  of  original 
licensure  unless  his  practice  was  interrupted  by 
Military  Service,  in  which  case  he  must  file  with 
his  application  a photostatic  copy  of  his  Service 
Record. 

3.  If  the  application  is  not  endorsed  by  officers 
of  a state  or  county  society  it  must  be  endorsed 
by  two  Illinois  licentiates  who  hold  licenses  to 
practice  the  same  system  or  method  of  practice. 

4.  Graduates  of  colleges  of  medicine  located 
outside  of  the  United  States  or  Canada  shall 
not  be  accepted  for  licensure  by  reciprocity,  but 
must  pass  the  regular  written  and  clinical  ex- 
amination conducted  by  the  Department. 

5.  Any  applicant  who  has  failed  in  a written 
examination  for  licensure  under  the  Medical 
Practice  Act  will  not  be  accepted  for  licensure 
through  reciprocity. 

6.  Applicants  for  licensure  through  reciprocity 
or  upon  the  basis  of  having  passed  the  National 
Board  Examination  must  pass  a clinical  ex- 
amination. 

7.  Graduates  of  chiropractic  colleges  whose 
applications  for  registration  in  Illinois  by  reci- 
procity are  approved,  shall  be  required  to  pass 
a written  examination  in  theory  in  addition  to 
a practical  test  before  the  chiropractic  examiner. 

Rule  VII — Licensure 

1.  An  examinate  who  successfully  completes 
his  medical  examination  must  secure  his  cer- 
tificate of  licensure  within  one  year  from  the 
date  of  his  examination. 

2.  The  Department  will  not  issue  a duplicate 
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certificate  of  registration  to  practice  medicine 
in  all  of  its  branches,  or  to  treat  human  ailments 
without  the  use  of  drugs  or  medicine  and  with- 
out operative  surgery,  unless  proof  satisfactory 
to  the  Department  and  the  Committee  is  pre- 
sented that  the  original  certificate  was  de- 
stroyed ; or  in  case  of  change  of  name  when  the 
original  certificate  is  returned  for  cancellation, 
together  with  satisfactory  legal  proof  of  such 
change  of  name. 

3.  A license  to  practice  medicine  in  Illinois 
shall  be  a requisite  for  a residency  in  an  Illinois 
hospital. 

Rule  VIII— Temporary  Certificates  of  Reg- 
istration 

1.  Application  must  be  made  on  forms  fur- 
nished by  the  Department. 

2.  The  approved  hospital  at  which  training  is 
to  be  received  must  signify  to  the  Department 
that  the  hospital  will  appoint  the  applicant  to 
the  graduate  or  specialty  training  in  the  event 
he  receives  a Temporary  Certificate  of  Regis- 
tration. 

3.  An  approved  hospital  for  graduate  or 
specialty  training  shall  be  all  hospitals  qualified 
for  such  training  in  the  judgment  of  the  Depart- 
ment. 

4.  Research  Fellows  in  Illinois  hospitals  re- 
quired to  apply  for  Temporary  Certificates  un- 
der Section  11a  of  the  Medical  Practice  Act. 

5.  Applicants  for  Temporary  Certificates  be 
advised  that  their  Temporary  Certificates  are 
given  with  the  understanding  that  they  are  not 
to  be  considered  or  used  as  a basis  of  application 
for  permanent  registration  under  the  Medical 
Practice  Act  of  the  State  of  Illinois.  Any  ap- 
plication for  permanent  registration  under  such 
Act  will  be  processed  under  the  provisions  of 
the  Act  and  the  rules  and  regulations  of  the 
Department  of  Registration  and  Education  as 
applied  to  all  other  applicants  seeking  perma- 
nent registration  in  Illinois. 

6.  A person  who  has  a pending  application  to 
take  the  examination  may  be  issued  a Tem- 
porary Certificate,  but  in  such  event,  he  is  not 
admissable  to  the  examination  until  after  he 
completes  the  course  for  which  a Temporary 
Certificate  is  sought. 

7.  A person  who  leaves  a residency  program 
before  its  completion  may  be  admitted  to  the 
examination,  but  in  such  event,  he  will  not  be 
eligible  for  another  Temporary  Certificate  if 
he  should  fail  the  examination  and  thereafter 
apply  for  another  Temporary  Certificate. 

8.  A person  who  completes  a course  of  resi- 
dency training  under  a Temporary  Certificate 
and  thereafter  takes  the  examination  and  fails 
may  be  issued  a Temporary  Certificate  to  pursue 


another  program  of  training  and  Rules  6 and  7 
will  then  apply. 

Rule  IX — Limited  Licenses  to  Practice  in 
State  Hospitals 

1.  Each  application  made  on  forms  provided 
by  the  Department  will  be  considered  on  its  own 
merits. 

2.  The  State  Hospital  at  which  the  applicant 
will  practice  under  the  supervision  of  a medical 
officer,  shall  signify  to  the  Department  that  the 
hospital  will  appoint  the  applicant  in  the  event 
he  received  a Limited  License. 

3.  Any  applicant  for  a Limited  License  who 
has  failed  in  more  than  three  examinations  for 
licensure  under  the  Illinois  Medical  Practice 
Act  shall  not  be  eligible  for  a Limited  License. 

OTHER  EXAMINING  BOARDS 

Other  examining  boards  operating  under  the 
jurisdiction  of  the  Department  of  Registration 
and  Education  are: 

Chiropodists 

Dr.  Charles  H.  Delano,  Springfield 
Dr.  Theodore  S.  Hollingsworth,  Oak  Lawn 
Optometrists 
Dr.  C.  W.  Duncan,  Rockford 
Dr.  James  K.  Finley,  Decatur 
Dr.  Thomas  M.  McGuire,  Chicago 
Dr.  Clarence  J.  Strobel,  Chicago 
Dr.  Wayne  B.  Cox,  Edwardsville 
Dentists 

Dr.  Eugene  E.  Ausbrook,  East  St.  Louis 
Dr.  Hugh  D.  Burke,  Dixon 
Dr.  Carl  Greenwald,  Chicago 
Dr.  Jacob  Gerchgall,  Chicago 
Dr.  Robert  I.  Humphrey,  Chicago 
Dr.  William  Podesta,  Mattoon 
Dr.  William  0.  Vopata,  Riverside 
Physical  Therapists 
Miss  Vilma  Evans,  Danville 
H.  Worley  Kendell,  M.D.,  Peoria 
Mrs.  Viola  B.  Newman,  Hines 
Kenneth  Stegman,  M.D.,  Harvey 
Mrs.  Lyndell  D.  Zimmerman,  Springfield 
Psychologists 
Dr.  Philip  Ash,  Chicago 
Dr.  Roy  Brener,  Hines 
Dr.  Ralph  W.  Heine,  Chicago 
Dr.  Lloyd  G.  Humphreys,  Urbana 
Dr.  Benton  J.  Underwood,  Evanston 
Pharmacists 
Milton  G.  Christy,  Pekin 
Joseph  Davidson,  Carrollton 
Dr.  James  E.  Gearien,  Chicago 
Aloysius  J.  Neizgodski,  Chicago 
Harold  W.  Pratt,  Des  Plaines 
Benjamin  B.  Rosen,  Chicago 
David  W.  Watt,  Springfield 
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Nurses 

Sister  M.  Amata,  Chicago 
Mrs.  Lucile  Broadwell,  Westchester 
Miss  Katherine  R.  Dick,  Peoria 
Miss  Carolyn  M.  Jurgens,  Pekin 
Miss  Annette  Lefkowitz,  DeKalb 
Miss  Aurelia  Lehozky,  Chicago 
Miss  Clara  May  Miller,  Edwardsville 

DEPARTMENT  OF  MENTAL  HEALTH 

401  State  Office  Bldg. 

Springfield 

1500  State  of  Illinois  Bldg. 

Chicago 

Harold  M.  Visotsky,  M.D.,  Director 
Mortimer  Brown,  Assistant  to  the  Director 
Leo  Fitzgerald,  Administrative  Assistant 
John  P.  Reidy,  Administrator,  Public 
Information 

Jewel  J.  Short,  Supervisor,  Data  Processing 
Robert  Lanier,  Special  Assistant 
Charles  W.  Dixon,  Special  Assistant 
Mrs.  Betty  Gum,  Secretary  to  the  Director 
Mrs.  Anne  Konar,  Executive  Secretary 
to  the  Director 

EVALUATION  SERVICES 

This  Department  provides  services  to  fill  a 
variety  of  mental,  physical,  psychological  and 
educational  needs.  The  department  operates 
some  25  institutions  that  have  a population  of 
nearly  50,000.  These  institutions  provide  homes 
for  disabled  or  aged  veterans  and  for  veterans’ 
children  and  other  dependents ; furnish  educa- 
tional and  rehabilitational  opportunities  for 
handicapped  children  and  adults ; or  offer  care 
and  treatment  for  the  mentally  ill  and  retarded. 
The  department’s  programs  also  include  reha- 
bilitation. Also  within  the  Mental  Health  De- 
partment are  a Psychiatric  Training  and  Re- 
search Authority  to  train  psychiatric  personnel 
and  conduct  research  on  mental  health  prob- 
lems, and  a Division  of  Alcoholism.  The  director 
of  Mental  Health  has  a four-year  term  overlap- 
ping that  of  the  Governor. 

DIVISION  OF  PLANNING  AND 
EVALUATION  SERVICES 

Leo  Levy,  Director 

Ralph  W.  Collins,  Assistant  Division  Director 
John  B.  Acheson,  Chief,  Program  and  Liaison 
Robert  F.  Warman,  Supervisor,  Statistics  and 
Statistical  Research 

Mabel  Clarida,  Assistant  Supervisor,  Statistical 
Research 

DIVISION  OF  MENTAL 
RETARDATION  SERVICES 

William  Sloan,  Division  Director 

Lawrence  Bussard,  Assistant  Division  Director 


Institutions 

Dixon  State  School,  David  Edelson,  Superin- 
tendent 

Lincoln  State  School,  Joseph  Albaum,  M.D., 
Superintendent 

Warren  G.  Murray  Children’s  Center,  Sol  S. 
Silverman,  Superintendent 

DIVISION  OF  PROFESSIONAL 
SERVICES 

Thomas  J.  Clark,  Chief,  Activity  Therapy  Serv- 
ices 

Lucy  Fairbank,  Assistant  Chief,  Activity  Ther- 
apy Services 

Paul  A.  Rittmanic,  Chief,  Speech  and  Hearing 
Services 

Mrs.  Louis  A.  Meyer,  R.N.,  Assistant  Chief, 
Nursing  Service 

Mrs.  Annette  Calloway,  Chief,  Psychiatric  So- 
cial Work 

Glen  Allison,  Assistant  Chief,  Psychiatric  Social 
Work 

Mrs.  Margaret  Diamond,  Assistant  Chief,  Psy- 
chiatric Social  Work 

Mrs.  Frances  Perce,  Acting  Chief,  Psychology 
Service 

Rudyard  Propst,  Chief,  Rehabilitation  Service 
Lyman  Samo,  Chief,  Special  Education  Service 
Ira  D.  Craven,  Chief,  Veterans’  Service 
Miss  Jane  Phillips,  Chief,  Volunteer  Services 
Paul  Hletko,  M.D.,  Chief,  Medical  Service 
Paul  Hletko,  M.D.,  Forensic  Psychiatry 
Frederick  Plotke,  M.D.,  Chief,  Public  Health 
Service 

A.  A.  Kaluzny,  M.D.,  Tuberculosis  Control 
C.  P.  Maculuso,  Chief,  Clinical  Laboratories 

DIVISION  OF  COMPREHENSIVE 
MENTAL  HEALTH  SERVICES 

Zones 

Rockford  : Norris  Hansell,  M.D.,  Director 

H.  Douglas  Singer  Zone  Center,  4402  N.  Main 
St.,  Rockford 

Chicago  : Arthur  Woloshin,  M.D.,  Director 

Charles  F.  Read  Zone  Center,  4200  Oak  Park 
Ave.,  Chicago 

Chicago:  Bernard  Rubin,  M.D.,  Director 
John  J.  Madden  Zone  Center,  Hines 
Peoria  : Thomas  T.  Tourlentes,  M.D.,  Director 
George  A.  Zeller  Zone  Center,  43227  N.  Uni- 
versity St.,  Peoria 
Springfield : 

Andrew  McFarland  Zone  Center,  R.  R.  4, 
Springfield 
Champaign : 

Adolf  Meyer  Zone  Center  (adults),  R.  R. 
1,  Decatur 

Herman  M.  Adler  Zone  Center,  S.  First  St., 
R.  R.  2,  Champaign 

Carbondale:  Robert  C.  Steck,  M.D.,  Director 
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Hospitals  and  Clinics 

Alton  State  Hospital,  Abraham  Simon,  M.D., 
Superintendent 

Anna  State  Hospital,  Robert  C.  Steck,  M.D., 
Superintendent 

Chicago  Mental  Health  Center,  Arthur  Wolo- 
shin,  M.D.,  Superintendent 
Chicago  State  Hospital,  J.  Herbert  Maltz,  M.D., 
Superintendent 

East  Moline  State  Hospital,  Konstantin  Dimitri, 
M.D.,  Superintendent 

Elgin  State  Hospital,  Ernest  S.  Klein,  M.D., 
Superintendent 

Galesburg  State  Research  Hospital,  Thomas  T. 

Tourlentes,  M.D.,  Superintendent 
Illinois  Security  Hospital,  Bert  Rednour,  Super- 
intendent 

Jacksonville  State  Hospital,  Sophie  Leschin, 
M.D.,  Superintendent 

Kankakee  State  Hospital,  Gabriel  Misevic,  M.D., 
Superintendent 

Manteno  State  Hospital,  Richard  J.  Graff,  M.D., 
Superintendent 

Peoria  State  Hospital,  Don  Cameron,  M.D., 
Assistant  Superintendent 
Tinley  Park  State  Hospital,  John  L.  Cutler, 
M.D.,  Superintendent 

Community  Services 

Charles  R.  Meeker,  Administrator 
B.  W.  Tucker,  Chief,  Mental  Health  Education 
Robert  Dahl,  Assistant  Chief,  Mental  Health 
Education 

Joseph  B.  Lehmann,  Consultant,  Community 
Mental  Health  Clinics 

William  K.  Murphy,  Consultant,  Day  Program 
for  Mentally  Retarded 

Catherine  Morgan,  Supervisor,  Licensed  Private 
Facilities 

Interstate  Services 

Muriel  Rietz,  Chief 

Alcoholism  Programs 

Richard  F.  Cook,  M.D.,  Chief 

William  Becker,  Assistant  Chief 

Gerard  Liftman,  Warren  Clinic 

Peoria  State  Hospital,  Intensive  Treatment  Unit 

MEDICAL  CENTER  COMPLEX 
Institute  for  Juvenile  Research 

Raymond  E.  Robertson,  M.D.,  Director 
Noel  Jenkin,  Director  of  Research 
Downtown  Research  Branch 
William  Healy  School 

Zone  Programs,  Children’s  Clinical  Services 

Illinois  State  Pediatric  Institute 

Herbert  J.  Grossman,  M.D.,  Director 
H.  David  Mosier,  M.D.,  Director  of  Research 

Illinois  State  Psychiatric  Institute 

Lester  H.  Rudy,  M.D.,  Director 

Robert  C.  Drye,  M.D.,  Director  of  Education 


DIVISION  OF  RESEARCH  SERVICES 

Percival  Bailey,  M.D.,  Division  Director 
Leon  White,  Administrator,  Mental  Health  Fund 
Program-Staff  Training 

DIVISION  OF  PERSONNEL  SERVICES 

Leslie  T.  Thornton,  Assistant  Division  Director 
(Procedures) 

Myrna  Kassel,  Assistant  Division  Director 
(Programs) 

DIVISION  OF  ADMINISTRATION 
AND  FINANCE 

E.  F.  Merton,  Deputy  Director,  General  Services 
Robert  H.  Sipes,  Deputy  Director,  Physical 
Plant  Services 

Frank  F.  Campbell,  Deputy  Director,  Reim- 
bursement Service 

STATUTORY  BOARDS 

1.  Board  of  Mental  Health  Commissioners 

Alex  Elson,  Chicago,  Chairman 
Emmet  F.  Pearson,  M.D.,  Springfield 
Rabbi  Ralph  Simon,  Chicago 
John  Adam  Svetina,  Chicago 
Willard  King,  Chicago 
Mrs.  James  Holland,  Rockford 
Curtis  Small,  Harrisburg 

Mrs.  L.  Trimble  Steinbrecher,  Chicago,  Execu- 
tive Secretary 

2.  Psychiatric  Training  and 
Research  Authority 

Roy  R.  Grinker,  M.D.,  Chicago,  Chairman 
William  H.  Haines,  M.D.,  Chicago,  Secretary 
Paul  C.  Bucy,  M.D.,  Chicago 
Paul  E.  Nelson,  M.D.,  Chicago 
Noble  H.  Kelly,  Carbondale 
Jules  H.  Masserman,  M.D.,  Evanston 
Peter  J.  Talso,  M.D.,  Chicago 
Ex-Officio— Harold  M.  Visotsky,  M.D.,  Director 
of  Mental  Health;  Alex  Elson,  Chairman, 
Board  of  Mental  Health  Commissioners ; Her- 
bert J.  Grossman,  M.D.,  Director,  Illinois 
State  Pediatric  Institute;  Lester  H.  Rudy, 
M.D.,  Director,  Illinois  State  Psychiatric  In- 
stitute 

Percival  Bailey,  M.D.,  Chicago,  Executive  Secre- 
tary 

STATUTORY  BOARD- 
ADMINISTRATIVE  APPOINTMENT 
Psychiatric  Advisory  Council 

Benjamin  Boshes,  M.D.,  Evanston,  Chairman 
H.  H.  Garner,  M.D.,  Chicago,  Vice  Chairman 
Roy  R.  Grinker,  M.D.,  Chicago 
John  F.  Kenward,  M.D.,  Chicago 
Gerhart  Piers,  M.D.,  Chicago 
Melvin  Sabshin,  M.D.,  Chicago 
Ex-Officio — Harold  M.  Visotsky,  M.D.,  Director 
of  Mental  Health 

Percival  Bailey,  M.D.,  Chicago,  Executive  Secre- 
tary 
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ADVISORY  COMMITTEE 
ADMINISTRATIVE  APPOINTMENT 

1.  Advisory  Board  to 
Division  of  Alcoholism 

Marvin  F.  Burt,  Freeport,  Chairman 
Paul  B.  Musgrove,  Peoria,  Secretary 
J.  Milton  Guy,  Chicago 
George  E.  Moredock,  Jr.,  Chicago 
James  H.  Oughton,  Jr.,  Dwight 
Jackson  A.  Smith,  M.  D.,  Chicago 
Guy  A.  Renzaglio,  Carbondale 
Paul  Hletko,  M.D.,  Chicago 

2.  Committee  on  Chest  Diseases 

Edward  A.  Piszczek,  M.D.,  Hinsdale,  Chairman 
William  Adams,  M.D.,  Chicago 
Kenneth  G.  Bulley,  M.D.,  Aurora 
Clifton  Hall,  M.D.,  Springfield 
Roger  A.  Harvey,  M.D.,  Chicago 
William  Lees,  M.D.,  Chicago 
Dan  Morse,  M.D.,  Peoria 
Herman  C.  Rogers,  M.D.,  Mt.  Vernon 
Darrell  H.  Trumpe,  M.D.,  Springfield 
George  C.  Turner,  M.D.,  Chicago 
Ex-Officio— Harold  M.  Visotsky,  M.D.,  Director 
of  Mental  Health;  A.  A.  Kaluzny,  M.D.,  Pub- 
lic Health  Service,  Department  of  Mental 
Health 

3.  Advisory  Committee  on  Grants  to  Local 
Communities  for  Mental  Health  Services 

Mrs.  Bernice  T.  Van  der  Vries,  Evanston, 
Chairman 

Mrs.  W.  J.  Bryan,  Rockford 

Rt.  Rev.  Msgr.  William  J.  Cassin,  Springfield 

Louis  deBoer,  Chicago 

Robert  L.  Farwell,  Chicago 

Vernon  F.  Frazee,  Springfield 

The  Very  Rev.  Gordon  E.  Gillett,  Peoria 

Rabbi  Joseph  L.  Ginsberg,  Highland  Park 

Donaldson  F.  Rawlings,  M.D.,  Springfield 

Mrs.  H.  Langdon  Robinson,  Springfield 

Groves  B.  Smith,  M.D.,  Alton 

Harry  Wright,  M.D.,  Metropolis 

4.  Institute  for  Juvenile  Research 
Advisory  Board 

Val  Cox,  Collinsville,  Chairman 

Mrs.  James  Errant,  Elgin,  Vice  Chairman 

John  J.  Bresee,  Champaign 

Rt.  Rev.  Msgr.  William  J.  Cassin,  Springfield 

Rep.  Frances  L.  Dawson,  Evanston 

James  Doores,  M.D.,  Galesburg 

Mrs.  Grace  Duff,  Cairo 

Mrs.  George  Flaxman,  Decatur 

Robert  Fielding,  M.D.,  Chicago 

Miss  Connie  Fish,  Chicago 

The  Very  Rev.  Gordon  E.  Gillett,  Peoria 

William  A.  Ginos,  Jr.,  Hillsboro 

Mrs.  Chandler  Miller,  Rockford 

Miss  Frances  A.  Mullen,  Chicago 

Milo  Pritchett,  East  St.  Louis 

Lawrence  K.  Schnadig,  Highland  Park 


Norman  C.  Sleezer,  Freeport 
Lloyd  G.  Wheeler,  Chicago 

DIVISION  OF  VOCATIONAL 
REHABILITATION 

Under  the  direction  and  control  of  the  State 
Board  of  Vocational  Education  and  Rehabilita- 
tion—the  Division  work  for  the  rehabilitation 
and  placement  in  remunerative  employment  per- 
sons with  physical  or  mental  impairment  which 
constitutes  a substantial  handicap  for  self-care 
or  remunerative  employment.  One  of  the  major 
duties  of  the  Board  is  to  prescribe  and  supervise 
such  courses  in  vocational  training  and  provide 
such  other  services  as  may  be  necessary  for  the 
rehabilitation  of  persons  disabled  and  to  coop- 
erate with  the  state  and  local  school  authorities 
and  other  recognized  agencies  engaged  in  voca- 
tional education  and  rehabilitation. 

ILLINOIS  DEPARTMENT  OF 
PUBLIC  HEALTH 
503  State  Office  Bldg. 

Springfield 

Franklin  D.  Yoder,  M.D.,  M.P.H.,  Director 
E.  L.  Wittenborn,  M.P.H.,  Assistant  to  the 
Director 

As  provided  by  statute,  the  Department  of 
Public  Health  has  general  supervision  over  the 
protection  of  the  health  of  the  citizens  of  Illi- 
nois. The  department  conducts  programs  for  the 
prevention  of  cancer,  heart  disease,  tuberculosis, 
and  other  types  of  disease ; carries  on  an  exten- 
sive health  education  program,  and  collects  Illi- 
nois vital  statistics  data. 

The  Department  of  Sanitary  Engineering 
Unit  conducts  inspectional  and  experimental 
programs  pertaining  to  the  state’s  water  supply, 
conducts  stream  pollution  investigations  and  in- 
spects dairies.  The  department  performs  con- 
sultive service  for  local  health  departments  and 
directs  services  provided  for  those  areas  of  the 
state  without  organized  health  departments. 

DIVISION  OF 

GENERAL  ADMINISTRATION 

E.  L.  Wittenborn,  M.P.H.,  Chief 

Bureaus 

Administration 

Accounting  and  Finance 

Health  Education 

Nursing 

Statistics 

Chicago  Office — 1919  W.  Taylor  St. 

DIVISION  OF  DENTAL  HEALTH 

William  J.  Greek,  D.D.S.,  M.P.H.,  Chief 

DIVISION  OF  HOSPITALS  AND 
CHRONIC  ILLNESS 

R.  F.  Sondag,  M.D.,  M.P.H.,  Chief 

Bureaus 

Chronic  Illness 

Heart  Disease  Control  Section 
Cancer  Control  Section 
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Geriatrics 

Nursing  Home  Section 
Hospitals 

DIVISION  OF  MILK  CONTROL 

Enos  G.  Huffer,  Chief 

DIVISION  OF  LABORATORIES 

Howard  J.  Shaughnessy,  Chief 
Bureaus 
Biologic  Products 
Diagnostic  Services 
Laboratory  Evaluation 
Sanitary  Bacteriology 
Toxicology 

Virus  Diseases  and  Research 

Laboratories 

126^  N.  Fifth  St.,  Springfield 

Capitol  Bldg.,  Springfield 

Oakland  & Chautauqua  Sts.,  Carbondale 

505  S.  Fifth  St.,  Champaign 

1800  W.  Fillmore,  Chicago 

414  Missouri  Ave.,  East  St.  Louis 

121  Fourth  Ave.,  Rock  Island 

DIVISION  OF  PREVENTIVE  MEDICINE 

D.  F.  Rawlings,  M.D.,  M.P.H.,  Chief 

Bureaus 

Epidemiology 

Section  on  Veterinary  Public  Health 
Hazardous  Substances  and  Poison  Control 
Maternal  and  Child  Health 

DIVISION  OF 

SANITARY  ENGINEERING 

Clarence  W.  Klassen,  Chief 

Bureaus 

General  Sanitation 

Public  Water  Supplies 

Radiological  Health  and  Air  Pollution 

Special  Services 

Stream  Pollution 

Chicago  Office— Sanitary  Water  Board 

DIVISION  OF 

TUBERCULOSIS  CONTROL 

Clifton  Hall,  M.D.,  M.P.H.,  Chief 
Chicago  State  Tuberculosis  Sanitarium 
Mt.  Vernon  State  Tuberculosis  Sanitarium 

DIVISION  OF  LOCAL 
HEALTH  SERVICES 

Charles  F.  Sutton,  M.D.,  M.P.H.,  Chief 

Sections 

Civil  Defense 

Community  Health  Services  Promotion 

STATUTORY  BOARDS  AND 
COMMISSIONS 

(Allied  with  Public  Health  Operations) 


1.  ILLINOIS  LEGISLATIVE 
COMMISSION  ON  ATOMIC  ENERGY 

Ex  Officio : 

Director  of  Agriculture 
Director  of  Mental  Health 
Director  of  Labor 
Director  of  Public  Health 
Director  of  Civil  Defense 
Chairman  of  Commerce  Commission 
2 House  Members— 2 Senate  Members  : 

Murray  Joslin,  Chicago 
David  Ferguson,  Chicago 
Harvey  Pearson,  River  Grove 
John  F.  Ryan,  Westchester 
Robert  J.  Hasterlik,  M.D.,  Chicago 
John  A.  D.  Cooper,  M.D.,  Evanston 

2.  SANITARY  WATER  BOARD 

Franklin  D.  Yoder,  M.D.,  Springfield 

William  T.  Lodge,  Springfield 

Robert  M.  Schneider,  Springfield 

Francis  S.  Lorenz,  Springfield 

A.  L.  Sargent,  Springfield 

C.  S.  BorufF,  Peoria 

Clarence  W.  Klassen,  Springfield 

3.  AIR  POLLUTION  CONTROL  BOARD 

Jack  Bregman,  Glencoe 
Mrs.  Ines  Hoffman,  Springfield 
John  Warren,  Moline 
Milton  H.  Kronenberg,  M.D.,  Peoria 
Peter  J.  Marschall,  Wilmette 
Mrs.  Paul  Simon,  Troy 
Raymond  D.  Maxson,  Elmhurst 
Richard  Reinki,  Lemont 

4.  OHIO  RIVER  VALLEY  WATER 
SANITATION  COMMISSION 

Franklin  D.  Yoder,  M.D.,  Springfield 
Maurice  Gosnell,  Lawrenceville 
Clarence  W.  Klassen,  Springfield 

5.  COMMISSION  ON  CLINICAL 
LABORATORIES,  BLOOD  BANKS 
AND  BLOOD  BANK  DEPOSITORIES 

Sen.  Paul  Graham,  Mattoon 
Rep.  John  Merlo,  Chicago 
Rep.  Charles  0.  Miller,  Chicago 
Rep.  Elroy  C.  Sandquist,  Chicago 
Sen.  Harris  W.  Fawell,  Naperville 
Sen.  Thad  L.  Kusibab,  Chicago 
James  B.  Hartney,  M.D.,  Elmhurst 
Robert  K.  Fiersten,  Springfield 
Albert  Wolf,  M.D.,  Chicago 
Paul  Van  Pernis,  M.D.,  Rockford 
Edward  McGrath,  Peoria 
R.  F.  Sondag,  M.D.,  Springfield 
Franklin  D.  Yoder,  M.D.,  Springfield 
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STATUTORY 


6.  HOSPITAL  LICENSING  BOARD 


1.  ADVISORY  BOARD  ON  NECROPSY 
SERVICE  TO  CORONERS 

Jacob  E.  Reisch,  M.D.,  Springfield 
Kervin  Burke,  Springfield 
Darrell  Holland,  Effingham 
Edwin  F.  Hirsch,  M.D.,  Chicago 
Grant  C.  Johnson,  M.D.,  Springfield 
Representative  Bernard  McDevitt,  Chicago 
James  S.  Thompson,  Seneca 
Andrew  J.  Toman,  M.D.,  Chicago 
Roger  B.  Ytterberg,  Springfield 

2.  PUBLIC  WATER  SUPPLY 
OPERATORS’  ADVISORY  BOARD 

William  R.  Mize,  Belleville 
H.  Spence  Merz,  Rockford 
W.  R.  Gelston,  Quincy 
Edward  Alt,  Chicago 

3.  MIGRANT  LABOR 
ADVISORY  COMMITTEE 

W.  D.  Jones,  Streator 
Albert  J.  Cross,  Bloomington 
Harold  Hartley,  Centralia 
Phillip  Collins,  Morris 
Walter  S.  Sass,  Chicago 
Miss  Naomi  Hiett,  Springfield 

4.  RADIATION  PROTECTION 
ADVISORY  COUNCIL 

Robert  S.  Landauer,  Sr.,  Chicago 
Roger  A.  Harvey,  M.D.,  Chicago 
Byron  J.  May,  D.D.S.,  Chicago 
Ormas  G.  Smith,  Chicago 
Robert  M.  Schneider,  Springfield 
Robert  J.  Hasterlik,  M.D.,  Chicago 
John  E.  Rose,  Argonne 
John  E.  Cullerton,  Chicago 
James  W.  Karber,  Springfield 

5.  ADVISORY  HOSPITAL  COUNCIL 

Franklin  D.  Yoder,  M.D.,  Springfield 
Harold  M.  Visotsky,  M.D.,  Springfield 
Harold  Swank,  Springfield 
Rt.  Rev.  Msgr.  John  W.  Barrett,  Chicago 
George  K.  Hendrix,  Springfield 
David  M.  Kinzer,  Chicago 
Everett  Coleman,  M.D.,  Canton 
Francis  E.  Bihss,  M.D.,  East  St.  Louis 
John  B.  O’Donoghue,  Sr.,  M.D.,  Chicago 
William  R.  Williams,  Hinsdale 
Leonard  P.  Goudy,  Peoria 
Dr.  Edward  C.  Thompson,  Urbana 
Harris  Perlstein,  Chicago 
Mrs.  Ann  Zercher,  R.N.,  Lincolnwood 
Mrs.  Laura  Lunde,  Chicago 
Edward  H.  Gibbons,  Springfield 
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George  K.  Hendrix,  Springfield 

Theodore  R.  Van  Dellen,  M.D.,  Chicago 

Rt.  Rev.  Msgr.  Clement  Schindler,  Belleville 

Jack  B.  Edmundson,  Carbondale 

Harlan  English,  M.D.,  Danville 

Emil  0.  Stahlhut,  Lincoln 

Elmer  E.  Abrahamson,  Chicago 

7.  CANCER  ADVISORY  BOARD 

Caesar  Portes,  M.D.,  Chicago 
David  F.  Rendleman,  M.D.,  Carbondale 
James  D.  Majarakis,  M.D.,  Chicago 
J.  Ernest  Breed,  M.D.,  Chicago 
Carl  E.  Clark,  M.D.,  Sycamore 
Henry  Glover,  M.D.,  Mattoon 

8.  BOARD  OF  PUBLIC 
HEALTH  ADVISORS 

E.  A.  Piszczek,  M.D.,  Forest  Park 
John  A.  D.  Cooper,  M.D.,  Evanston 
Robert  G.  Kesel,  D.D.S.,  Chicago 
Carl  A.  Brandly,  D.V.M.,  Urbana 
Alex  Van  Praag,  Decatur 
Mrs.  F.  W.  Specht,  Wheaton 
August  F.  Daro,  M.D.,  Chicago 

NON -STATU  TORY 

1.  VETERINARY  ADVISORY  BOARD 

Wallace  E.  Brandt,  D.V.M.,  Flanagan 
Robert  J.  Cyrog,  D.V.M.,  Skokie 
Guy  N.  Flater,  Jr.,  D.V.M.,  Galesburg 
John  D.  Clayton,  D.V.M.,  Polo 
Paul  B.  Doby,  D.V.M.,  Springfield 
Merrill  W.  G.  Ottwein,  D.V.M.,  Edwardsville 
J.  O.  Alberts,  D.V.M.,  Urbana 
George  W.  Meyerholz,  D.V.M.,  Urbana 

2.  GRADE  A MILK  ADVISORY  BOARD 

Gilbert  Gibson,  Chicago 
Vernon  Jones,  Champaign 
George  Baker,  Moline 
Bernard  Szidon,  Peoria 
Orville  Isaacs,  Sullivan 
Clyde  Fruit,  Edwardsville 
Louis  Weiner,  Chicago 
Fred  Nonnamaker,  Chicago 
Floyd  M.  Keller,  Chicago 
J.  C.  McCaffrey,  Chicago 
C.  V.  Christiansen,  Chicago 
J.  C.  Wilson,  Harrisburg 
Willard  J.  Corbett,  M.D.,  Rockford 
H.  W.  Peters,  Chicago 
Paul  Scherschel,  Chicago 
Fletcher  Gourley,  Springfield 

L.  K.  Wallace,  Bloomington 

M.  G.  Van  Buskirk,  Chicago 
Russell  E.  Spaulding,  St.  Louis 
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Baltimore 


Dale  Schaufelberger,  Highland 
Ed  Rush,  Peoria 
Vernon  Heath,  Robinson 

3.  ADVISORY  NURSING  HOMES  AND 
HOMES  FOR  THE  AGED  COUNCIL 

Miss  Jeannette  R.  Kramer,  Palatine 
The  Rev.  Edward  J.  Reeb,  East  St.  Louis 
Mrs.  Florence  Baltz,  Washington 
William  J.  Cowhey,  Springfield 
Miss  Leslie  Freeman,  Chicago 
Adeline  M.  Jorstad,  R.N.,  Joliet 
The  Rev.  B.  W.  Selin,  Chicago 
P.  V.  Dilts,  M.D.,  Springfield 
Bernice  Hover,  R.N.,  Chicago 
Clarence  C.  Schmoldt,  Roselle 
Arthur  A.  Almon,  Chicago 

4.  POLIOMYELITIS  TECHNICAL 
ADVISORY  COMMITTEE 

Mark  Lepper,  M.D.,  Chicago 
E.  A.  Piszczek,  M.D.,  Forest  Park 
John  B.  Hall,  M.D.,  Chicago 
H.  J.  Shaughnessy,  Chicago 
Edward  Press,  M.D.,  Evanston 
Herbert  Ratner,  M.D.,  Oak  Park 
Samuel  L.  Andelman,  M.D.,  Chicago 
George  F.  Lull,  M.D.,  Chicago 
John  L.  Reichert,  M.D.,  Chicago 
Jackson  P.  Birge,  M.D.,  Rock  Island 
Albert  Wolf,  M.D.,  Chicago 
W.  L.  Crawford,  M.D.,  Rockford 

5.  COMMITTEE  FOR  REVISION  OF 
THE  RULES  AND  REGULATIONS 
FOR  THE  CONTROL  OF 
COMMUNICABLE  DISEASES 

Norman  J.  Rose,  M.D.,  Springfield 
H.  J.  Shaughnessy,  Chicago 
John  B.  Hall,  M.D.,  Chicago 
Herbert  S.  Miller,  M.D.,  Winnetka 
Huston  J.  Banton,  M.D.,  Champaign 
L.  L.  Fatherree,  M.D.,  Champaign 
Mark  Lepper,  M.D.,  Chicago 
Samuel  L.  Andelman,  M.D.,  Chicago 
David  P.  Richerson,  M.D.,  Johnston  City 
Edward  Press,  M.D.,  Evanston 
Homer  H.  Hanson,  M.D.,  Carbondale 
R.  F.  Sondag,  M.D.,  Springfield 

6.  ADVISORY  COMMITTEE  ON 
PHENYLKETONURIA 

William  J.  Cassel,  Jr.,  M.D.,  Joliet 

Joseph  Greer,  Chicago 

Herbert  J.  Grossman,  M.D.,  Chicago 

Daniel  Pachman,  M.D.,  Chicago 

Herbert  F.  Philipsborn,  M.D.,  Glencoe 

David  Y.  Hsia,  M.D.,  Chicago 

Ira  M.  Rosenthal,  M.D.,  Chicago 

EX-OFFICIO  MEMBERS 
D.  F.  Rawlings,  M.D. 


Miss  Iva  Aukes 
George  F.  Forster,  M.D. 

Nathan  Nagle 

7.  ADVISORY  COMMITTEE  ON 
HAZARDOUS  SUBSTANCES 

Norman  J.  Rose,  M.D.,  Springfield 
Edward  Press,  M.D.,  Evanston 
W.  S.  Jessop,  Chicago 
Robert  E.  Mason,  Jr.,  Chicago 
C.  J.  Nowak,  Chicago 
Edward  F.  O’Toole,  Chicago 
J.  H.  Hawke,  Clayton,  Mo. 

J.  R.  Christian,  M.D.,  Chicago 

R.  Chapman,  Chicago 

Robert  L.  Ackerly,  Washington,  D.C. 

Chester  L.  French,  M.D.,  St.  Louis,  Mo. 

8.  ADVISORY  COMMITTEE  ON 
PREVENTION  OF  ACCIDENTAL 
POISONING  IN  CHILDREN 

Norman  J.  Rose,  M.D.,  Springfield 
J.  Keller  Mack,  M.D.,  Springfield 
W.  L.  Crawford,  M.D.,  Rockford 
Paul  Pierce,  M.D.,  Alton 
Walter  M.  Whitaker,  M.D.,  Quincy 
Joseph  R.  Christian,  M.D.,  Chicago 
John  B.  Stull,  M.D.,  Olney 

S.  G.  Thompson,  M.D.,  Urbana 

9.  ILLINOIS  COMMITTEE  FOR 
MEDICAL  RESIDENCIES 
IN  PUBLIC  HEALTH 

Clifton  Hall,  M.D.,  Springfield 
John  B.  Hall,  M.D.,  Chicago 
Charles  A.  Lang,  M.D.,  Wheaton 
Mark  H.  Lepper,  M.D.,  Chicago 
Fred  P.  Long,  M.D.,  Peoria 
Edward  A.  Piszczek,  M.D.,  Forest  Park 
Donaldson  F.  Rawlings,  M.D.,  Springfield 
Howard  J.  Shaughnessy,  Chicago 
Charles  F.  Sutton,  M.D.,  Springfield 
Eugene  L.  Wittenborn,  Springfield 

REGIONAL  OFFICES 

Northeastern : Counties  of  Boone,  DeKalb, 

Grundy,  Kane,  Kankakee,  Kendall,  LaSalle, 
McHenry,  and  Winnebago  and  consultation  to 
full-time  health  departments  of  Cook,  Du- 
Page,  Lake,  and  Will  Counties;  cities  of 
Evanston  and  Rockford ; villages  of  Oak  Park 
and  Winnetka-Glencoe-Kenilworth-Northfield ; 
Hygienic  Institute  of  LaSalle-Oglesby-Peru, 
and  Stickney  Township  Public  Health  District 

East  Central : Counties  of  Champaign,  Clark, 
Coles,  Crawford,  Cumberland,  Douglas,  Edgar, 
Ford,  Iroquois,  Jasper,  Livingston,  Moultrie, 
and  Vermilion  counties  and  consultation  to 
full-time  health  departments  of  DeWitt-Piatt, 
Effingham,  McLean,  and  Shelby  counties,  and 
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to  the  Champaign-Urbana  Public  Health  Dis- 
trict 

Northwestern:  Counties  of  Bureau,  Carroll, 
Hancock,  Henderson,  Henry,  Knox,  Marshall, 
McDonough,  Mercer,  Ogle,  Putnam,  Rock 
Island,  Stark,  Stephenson,  Tazewell,  Warren, 
Whiteside,  and  Woodford  and  consultation  to 
full-time  health  departments  of  Jo  Daviess, 
Lee,  and  Peoria  counties  and  to  the  city  of 
Peoria 

West  Central:  Counties  of  Bond,  Brown,  Cal- 
houn, Cass,  Christian,  Clinton,  Fayette, 
Greene,  Jersey,  Logan,  Macon,  Macoupin, 
Madison,  Mason,  Menard,  Pike,  St.  Clair, 
Sangamon,  Schuyler,  and  Scott  and  consulta- 
tion to  full-time  health  departments  of  Adams, 
Fulton,  Montgomery,  and  Morgan  counties, 
the  city  of  Decatur,  and  the  East  Side  Health 
District  of  Canteen  - Centreville  - East  St. 
Louis-Stites  townships 

Southern:  Counties  of  Clay,  Edwards,  Hamilton, 
Jefferson,  Marion,  Monroe,  Perry,  Randolph, 
Richland,  Wabash,  Washington,  and  Wayne 
and  consultation  to  full-time  health  depart- 
ments of  Gallatin-Saline-White,  Franklin- 
Williamson,  Jackson,  Lawrence,  Hardin-John- 
son-Massac-Pope,  and  Alexander-Pulaski- 
Union  counties. 

FULL-TIME  COUNTY  DEPARTMENTS 
IN  ILLINOIS 

Adams  County,  Wayne  Messick,  M.P.H.,  333  N. 
6th,  Quincy 

Cook  County,  John  B.  Hall,  M.D.,  M.P.H.,  329 
S.  Wood  St.,  Chicago 

North  District,  1755  Oakton  St.,  DesPlaines 
South  District,  51  E.  154th  St.,  Harvey 
Southwest  District,  5410  W.  95th  St.,  Oak 
Lawn 

West  District,  1907-09  Rice  St.,  Melrose  Park 

DeWitt-Piatt  Counties,  Lelia  V.  Hyde,  R.N.,  122 
E.  Main  St.,  Clinton 
Piatt  County,  Courthouse,  Monticello 

DuPage  County,  Charles  A.  Lang,  M.D.,  M.P.H., 
222  E.  Willow  Ave.,  Wheaton 

Effingham  County,  Peter  C.  Supan,  M.D.,  M.P.H., 
112  E.  Section  Ave.,  Effingham 

Gallatin-Saline-White  Counties,  Ann  E.  Clarke, 
M.D.,  1333  Locust  St.,  Eldorado 
White  County,  208  N.  Church,  Carmi 
Gallatin  County,  Courthouse,  Shawneetown 

Franklin-Williamson  Counties,  David  P.  Rich- 
erson,  M.D.,  M.P.H.,  217  E.  Broadway,  John- 
son City 

Franklin  County,  226  N.  Main,  Benton 

Fulton  County,  Wilma  Sturgeon,  R.N.,  31  S. 
Main  St.,  Canton 

Jackson  County,  Kathleen  Bahn,  P.H.N.,  1015V2 
Chestnut  St.,  Murphysboro 


Jo  Daviess  County,  Albert  L.  Hildinger,  M.D., 
311  S.  Main  St.,  Galena 

Lake  County,  Arthur  G.  Baker,  M.D.,  M.P.H., 
2307  Grand  Ave.,  Waukegan 
West  Suboffice,  330  N.  Milwaukee  Ave., 
Libertyville 

Lawrence  County,  Maxine  Jackman,  R.N.,  Court- 
house, Lawrenceville 

Lee  County,  Robert  C.  Miles,  D.D.S.,  M.P.H., 
316  W.  Third  St.,  Dixon 
Macon  County,  Leo  Michl,  Jr.,  1085  S.  Main, 
Decatur 

McLean  County,  E.  E.  Diddams,  M.S.P.H.,  318 
E.  Locust  St.,  Bloomington 
Montgomery  County,  Willis  L.  Whitlock,  Box 
149,  Hillsboro 

Morgan  County,  James  W.  Chapman,  M.D., 
234V2  W.  State  St.,  Jacksonville 
Peoria  County,  Fred  Long,  M.D.,  M.P.H.,  2114 
N.  Sheridan  Rd,  Peoria 

Hardin-Johnson-Massac-Pope  Counties,  Harry 
Wright,  M.D.,  M.P.H.,  Box  437,  Golconda 
Massac  County,  Courthouse,  Metropolis 
Johnson  County,  Vienna 

Hardin  County,  Gross  Building,  Elizabeth- 
town 

Shelby  County,  Peter  C.  Supan,  M.D.,  M.P.H., 
123  N.  Broadway,  Shelbyville 
Alexander-Pulaski-Union  Counties,  Genevieve 
Hillerman,  R.N.,  1115  Cedar  St.,  Cairo 
Union  County,  Jonesboro 
Will  County,  William  J.  Cassel,  Jr.,  M.D., 
M.P.H.,  21  E.  Van  Buren  St.,  Joliet 

FULL-TIME  CITY  AND  LOCAL 
HEALTH  DISTRICTS 

Champaign-Urbana  Public  Health  District,  L.  L. 
Fatherree,  M.D.,  M.P.H.,  505  S.  Fifth  St., 
Champaign 

Chicago  Board  of  Health,  Samuel  L.  Andelman, 
M.D.,  M.P.H.,  54  W.  Hubbard  St.,  Chicago 
East  Side  Health  District  (Canteen-Centreville- 
East  St.  Louis-Stites  Townships),  John  J. 
Gregowicz,  M.D.,  638  N.  20th  St.,  East  St. 
Louis 

Evanston  Department  of  Health,  William  J. 

Hixon,  Box  870,  Evanston 
Hygienic  Institute  (LaSalle  - Oglesby  - Peru), 
Arlington  Ailes,  M.D.,  M.P.H.,  LaSalle 
Oak  Park  Department  of  Public  Health,  Herbert 
Ratner,  M.D.,  Box  31,  Oak  Park 
Peoria  Department  of  Health,  Fred  Long,  M.D., 
M.P.H.,  2116  N.  Sheridan  Rd.,  Peoria 
Rockford  Department  of  Public  Health,  Arlo  J. 

Anderson,  City  Hall  Bldg.,  Rockford 
Stickney  Township  Public  Health  District,  Gene 
J.  Franchi,  D.D.S.,  M.P.H.,  5635  State  Rd., 
Oak  Lawn 

Winnetka  - Glencoe  - Kenilworth  - Northfield  Vil- 
lages Health  Department,  Herbert  S.  Miller, 
M.D.,  M.P.H.,  Village  Hall,  Winnetka 
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ILLINOIS  DEPARTMENT  OF 
PUBLIC  HEALTH 

DIVISION  OF  PREVENTIVE  MEDICINE 
POISON  CONTROL  CENTERS 

AURORA 

Copley  Memorial  Hospital 
St.  Charles  Hospital 
BELLEVILLE 
Memorial  Hospital 
BERWYN 
MacNeal  Hospital 
BLOOMINGTON 
Mennonite  Hospital 
St.  Joseph  Hospital 
CAIRO 

St.  Mary  Hospital 
CANTON 

Graham  Hospital 
CARBONDALE 
Doctors  Hospital 
CHAMPAIGN 

Burnham  City  Hospital 
CHESTER 

Memorial  Hospital 
CHICAGO 

Bob  Roberts  Memorial  Hospital 
Children’s  Memorial  Hospital 
Cook  County  Hospital 
Illinois  Research  Hospital 
Mercy  Hospital 
Michael  Reese  Hospital 
Mt.  Sinai  Hospital 
Municipal  Contagious  Hospital 
Presbyterian-St.  Luke’s  Hospital 
Resurrection  Hospital 
DANVILLE 

St.  Elizabeth  Hospital 
Lake  View  Memorial  Hospital 
DECATUR 

Decatur-Macon  County  Hospital 
St.  Mary  Hospital 
DES  PLAINES 
Holy  Family  Hospital 
EAST  ST.  LOUIS 

Christian  Welfare  Hospital 
St.  Mary  Hospital 
EFFINGHAM 

St.  Anthony  Hospital 
ELGIN 

Sherman  Hospital 
St.  Joseph  Hospital 
ELMHURST 

Memorial  Hospital  of  DuPage  County 
EVANSTON 

Community  Hospital 
Evanston  Hospital 
St.  Francis  Hospital 
EVERGREEN  PARK 

Little  Company  of  Mary  Hospital 
FAIRBURY 

Fairbury  Hospital 


FREEPORT 

Freeport  Memorial  Hospital 
St.  Francis  Hospital 
GALENA 

Northwestern  Illinois  Community  Hospital 
GALESBURG 

Galesburg  Cottage  Hospital 
St.  Mary  Hospital 
GRANITE  CITY 
St.  Elizabeth  Hospital 
HARVEY 

Ingalls  Memorial  Hospital 
HIGHLAND  PARK 
Highland  Park  Hospital 
HINSDALE 

Hinsdale  Hospital 
HOOPESTON 

Hoopeston  Community  Memorial  Hospital 
JACKSONVILLE 

Passavant  Memorial  Hospital 
JOLIET 

St.  Joseph  Hospital 
Silver  Cross  Hospital 
KANKAKEE 

St.  Mary  Hospital 
KEWANEE 

Kewanee  Public  Hospital 
LAKE  FOREST 

Lake  Forest  Hospital 
LaSALLE 

St.  Mary  Hospital 
LIBERTYVILLE 

Condell  Memorial  Hospital 
LINCOLN 

Abraham  Lincoln  Memorial  Hospital 
MACOMB 

McDonough  Community  Hospital 
MATTOON 

Memorial  District  Hospital  of  Coles  County 
McHENRY 

McHenry  Hospital 
MELROSE  PARK 
Westlake  Hospital 
MENDOTA 

Mendota  Community  Hospital 
MOLINE 

Moline  Public  Hospital 
MONMOUTH 

Monmouth  Hospital 
MT.  CARMEL 
Wabash  General  Hospital 
MT.  VERNON 

Good  Samaritan  Hospital 
NAPERVILLE 
Edward  Hospital 
NORMAL 

Brokaw  Hospital 
OAK  LAWN 

Christ  Community  Hospital 
OAK  PARK 

West  Suburban  Hospital 
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OLNEY 

Richland  Memorial  Hospital 
OTTAWA 

Ryburn  Memorial  Hospital 
PARK  RIDGE 
Lutheran  General  Hospital 
PEKIN 

Pekin  Public  Hospital 
PEORIA 

Methodist  Hospital 
Proctor  Community  Hospital 
St.  Francis  Hospital 
PERU 

Peoples  Hospital 
QUINCY 

Blessing  Hospital 
St.  Mary  Hospital 
ROCKFORD 
Memorial  Hospital 
St.  Anthony  Hospital 
Swedish-American  Hospital 
ROCK  ISLAND 

St.  Anthony  Hospital 
SPRINGFIELD 
Memorial  Hospital 
St.  John  Hospital 
URBANA 
Carle  Hospital 
Mercy  Hospital 
WAUKEGAN 

St.  Therese  Hospital 
Victory  Memorial  Hospital 
WOODSTOCK 

Memorial  Hospital  for  McHenry  County 
ZION 

Zion-Benton  Hospital 

HOSPITALS 

The  Illinois  Department  of  Public  Health  is 
responsible  for  implementing  the  Hospital 
Licensing  Act,  excerpts  from  which  follow : 
Section  2.  The  purpose  of  this  Act  is  to  pro- 
vide for  the  better  protection  of  the  public 
health  through  the  development,  establishment, 
and  enforcement  of  standards  (1)  for  the  care 
of  individuals  in  hospitals,  and  (2)  for  the  con- 
struction, maintenance,  and  operation  of  hospi- 
tals which,  in  light  of  advancing  knowledge,  will 
promote  safe  and  adequate  treatment  of  such 
individuals  in  hospitals. 

Hospital  Licensing  Requirements 
To  implement  the  Hospital  Licensing  Act,  the 
Department  of  Public  Health  has  pertinent  re- 
quirements. The  following  cover  the  medical 
staff : 

1.  The  medical  staff  shall  be  composed  only 
of  physicians  and  dentists  licensed  by  the  Illi- 
nois Department  of  Registration  and  Education 
in  accordance,  respectively,  with  provisions  of 
the  Medical  Practice  Act  and  Dental  Practice 
Act. 

2.  The  medical  staff  shall  be  organized  in 
accordance  with  written  bylaws,  rules  and 


regulations,  approved  by  the  governing  board. 
The  bylaws,  rules  and  regulations  shall  specifi- 
cally provide : 

a.  for  eligibility  for  staff  membership ; 

b.  for  such  divisions  and  departments  as  are 
warranted;  (as  a minimum,  Active  and 
Consulting  divisions  are  required) 

c.  for  such  officers  and/or  committees  as  are 
warranted;  (a  medical  records  committee 
is  required) 

d.  for  determination  of  qualifications  and 
privileges ; 

e.  that  medical  staff  meetings  be  held  regu- 
larly, and  that  written  minutes  of  all  meet- 
ings be  kept; 

f.  for  review  and  analysis  of  the  clinical  ex- 
perience of  the  hospital  at  regular  intervals 
—the  medical  records  of  patients  to  be  the 
basis  for  such  review  and  analysis ; 

g.  that  tissue  removed  at  operation  shall  be 
examined  by  a qualified  pathologist  and 
that  the  findings  shall  be  made  a part  of 
the  patient’s  medical  record ; 

h.  for  consultation  between  medical  staff 
members  in  complicated  cases ; and 

i.  for  keeping  complete  medical  records. 

Section  B.  Supervision  of  patient  care 

All  persons  admitted  to  the  hospital  shall  be 
under  the  professional  care  of  a member  of  the 
medical  staff. 

Section  C.  Orders  for  medication 
and  treatment 

No  medication  or  treatment  shall  be  given  to 
a patient  except  on  the  written  order  of  a mem- 
ber of  the  medical  staff. 

Section  D.  Tissue  Examination 

All  tissue  removed  at  operation  shall  be  exam- 
ined by  a qualified  pathologist  and  the  findings 
shall  be  made  a part  of  the  patient’s  hospital 
medical  record.  A tissue  committee  of  the  medi- 
cal staff  is  highly  recommended. 

Section  E.  Availability  for  emergencies 
The  governing  board  shall  provide  that  one  or 
more  physicians  shall  be  available  at  all  times 
for  emergencies. 

GENERAL  HOSPITALS 
(For  Identification — see  footnote,  page  213) 

ALEDO  (Mercer) 

Mercer  County  Hospital  (E-60) 

ALTON  (Madison) 

*Alton  Memorial  Hospital  (B-183) 

*St.  Anthony’s  Hospital  (B-137) 

*St.  Joseph’s  Hospital  (B-166) 

AMBOY  (Lee) 

Amboy  Public  Hospital  (B-15) 

ANNA  (Union) 

Union  County  Hospital  District  (F-64) 
ARLINGTON  HEIGHTS  (Cook) 

^Northwest  Community  Hospital  (B-107) 
AURORA  (Kane) 

*Copley  Memorial  Hospital  (B-200) 
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*St.  Charles  Hospital  (B-118) 

*St.  Joseph  Mercy  Hospital  (B-112) 

AVON  (Fulton) 

Saunders  Hospital  (B-24) 

BEARDSTOWN  (Cass) 

*Schmitt  Memorial  Hospital  (D-50) 
BELLEVILLE  (St.  Clair) 

^Memorial  Hospital  (B-154) 
f*St.  Elizabeth’s  Hospital  (B-250) 
fU.  S.  Air  Force  Hospital  (J-300) 
BELVIDERE  (Boone) 

*Highland  Hospital,  Inc.  (B-68) 

*St.  Joseph’s  Hospital  (B-100) 

BENTON  (Franklin) 

*The  Franklin  Hospital  (F-125) 

BERWYN  (Cook) 

*MacNeal  Memorial  Hospital  (B-293) 
BLOOMINGTON  (McLean) 

*Mennonite  Hospital  (B-125) 

*St.  Joseph’s  Hospital  (B-160) 

BLUE  ISLAND  (Cook) 

*St.  Francis  Hospital  (B-180) 

BREESE  (Clinton) 

*St.  Joseph’s  Hospital  (B-41) 

CAIRO  (Alexander) 

*St.  Mary’s  Hospital  (B-120) 

CANTON  (Fulton) 

* Graham  Hospital  Association  (B-145) 
CARBONDALE  (Jackson) 

^Doctors  Hospital  (B-100) 

*Holden  Hospital  (B-55) 

CARLINVILLE  (Macoupin) 

*Carlinville  Area  Hospital  (B-58) 

CARMI  (White) 

*Carmi  Township  Hospital  (H-61) 
CARROLLTON  (Greene) 

Thomas  H.  Boyd  Memorial  Hospital  (B-49) 
CARTHAGE  (Hancock) 

^Memorial  Hospital  (B-52) 

CENTRALIA  (Marion) 

*St.  Mary’s  Hospital  (B-115) 

CHAMPAIGN  (Champaign) 

*Burnham  City  Hospital  (D-175) 

*Cole  Hospital  (C-60) 

CHARLESTON  (Coles) 

^Charleston  Community  Memorial  Hospital, 
Inc.  (B-46) 

CHESTER  (Randolph) 

Memorial  Hospital  (F-47) 

CHICAGO  (Cook) 

*Alexian  Brothers  Hospital  (B-239) 

'x' American  Hospital  of  Chicago  (B-177) 
*Augustana  Hospital  (B-350) 

*Belmont  Community  Hospital  (B-138) 
^Bethany  Brethren  Hospital  (B-61) 
*Bethany  Methodist  Hospital  (B-160) 
*Bethesda  Hospital  (B-100) 

"Central  Community  Hospital  (B-93) 
f*Chicago  Wesley  Memorial  Hospital  (B-651) 
*Columbus  Hospital  (B-413) 
t*Cook  County  Hospital  (E-2,747) 
t*Doctors  General  Hospital  (B-104) 
*Edgewater  Hospital,  Inc.  (B-343) 


^Englewood  Hospital  (B-159) 

*Evangelical  Hospital  of  Chicago  (B-173) 
*Forkosh  Memorial  Hospital  (B-94) 

Frank  Cuneo  Hospital  (B-174) 

* Franklin  Boulevard  Community  Hospital 

(B-110) 

* Garfield  Park  Community  Hospital  (B-139) 
f'>:' Grant  Hospital  of  Chicago  (B-260) 

*Henrotin  Hospital  (B-100) 

*Holy  Cross  Hospital  (B-138) 

^Hospital  of  St.  Anthony  de  Padua  (B-208) 
Ida  Mae  Scott  Hospital  (B-15) 

^Illinois  Central  Hospital  (B-310) 

^Illinois  Masonic  Hospital  (B-473) 

*Jackson  Park  Hospital  (C-167) 
t*Loretto  Hospital  (B-167) 

*Louis  A.  Weiss  Memorial  Hospital  (B-250) 
*Louise  Burg  Hospital  (B-108) 

^Lutheran  Deaconess  Hospital  (B-180) 

* Martha  Washington  Hospital  (B-58) 

*Mary  Thompson  Hospital  (B-112) 

f*Mercy  Hospital  (B-350) 
f*Michael  Reese  Hospital  and  Medical  Center 
(B-866) 

Michigan  Avenue  Hospital  (B-99) 
t*Mount  Sinai  Hospital  of  Chicago  (B-389) 
^Northwest  Hospital,  Inc.  (C-106) 
^Norwegian- American  Hospital,  Inc.  (B-228) 
t*Passavant  Memorial  Hospital  (B-317) 
t"Presbyterian-St.  Luke’s  Hospital  (B-844) 
^Provident  Hospital  and  Training  School 
(B-204) 

*Ravenswood  Hospital  Association  (B-285) 
^Resurrection  Hospital  (B-252) 

‘^Roosevelt  Memorial  Hospital  (B-100) 
*Roseland  Community  Hospital  (B-131) 

*St.  Anne’s  Hospital  (B-305) 

*St.  Bernard’s  Hotel  Dieu  (B-178) 

* St.  Elizabeth’s  Hospital  (B-289) 

*St.  Frances  Xavier  Cabrini  Hospital  (B-150) 
Formerly  Mother  Cabrini  Memorial 
Hospital 

*St.  George  Hospital  (B-129) 

*St.  Joseph  Hospital  (B-204) 

*St.  Mary  of  Nazareth  Hospital  (B-280) 
*South  Chicago  Community  Hospital  (B-300) 
*South  Shore  Hospital  (B-189) 

^Swedish  Covenant  Hospital  (B-220) 

U.  S.  Public  Health  Service  Hospital  (J-155) 
f'i:'University  of  Chicago  Hospitals  and  Clinics 
(B-711) 

t*University  of  Illinois  Research  and  Educa- 
tional Hospitals  (1-603) 
f Veterans  Administration  Research  Hospital 
( J-516) 

•(Veterans  Administration  West  Side  Hospital 
( J-505) 

"The  von  Solbrig  Memorial  Hospital,  Inc. 
(A-80) 

■>:'Walther  Memorial  Hospital  (B-169) 
•xWoodlawn  Hospital  (B-143) 

CHICAGO  HEIGHTS  (Cook) 

*St.  James  Hospital  (B-250) 
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CHRISTOPHER  (Franklin) 

*The  Miners  Hospital  (B-36) 

CLIFTON  (Iroquois) 

Central  Hospital  (B-21) 

CLINTON  (DeWitt) 

John  Warner  Hospital  (D-44) 

DANVILLE  (Vermilion) 

*Lake  View  Memorial  Hospital  (B-221) 

*St.  Elizabeth  Hospital  (B-188) 

DECATUR  (Macon) 

*Decatur  and  Macon  County  Hospital  (B-362) 
*St.  Mary’s  Hospital  (B-356) 

*Wabash  Employees’  Hospital  (B-68) 

DE  KALB  (DeKalb) 

*DeKalb  Public  Hospital  (D-90) 

*St.  Mary’s  Hospital  (B-50) 

DES  PLAINES  (Cook) 

*Holy  Family  Hospital  (B-175) 

DIXON  (Lee) 

*Dixon  Public  Hospital  (B-120) 

DOLTON  (Cook) 

Thomsen  Clinic  Hospital  (B-6) 

DU  QUOIN  (Perry) 

^'Marshall  Browning  Hospital  (B-68) 
DWIGHT  (Livingston) 

Veterans  Administration  Hospital  (J-215) 
EAST  ST.  LOUIS  (St.  Clair) 

*Centreville  Township  Hospital  (H-163) 
"Christian  Welfare  Hospital  (B-194) 

*St.  Mary’s  Hospital  (B-356) 

EFFINGHAM  (Effingham) 

*St.  Anthony  Memorial  Hospital  (B-126) 
ELDORADO  (Saline) 

Ferrell  Hospital  (C-49) 

Pearce  Hospital  Foundation  (B-35) 

ELGIN  (Kane) 

*St.  Joseph  Hospital  (B-150) 

*Sherman  Hospital  (B-268) 

ELMHURST  (DuPage) 

^Memorial  Hospital  of  DuPage  County 
(B-316) 

EUREKA  (Woodford) 

*Eureka  Hospital  (C-31) 

EVANSTON  (Cook) 

^Community  Hospital  of  Evanston  (B-54) 
f*Evanston  Hospital  Association  (B-410) 
^'Northwestern  University  Student  Health 
Service  Hospital  (B-44) 

*St.  Francis  Hospital  (B-401) 

EVERGREEN  PARK  (Cook) 
t*Little  Company  of  Mary  Hospital  (B-550) 
FAIRBURY  (Livingston) 

*Fairbury  Hospital  (B-89) 

FAIRFIELD  (Wayne) 

*Fairfield  Memorial  Hospital  (B-94) 

FLORA  (Clay) 

*Clay  Countv  Hospital  (E-52) 

FREEPORT  (Stephenson) 

*Freeport  Memorial  Hospital  (B-125) 

*St.  Francis  Hospital  (B-116) 

GALENA  (Jo  Daviess) 

Northwestern  Illinois  Community  Hospital 
District  (F-31) 


GALESBURG  (Knox) 

* Galesburg  Cottage  Hospital  (B-180) 

*St.  Mary’s  Hospital  (B-134) 

GENESEO  (Henry) 

*Hammond-Henry  District  Hospital  (F-54) 
GENEVA  (Kane) 

^Community  Hospital  (B-112) 

GIBSON  CITY  (Ford) 

*Gibson  Community  Hospital  (B-48) 
GRANITE  CITY  (Madison) 

*St.  Elizabeth  Hospital  (B-220) 

GREAT  LAKES  (Lake) 

fU.  S.  Naval  Hospital  (J-609) 
GREENVILLE  (Bond) 

*Edward  A.  Utlaut  Memorial  Hosp.  (B-43) 
HARRISBURG  (Saline) 

Harrisburg  Hospital,  Inc.  (C-31) 
^Harrisburg  Medical  Foundation  (B-27) 
HARVARD  (McHenry) 

^Harvard  Community  Memorial  Hospital 
(F-40) 

HARVEY  (Cook) 

Mngalls  Memorial  Hospital  (B-241) 
HAVANA  (Mason) 

*Mason  District  Hospital  (F-48) 

HAZEL  CREST  (Cook) 

*'Hazel  Crest  General  Hospital  (B-58) 
HERRIN  (Williamson) 

* Herr  in  Hospital  (B-92) 

HIGHLAND  (Madison) 

*St.  Joseph’s  Hospital  (B-146) 

HIGHLAND  PARK  (Lake) 

*'The  Highland  Park  Hospital  Foundation 
(B-184) 

HILLSBORO  (Montgomery) 

Hillsboro  Hospital  (B-68) 

HINES  (Cook) 

fVeterans  Administration  Hospital  (J-2,071) 
HINSDALE  (DuPage) 
f'!:'Hinsdale  Sanitarium  and  Hospital  (B-240) 
HOOPESTON  (Vermilion) 

*Hoopeston  Community  Memorial  Hospital 
(B-44) 

HOPEDALE  (Tazewell) 

Hopedale  Hospital  (B-20) 

JACKSONVILLE  (Morgan) 

*Our  Savior’s  Hospital  (B-120) 

*Passavant.  Memorial  Area  Hospital  (B-150) 
JERSEYVILLE  (Jersey) 

* Jersey  Community  Hospital  (F-54) 

JOLIET  (Will) 

*St.  Joseph  Hospital  (B-295) 

#Silver  Cross  Hospital  (B-260) 

KANKAKEE  (Kankakee) 

*St.  Mary’s  Hospital  (B-254) 

KEWANEE  (Henry) 

'j:'Kewanee  Public  Hospital  (B-75) 

*St.  Francis  Hospital  (B-81) 

LA  GRANGE  (Cook) 

x'Community  Memorial  General  Hospital 
(B-225) 

LA  HARPE  (Hancock) 

LaHarpe  Hospital  (B-19) 


for  August,  1964 


209 


LAKE  FOREST  (Lake) 

*Lake  Forest  Hospital  (B-100) 

LA  SALLE  (La  Salle) 

*St.  Mary’s  Hospital  (B-120) 
LAWRENCEVILLE  (Lawrence) 

"Lawrence  County  Memorial  Hospital  (E-65) 
LIBERTYVILLE  (Lake) 

x'CondelI  Memorial  Hospital  (B-88) 
LINCOLN  (Logan) 

* Abraham  Lincoln  Memorial  Hospital  (B-102) 
LITCHFIELD  (Montgomery) 

*St.  Francis  Hospital  (B-144) 

MACOMB  (McDonough) 

"McDonough  District  Hospital  (F-104) 
Phelps  Hospital  (B-35) 

*St.  Francis  Hospital  (B-50) 

MANTENO  (Kankakee) 

Hillman  Memorial  Hospital  (C-23) 

MARION  (Williamson) 

*Marion  Memorial  Hospital  (D-68) 

Veterans  Administration  Hospital  (J-176) 
MATTOON  (Coles) 

'"Memorial  District  Hospital  of  Coles  County 
(F-99) 

McHENRY  (McHenry) 

*McHenry  Hospital  (B-43) 

McLEANSBORO  (Hamilton) 

*Hamilton  Memorial  Hospital  (F-32) 

Vickers  Memorial  Hospital  (C-14) 
MELROSE  PARK  (Cook) 

*Gottlieb  Memorial  Hospital  (B-134) 
*Westlake  Hospital  (B-114) 

MENDOTA  (La  Salle) 

*Mendota  Community  Hospital  (B-58) 
METROPOLIS  (Massac) 

*Massac  Memorial  Hospital  (F-42) 

MOLINE  (Rock  Island) 

^Lutheran  Hospital  (B-210) 

*Moline  Public  Hospital  (D-240) 
MONMOUTH  (Warren) 

*Monmouth  Hospital  (D-80) 

MONTICELLO  (Piatt) 

The  John  and  Mary  E.  Kirby  Hospital 
(B-35) 

MORRIS  (Grundy) 

*Morris  Hospital  (B-49) 

MORRISON  (Whiteside) 

Morrison  Community  Hospital  (F-32) 
MOUNT  CARMEL  (Wabash) 

*Wabash  General  Hospital  District  (F-56) 
MOUNT  VERNON  (Jefferson) 

'x'Good  Samaritan  Hospital  (B-110) 

Jefferson  County  Memorial  Hospital  (B-55) 
MURPHYSBORO  (Jackson) 

'x'St.  Joseph  Memorial  Hospital  (B-63) 
NAPERVILLE  (DuPage) 

*Edward  Hospital  (F-110) 

NASHVILLE  (Washington) 

Washington  County  Hospital  (F-36) 
NORMAL  (McLean) 

*Brokaw  Hospital  (B-135) 

NORTHLAKE  (Cook) 

Northlake  Community  Hospital  (B-45) 


(Formerly  Bruni  Hospital) 

OAK  LAWN  (Cook) 

*Christ  Community  Hospital  (B-330) 

OAK  PARK  (Cook) 

"Oak  Park  Hospital  (B-246) 

*West  Suburban  Hospital  (B-364) 

OLNEY  (Richland) 

*Richland  Memorial  Hospital  (E-112) 
OREGON  (Ogle) 

*Warmolts  Clinic  (C-25) 

OTTAWA  (LaSalle) 

xRyburn  Memorial  Hospital  (D-123) 

PAN  A (Christian) 

*Huber  Memorial  Hospital  (B-70) 

PARIS  (Edgar) 

*Paris  Hospital,  Inc.  (C-75) 

PARK  RIDGE  (Cook) 
f*Lutheran  General  Hospital  (B-295) 
PAXTON  (Ford) 

"Paxton  Community  Hospital  (B-39) 

PEKIN  (Tazewell) 

'"Pekin  Memorial  Hospital  (B-196) 

PEORIA  (Peoria) 

t*The  Methodist  Hospital  of  Central  Illinois 
(B-452) 

"Proctor  Community  Hospital  (B-210) 
+*St.  Francis  Hospital  (B-598) 

PERU  (LaSalle) 

Peoples  Hospital  (B-88) 
PINCKNEYVILLE  (Perry) 

'"Pinckneyville  Community  Hospital  District 
(F-28) 

PITTSFIELD  (Pike) 

*Illini  Community  Hospital  (B-80) 
PONTIAC  (Livingston) 

*St.  James  Hospital  (B-86) 

PRINCETON  (Bureau) 

'"Perry  Memorial  Hospital  (D-110) 

QUINCY  (Adams) 

*Blessing  Hospital  (B-236) 

"St.  Mary’s  Hospital  (B-200) 

RANTOUL  (Champaign) 

U.  S.  Air  Force  Hospital  (J-200) 

RED  BUD  (Randolph) 

"St.  Clement’s  Hospital  (B-74) 

ROBINSON  (Crawford) 

Crawford  Memorial  Hospital  (F-64) 
ROCHELLE  (Ogle) 

*Rochelle  Hospital  (D-38) 

ROCKFORD  (Winnebago) 

"Rockford  Memorial  Hospital  (B-258) 

*St.  Anthony  Hospital  (B-180) 
'xSwedish-American  Hospital  (B-185) 

ROCK  ISLAND  (Rock  Island) 
f*St.  Anthony’s  Hospital  (B-240) 
ROSICLARE  (Hardin) 

^Hardin  County  General  Hospital  (B-27) 
RUSHVILLE  (Schuyler) 

* Sarah  D.  Culbertson  Memorial  Hospital 
(F-50) 

ST.  CHARLES  (Kane) 
i:'Delnor  Hospital  (B-61) 
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SALEM  (Marion) 

*Salem  Memorial  Hospital  (B-42) 
SANDWICH  (DeKalb) 

*Sandwich  Community  Hospital  (B-41) 
SAVANNA  (Carroll) 

Savanna  City  Hospital  (D-36) 
SHELBYVILLE  (Shelby) 

*Shelby  County  Memorial  Hospital  (B-51) 
SPARTA  (Randolph) 

*Sparta  Community  Hospital  (F-34) 
SPRINGFIELD  (Sangamon) 
f-' Memorial  Hospital  (B-368) 
f*St.  John’s  Hospital  (B-688) 

SPRING  VALLEY  (Bureau) 

*St.  Margaret’s  Hospital  (B-142) 
STAUNTON  (Macoupin) 

"^Community  Memorial  Hospital  (B-50) 
STERLING  (Whiteside) 

^Community  General  Hospital  (D-135) 

The  Home  Hospital  (B-31) 

STREATOR  (LaSalle) 

St.  Mary’s  Hospital  (B-112) 

SYCAMORE  (DeKalb) 

^Sycamore  Municipal  Hospital  (D-70) 
TAYLORVILLE  (Christian) 

*St.  Vincent  Memorial  Hospital  (B-152) 
TUSCOLA  (Douglas) 

Douglas  County  Jarman  Memorial  Hospital 
(E-39) 

URBANA  (Champaign) 

'"Carle  Memorial  Hospital  (B-165) 

"McKinley  Memorial  Hospital  (1-61) 
*Mercy  Hospital  (B-112) 

VANDALIA  (Fayette) 

Fayette  County  Hospital  (F-103) 
WATSEKA  (Iroquois) 

*Iroquois  Hospital  (B-74) 

WAUKEGAN  (Lake) 

*Lake  County  General  Hospital  (E-65) 

*St.  Therese  Hospital  (B-280) 

^Victory  Memorial  Hospital  (B-333) 

WEST  FRANKFORT  (Franklin) 

*UMWA  Union  Hospital  (B-38) 

WHITE  HALL  (Greene) 

White  Hall  Hospital,  Inc.  (B-20) 

WOOD  RIVER  (Madison) 

*Wood  River  Township  Hospital  (H-74) 
WOODSTOCK  (McHenry) 

"Memorial  Hospital  for  McHenry  County 
(B-100) 

ZION  (Lake) 

*Zion-Benton  Hospital  (C-76) 

(Formerly  Zion  Community  Hospital) 

MENTAL  HOSPITALS 

ALTON  (Madison) 

Alton  State  Hospital  (1,371) 

ANNA  (Union) 

Anna  State  Hospital  (1,730) 


CHICAGO  (Cook) 

Chicago  State  Hospital  (3,031) 

Illinois  State  Psychiatric  Institute  (434) 
DANVILLE  (Vermilion) 

Veterans  Administration  Hospital  (J-1,729) 
DOWNEY  (Lake) 

Veterans  Administration  Hospital  (J-2,487) 
EAST  MOLINE  (Rock  Island) 

East  Moline  State  Hospital  (1,585) 

ELGIN  (Kane) 

Elgin  State  Hospital  (4,035) 

GALESBURG  (Knox) 

^Galesburg  State  Research  Hospital  (1,813) 
JACKSONVILLE  (Morgan) 

Jacksonville  State  Hospital  (2,346) 
KANKAKEE  (Kankakee) 

Kankakee  State  Hospital  (2,804) 
MANTENO  (Kankakee) 

Manteno  State  Hospital  (5,522) 

MENARD  (Randolph) 

Illinois  Security  Hospital  (365) 

PEORIA  (Peoria) 

*Peoria  State  Hospital  (1,794) 

TINLEY  PARK  (Cook) 

Tinley  Park  State  Hospital  (480) 

PRIVATE  MENTAL  SANITARIA 

ASHMORE  (Coles) 

Ashmore  Estates  (C-25) 

AURORA  (Kane) 

"Mercyville  Sanitarium  (B-216) 

BATAVIA  (Kane) 

Bellevue  Place  (C-80) 

CHICAGO  (Cook) 

*Fairview  Sanitarium  (C-53) 

*Pinel  Hospital  (B-65) 

Ridgeway  House  (C-75) 

DES  PLAINES  (Cook) 

*Forest  Hospital  (C-90) 

ELGIN  (Kane) 

Resthaven  Sanitarium  (C-100) 

FOREST  PARK  (Cook) 

Riveredge  (C-269) 

JACKSONVILLE  (Morgan) 

The  Norbury  Hospital  (C-50) 

ROCKFORD  (Winnebago) 

Elmlawn  Sanitarium  (C-43) 

WINNETKA  (Cook) 

'"North  Shore  Hospital  (C-100) 

STATE  SCHOOLS  FOR 
MENTALLY  DEFECTIVE 

CHICAGO  (Cook) 

^Illinois  State  Pediatric  Institute  (585) 
DIXON  (Lee) 

Dixon  State  School  (3,235) 

LINCOLN  (Logan) 

Lincoln  State  School  (3,801) 


for  August,  1964 


211 


HOSPITALS  WITH 
SPECIAL  TYPE  OF  SERVICE 


AURORA  (Kane) 

CAIRO  (Alexander) 
CASEYVILLE  (St.  Clair) 
CHICAGO  (Cook) 


DANVILLE  (Vermilion) 

DECATUR  (Macon) 

DWIGHT  (Livingston) 
EDWARDSVILLE  (Madison) 

HINSDALE  (Cook) 
JACKSONVILLE  (Morgan) 

JOLIET  (Will) 

MACKINAW  (Tazewell) 
MOOSEHEART  (Kane) 
MOUNT  VERNON  (Jefferson) 


Kane  County  Springbrook 
Sanitarium  (E-65) 
Alexander  County  Tuberculo- 
sis Hospital  (E-47) 
Pleasant  View  Sanatorium 
(E-100) 

*Booth  Memorial  Hospital 
(B-25) 

^'Chicago  Eye,  Ear,  Nose  and 
Throat  Hospital  (C-37) 
^Chicago  State  Tuberculosis 
Sanitarium  (1-400) 

*The  Children’s  Memorial 
Hospital  (B-218) 

Halco  Sanitarium,  Inc.  (C-10) 
Illinois  Children’s  Hospital- 
School  (1-92) 

•'Illinois  Eye  and  Ear 
Infirmary  (1-122) 
"LaRabida  Jackson  Park 
Sanitarium  (B-93) 

^Martha  Washington  Hospital 
(B-50) 

^Municipal  Contagious 
Disease  (D-125) 

*Municipal  Tuberculosis  Sani- 
tarium (D-1,428) 
'^'Rehabilitation  Institute  of 
Chicago  (B-65) 

^Charles  H.  and  Rachel  M. 
Schwab  Rehabilitation 
Hospital  (B-61) 

St.  Vincent’s  Infant  Hospital 
(B-50) 

*Shriners  Hospital  for  Crip- 
pled Children  (B-68) 
Vermilion  County  Tuber- 
culosis Dispensary  and 
Hospital  (E-34) 

*Macon  County  Tuberculosis 
Sanatorium  (E-75) 

The  Keeley  Institute  (C-20) 
Madison  County  Sanatorium 
(E-90) 

*The  Suburban  Cook  County 
Tuberculosis  Sanitarium 
District  (G-209) 

Oaklawn,  Morgan  County 
Tuberculosis  Sanatorium 
(E-40) 

Sunny  Hill  Sanatorium 
(E-60) 

Oak  Knoll  Sanatorium  (E-40) 
Mooseheart  Hospital  (B-43) 
'-Mount  Vernon  State  Tuber- 
culosis Sanitarium  (1-125) 


Type  of 
Service 

TB 

TB 

TB 

Maternity 

EENT 

TB 

Pediatric 

Alcoholic 
Rehabilita- 
tion, Pediatric 
EENT 

Pediatric, 

Chronic 

Alcoholic 

Contagious 

Disease 

TB 

Rehabilitation 

Rehabilitation 


Pediatric 

Orthopedic, 

Pediatric 

TB 


TB 

Alcoholic 

TB 

TB 


TB 


TB 

TB 

Pediatric 

TB 


212 


Illinois  Medical  Journal 


NORMAL  (McLean) 

OAK  FOREST  (Cook) 
OTTAWA  (LaSalle) 

PEORIA  (Peoria) 

PONTIAC  (Livingston) 
QUINCY  (Adams) 

ROCKFORD  (Winnebago) 
ROCK  ISLAND  (Rock  Island) 
SPRINGFIELD  (Sangamon) 
URBANA  (Champaign) 
WAUKEGAN  (Lake) 
WEDRON  (LaSalle) 


Fairview,  McLean  County 
Tuberculosis  Sanatorium 
(E-34) 

Oak  Forest  Hospital 
(E-2,287) 

Highland  Sanatorium  and 
Convalescent  Home  of 
LaSalle  County  (E-82) 

Ottawa  General  Hospital 
(C-44) 

Florence  Crittenton  Peoria 
Home  (B-7) 

*Peoria  Municipal  Tubercu- 
losis Sanitarium  (D-94) 

Livingston  County 
Sanatorium  (E-50) 

Hillcrest,  Adams  County 
Tuberculosis  Sanatorium 
(E-38) 

Rockford  Municipal  Tuber- 
culosis Sanitarium  (D-92) 
*Rock  Island  County  Tuber- 
culosis Sanatorium  (E-71) 
*St.  John’s  Sanatorium 
(B-125) 

The  Outlook  Tuberculosis 
Sanatorium  (E-36) 

*Lake  County  Tuberculosis 
Sanatorium  (E-90) 

St.  Joseph’s  Health  Resort 
and  Sanitarium  (B-94) 


Type  of 
Service 

TB 


Chronic, 

Rehabilitation 

TB, 

Nursing 

Home 

Chronic 

Maternity 

TB 

TB 

TB 


TB, 

Nursing  Home 

TB 

TB 

TB 

TB 

Medical- 

Chronic 


*The  hospitals  marked  with  an  asterisk  (*)  are 
those  which  are  accredited  by  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  as  of  Dec. 
31,  1963. 

The  presence  of  a hospital  on  this  list  means 
it  has  complied  in  the  main  with  the  standards 
of  the  Joint  Commission  on  Accreditation  of 
Hospitals  as  compiled  over  the  years  by  the  med- 
ical and  hospital  professions.  The  standards  are 
minimal  and  it  is  hoped  hospitals  will  make 
every  effort  to  exceed  them. 

Hospitals  with  less  than  25  beds  are  not 
eligible  for  accreditation.  Inquiries  about  this 
listing  or  hospital  accreditation  should  be  di- 
rected to  the  office  of  the  Joint  Commission  on 
Accreditation  of  Hospitals  at  200  E.  Ohio  St., 
Chicago. 


fDagger  indicates  general  hospitals  having  psy- 
chiatric units  licensed  by  the  Illinois  Depart- 
ment of  Mental  Health.  All  other  mental 
facilities  are  licensed  and/or  operated  by  this 
department  (federal  hospitals  excluded). 

Number  in  parenthesis  indicates  number  of 
beds  in  hospital.  Initial  preceding  number  refers 
to  the  type  of  control,  as  follows : 

A — Corporation 

B — Non-profit  association  or  corporation 
C — Privately  owned  and  operated 
D - City 
E — County 
F — Hospital  District 
G — Sanitarium  District 
H — Township 
I — State 
J — Federal 
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DIRECTORY  OF  LICENSED  HOMES 

The  following  list  of  homes  licensed  by  the 
Illinois  Department  of  Public  Health  (as  of 
1962)  is  divided  into  three  sections:  nursing 
homes,  sheltered  care  homes,  and  homes  for  the 
aged.  Ownership  of  these  homes  may  be  indi- 
vidual, partnership,  corporation  for  profit, 
non-profit  corporation,  government,  or  trust- 
endowment. 

NURSING  HOMES 

A nursing  home  is  equipped  and  staffed  to 
provide  personal  and  nursing  care  to  all  resi- 
dents. Accreditation  of  nursing  homes  is  a new 
program  that  has  been  undertaken  by  the 
National  Council  on  Accreditation  of  Nursing 
Homes  on  the  national  level.  The  national  council 
was  established  by  the  American  Medical  Asso- 
ciation and  the  American  Nursing  Home  Associ- 
ation. Dr.  H.  Close  Hesseltine  of  the  Illinois 
State  Medical  Society  is  chairman. 

Since  the  program  is  new,  many  nursing 
homes  in  Illinois  have  had  no  chance  to  apply 
for  accreditation.  It  is  hoped  that  many  nursing 
homes  will  be  accredited  by  the  end  of  the  first 
year  of  the  program’s  operation. 

Under  the  current  standards,  accreditation  is 
granted  at  three  levels : 

1.  Intensive  Nursing  Care  Facility— Nursing 
service  shall  be  under  the  supervision  of  a reg- 
istered professional  nurse  and  a registered 
professional  nurse  shall  be  on  duty  at  all  times. 

2.  Skilled  Nursing  Care  Facility  — Nursing 
service  shall  be  under  the  supervision  of  a 
registered  nurse.  A registered  professional 
nurse  shall  be  in  charge  of  patient  care  for  a 
minimum  of  five  days,  40  hours  per  week. 
In  addition,  at  least  one  licensed  nurse  shall 
be  on  duty  at  all  times. 

3.  Intermediate  Care  Facility— Nursing  serv- 
ice shall  be  under  the  supervision  of  a licensed 
nurse  who  will  be  on  duty  five  days  per  week, 
with  a minimum  of  8 hours  each  day.  In  addi- 
tion, there  shall  be  a night  attendant  awake 
and  fully  dressed. 

Accredited  facilities  are  indicated  by  a nu- 
meral designating  their  level  of  accreditation. 

ALBION  (Edwards  County) 

Rest  Haven  Nursing  Home 
130  W.  Main  St. 

ALEDO  (Mercer  County) 

DeSmith  Nursing  Home 
607  W.  Seventh  St. 

Mercer  County  Nursing  Home 
Rte.  4 

Twilight  Haven 
303  E.  Seventh  St. 

ALHAMBRA  (Madison  County) 

Haven  of  Rest 
ALTON  (Madison  County) 

College  Avenue  Nursing  Home 
920  College  Ave. 


Elm  View  Home 
205  E.  Elm  St. 

Main  Street  Nursing  Home 
1216  Main  St. 

Mather’s  Nursing  Home 
2349  Virden  St. 

Riverview  Nursing  Home 
440  Jefferson  St. 

Ruth’s  Nursing  Home 
510  E.  Fourth  St. 

Villa  Terrace  Convalescent  Home 
510  Seminary  Sq. 

Villa  Terrace  Annex  2 
520  Seminary  Sq. 

AMBOY  (Lee  County) 

Forman  Nursing  Home 
339  N.  Mason  Ave. 

APPLE  RIVER  (Jo  Daviess  County) 
Hick’s  Nursing  Home 
Walnut  St. 

ARCOLA  (Douglas  County) 

Areola  Nursing  Home 
112  S.  Locust  St. 

Fishel  Nursing  Home 
129  N.  Pine  St. 

ARLINGTON  HEIGHTS  (Cook  County) 
Arlington  Heights  Rest  Home 
414  N.  Vail  St. 

Thorsen’s  Nursing  Home 
R.R.  2,  2105  N.  Chestnut  Rd. 

AROMA  PARK  (Kankakee  County) 
Campbell  Nursing  Home 
Fourth  St. 

ARROWSMITH  (McLean  County) 
DeArms  Nursing  Home 
W.  Crosson  St. 

ATLANTA  (Logan  County) 

Atlanta  Nursing  Home 
Chatham  St. 

Bartmann  Nursing  Home 
R.R.  1 

AUGUSTA  (Hancock  County) 

M.  Ranck  Nursing  Home 
E.  Main  St. 

AURORA  (Kane  County) 

Colonial  Nursing  Home 
422  N.  Lake 

Galena  Boulevard  Nursing  Home 
1017  Galena  Blvd. 

BARRINGTON  (Cook  County) 
Barrington  Rest  Home,  Inc. 

145  W.  Main  St. 

BARRY  (Pike  County) 

Barry  Nursing  Home 
780  Grand  St. 

Churchill  Nursing  Home 
1038  Pratt  St. 

BARTONVILLE  (Peoria  County) 
Martin’s  Convalescent  Home 
10  McClure  Ct. 

BATAVIA  (Kane  County) 

Kane  County  Home 
Averill  Rd. 
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BEARDSTOWN  (Cass  County) 

Boyd  Nursing  Home,  Inc. 

209-215  W.  Third  St. 

Brierly  House  Nursing  Home 
604  State  St. 

Parkview  Nursing  Home 
903  E.  Third  St. 

BEAVERVILLE  (Iroquois  County) 

Haven  of  Rest  Nursing  Home 
BELLEVILLE  (St.  Clair  County) 

Atkinson  Nursing  Home 
514  S.  Jackson  St. 

Herald  Nursing  Home 
506  Court  St. 

Hillcrest  Nursing  Home 
420  Mascoutah  Ave. 

Mary  Lorton  Nursing  Home 
425  S.  20th  St. 

Rest  Haven  Old  Folks  Home 
44th  and  N.  Belt  West 
BELLWOOD  (Cook  County) 

Elizabeth  Von  Gehr  Nursing  Home 
209  S.  22nd  Ave. 

BELVIDERE  (Boone  County) 

Maple  Crest  Nursing  Home 
Boone  County  Home 
R.R.  1,  Rt.  76 
Sutton’s  Nursing  Home 
226  N.  State  St. 

BEMENT  (Piatt  County) 

Bement  Rest  Haven 
101  S.  Sangamon  St. 

BENTON  (Franklin  County) 

Linwood  Nursing  Home,  Inc. 

N.  Main  and  Mitchell  Sts. 

Rest  Haven  Nursing  Home 
418  W.  Webster 
BERWYN  (Cook  County) 

R.  N.  Convalescent  Home 
6918  Windsor  Ave. 

BLANDINSVILLE  (McDonough  County) 
Newland  Nursing  Home 
BLOOMINGDALE  (Du  Page  County) 

Heritage  Manor  (2) 

704  E.  Walnut  St. 

Mark  Lund  Hilltop,  Inc. 

158  Prairie  St. 

BLOOMINGTON  (McLean  County) 

Maple  Grove  Nursing  Home 

S.  Main  Street  Rd.,  U.S.  Hwy.  51 
Nel-Dor  Arms  Nursing  Home 
116  E.  Lafayette  St. 

Twin  City  Nursing  Home 
22  White  PI. 

BLUE  ISLAND  (Cook  County) 

Bel-Air  Nursing  Home 
2418  W.  127th  St. 

Burr  Oaks  Nursing  and  Convalescent  Center 

2426  Burr  Oaks  Ave. 

Radtke’s  Nursing  Home 

2427  W.  127th  St. 


Stocker’s  Nursing  Home 
2346  Union  St. 

BLUE  MOUND  (Macon  County) 

Park  View  Nursing  Home 
Dunbar  St. 

BLUFORD  (Jefferson  County) 

Schumm  Nursing  Home 
BROADVIEW  (Cook  County) 

Beverly  Park  Nursing  Home 
2421  Erika  Dr. 

BROOKFIELD  (Cook  County) 

Brookfield  Nursing  and  Convalescent  Home 
9128  W.  31st  St. 

Hill  Haven  Nursing  Home 
4548  Deyo 
Kerr  Nursing  Home 
9022  Grant  Ave. 

BUNKER  HILL  (Macoupin  County) 
Hammond  Nursing  Home 
S.  Franklin  St.,  Box  278 
Tower  View 
Morgan  St. 

BURNHAM  (Cook  County) 

The  Homestead 
14500  Manistee  Ave. 

BUSHNELL  (McDonough  County) 

The  Elms 

McDonough  County  Home 
Heron  Nursing  Home 
708  N.  Dean  St. 

CAMP  POINT  (Adams  County) 

Camp  Point  Convalescent  Home 
Jacobs  Nursing  Home 
Maplewood  Nursing  Home 
CANTON  (Fulton  County) 

Canton  Nursing  Home,  Inc. 

N.  Main  St. 

Sherwood  Nursing  Home 
914  S.  Main  St. 

Sherwood  Nursing  Home  No.  2 
203  W.  Locust  St. 

CARLINVILLE  (Macoupin  County) 

Gotcher  Home 
719  Mayo  St. 

Henry  Nursing  Home 
323  Sumner  St. 

Joiner  Nursing  Home 
706  N.  Oak  St. 

Lee  Nursing  Home 
334  Orient  St. 

Macoupin  County  Nursing  Home 
R.  R.  2 

Scherba’s  Nursing  Home 
817  N.  High  St. 

Weatherford  Nursing  Home 
318  Buchanan  St. 

Woodlawn  Acres  Convalescent 
and  Nursing  Home 
P.  O.  Box  268 
CARMI  (White  County) 

White  County  Nursing  Home 
R.  R.  3 


for  August,  1964 


215 


Wilmar  Restorium,  Inc. 

College  Blvd. 

CARROLLTON  (Greene  County) 

Tower  View  Nursing  Home  No.  2 
626  Maple  Ave. 

CARTHAGE  (Hancock  County) 

Margaret  Ranck  Nursing  Home 
140  W.  Main  St. 

CASEY  (Clark  County) 

Rude’s  Goodwill  Home 
208  W.  Main  St. 

CENTRALIA  (Marion  County) 

Centralia  Nursing  Home 
620  E.  Broadway 
Jackson’s  Nursing  Home 
230  N.  Cherry  St. 

CHAMPAIGN  (Champaign  County) 
American  Manor  Convalescent  Home 
1002  W.  Church  St. 

Cole  Nursing  Home 
1102  W.  Church  St. 

Greenbrier  Manor  (3) 

1915  S.  Mattis 

Laymon  Convalescent  Home 

702  W.  University  Ave. 

Leonard  Nursing  Home,  Inc. 

618  W.  Church 

CHARLESTON  (Coles  County) 

Adkins  Nursing  Home 
849  C.  St. 

Charleston  Nursing  Home 
216  Fifth  St. 

Hilltop  Nursing  Home,  Inc. 

635  Division  St. 

Oakwood  Convalescent  Home 
1041  Seventh  St. 

Rennels’  Nursing  Home 
214  Fifth  St. 

Wilson-Kaley  Nursing  Home 
1501  18th  St. 

CHENOA  (McLean  County) 

Glenn  R.  Guest  Home 
324  Weir  St. 

CHERRY  VALLEY  (Winnebago  County) 
Cherry  Valley  Rest  Home 
Box  123 

CHESTER  (Randolph  County) 

Three  Springs  Lodge 
R.  R.  1 

CHICAGO  (Cook  County) 

A-l  Nursing  Home,  Inc. 

4247  N.  Hazel 

A-l  Nursing  Home,  Inc. 

4249  N.  Hazel 
Addison  Manor,  Inc. 

3526  N.  Reta  Ave. 


Albany  Park  Kosher  Nursing  Home,  Inc. 
3418  W.  Ainslie 
Alshore  House 
2840  Foster  Ave. 

Anderson  Nursing  Home,  Inc. 

6006  N.  Kenmore  Ave. 

Anna  Hadley  Nursing  Home 
3209  W.  Douglas  Blvd. 

Arthur  W.  Devermann  Residence 
5746  N.  Sheridan  Rd. 

Balmoral  Convalescent  Home,  Inc. 

5420  N.  Sheridan  Rd. 

Barry  Nursing  Home,  Inc. 

435  W.  Barry  Ave. 

Beachview  Convalescent  Home,  Inc. 

6345  N.  Sheridan  Rd. 

Beckwith  Nursing  Home 
3240  W.  Washington  Blvd. 

Bell  Nursing  Home 
11079  S.  Bell  Ave. 

Belmont  Rest  Home,  Inc. 

1936  W.  Belmont 
Birchwood  Beach  Convalescent 
Home  No.  1 
7350  N.  Sheridan  Rd. 

Birchwood  Beach  Convalescent 
Home  No.  2 
7364  N.  Sheridan  Rd. 

Brown’s  Convalescent  Home,  Inc. 

1900  S.  Kedzie  Ave. 

Burke  Nursing  Home 
11840  S.  Western  Ave. 

Burnside  Rest  Home 
9435  Langley  Ave. 

Carmen  Manor 
1470  W.  Carmen  Ave. 

Cobb  and  Coleman  Home 
4533  W.  Washington  Blvd. 

Colonial  Towers  Nursing  Home 
6032  N.  Kenmore  Ave. 

Cordia  Harmon  Nursing  Home 
6463  S.  Kimbark  Ave. 

Davis  Nursing  Home,  Inc. 

725-29  Waveland  Ave. 

Dearborn  House,  Inc. 

2400  S.  Dearborn  St. 

Douglas  Park  Nursing  Home 
1518-22  S.  Albany  Ave. 

Doyle’s  Nursing  and  Convalescent  Home 
9626  S.  Vincennes  Ave. 

Edgewater  Manor 
5838  N.  Sheridan  Rd. 

Elizabeth  Olivia  Home 
3952  S.  Ellis  Ave. 

Elsa  S.  Long  Convalescent  Home 
5250-5256  N.  Sheridan  Rd. 

Englewood  Rest  Have,  Inc. 

7253  Yale  Ave. 


216 


Illinois  Medical  Journal 


Farwell  Beach  Convalescent  Home,  Inc. 
1145  W.  Farwell  Ave. 

Feinstein’s  Nursing  Home,  Inc. 

5960  N.  Sheridan  Rd. 

Fitch  Nursing  Home 
11410  S.  Forrestville  Ave. 

Fullerton  Convalescent  Home,  Inc. 

1400  W.  Monroe  St. 

Garden  View  Home,  Inc.  (2) 

6450  N.  Ridge  Ave. 

Garfield  Nursing  Home 
3834  W.  Washington  Blvd. 

Georgian  Manor  Rest  Home 
5726  N.  Sheridan  Rd. 

Golden  Age  Home 
4542  N.  Malden  Ave. 

Granville  Manor 
1021  Granville  Ave. 

Greenview  Rest  Home 
7225  Greenview 
Hampden  Manor 
2724  N.  Hampden  Ct. 

Hanson  Nursing  Home 

7240  S.  Jeffery  Blvd. 

Harmon-Bragg  Nursing  Home 
6455  S.  Kimbark  Ave. 

Hastings  Nursing  Home 

7241  S.  Princeton  Ave. 

Hearthside  Nursing  Home,  Inc. 

1223  W.  87th  St. 

Hollywood  Convalescent  Home,  Inc. 
1054  W.  Hollywood  Ave. 

Homan  Manor,  Inc. 

323  S.  Homan  Ave. 

Howard  Convalescent  Home,  Inc. 

6522  S.  Harvard  Ave. 

Ivory  Nursing  Home 
5839  S.  Calumet  Ave. 

Johnson  Nursing  Home,  Inc. 

3321  W.  Fulton  St. 

Kedzie  Manor  No.  1 
3234  W.  Washington 
Kedzie  Manor  No.  2 
3230  W.  Washington 
Kenmore  House  (2) 

5517  N.  Kenmore  Ave. 

Ken-Rose  Rest  Home 
6255  N.  Kenmore  Ave. 

Kimbark  Nursing  Home 
6132  S.  Kimbark  Ave. 

Kostner  Manor 
1617  N.  Kostner  Ave. 

Lake  Shore  Nursing  Home,  Inc. 

7230  N.  Sheridan  Rd. 

Lakeside  Nursing  Home 
6330  N.  Sheridan  Rd. 

Lake  View  Manor  Rest  Home 
2824  N.  Sheridan  Rd. 

Lehrer  Nursing  Home,  Inc. 

4636  N.  Beacon  St. 


Lincoln  Park  Home 
2042  N.  Orleans  St. 

Linderman  Nursing  Home,  Inc. 

3311  W.  Monroe  St. 

Malden  Nursing  Home,  Inc. 

4616  N.  Malden  St. 

Maple  Nursing  Home 
4743  W.  Washington  St. 

Mark  Howard  Home 
4938  Drexel  Blvd. 

Marquette  Manor  No.  1 
6658  S.  Harvard  Ave. 

Marquette  Manor  No.  2 
6629  S.  Harvard  Ave. 

Martha  Washington  Manor,  Inc. 

4515  S.  Drexel  Blvd. 

Marx  Nursing  Home 
6166  N.  Sheridan  Rd. 

Melbourne  Convalescent  Home 
4625  N.  Racine  Ave. 

Midwest  Home 
310  S.  Hamlin  Ave. 

Miller  Nursing  Home 
3256  W.  Douglas  Blvd. 

Misericordia  Home 
2916  W.  47th  St. 

Monterey  Convalescent  Home 
4616  S.  Drexel  Blvd. 

Monterey  Convalescent  Home 
1919  S.  Prairie  Ave. 

Montgomery  Convalescent  Home 
2735  S.  Prairie  Ave. 

Mortkowicz  Kosher  Nursing  Home 
4851  N.  Rockwell  Ave. 

Mt.  Pisgah  Nursing  Home 
4220-28  S.  Champlain  Ave. 

Nesbitt  Home 
943  W.  Foster  Ave. 

North  Shore  Rest  Haven,  Inc. 

7428  N.  Rogers  Ave. 

Ogden  Park  Convalescent  Home 
6617-25  S.  Racine  Ave. 

Panenka  Nursing  Home 
1901  S.  Lawndale  Ave. 

Park  House 

2320  S.  Lawndale  Ave. 

Patterson  Convalescent  Home 
3242  W.  Maypole  Ave. 

Peyton  Convalescent  Home 
4541  S.  Michigan  Ave. 

Rabbi  Meisels  Convalescent  Home,  Inc. 
4900  N.  Bernard  Ave. 

Rhodes  Nursing  Home 
3221  W.  Washington  Blvd. 

Royal  Manor 
5640  N.  Sheridan  Rd. 

St.  Michael’s  Rest  Haven,  Inc. 

4815  S.  Drexel  Blvd. 
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Schiller  ReM  Home,  Inc. 

1428  W.  Jarvis 
Sheridan  Pavilion 
6130  N.  Sheridan  Rd. 

Shorecrest  Convalescent  Home,  Inc. 

7331  N.  Sheridan  Rd. 

Shore  View  Manor  Convalescent  Home,  Inc. 
2719  E.  75th  St. 

South  Shore  Kosher  Rest  Home,  Inc. 

7325  S.  Exchange  Ave. 

Sovereign  Kosher  Homestead 
6224  N.  Kenmore  Ave. 

Sovereign  Kosher  Rest  Home 
6159  N.  Kenmore  Ave. 

Stern’s  Convalescent  Home,  Inc. 

730  Waveland  St. 

Stewart  Nursing  Home,  Inc. 

6710  S.  Stewart  Ave. 

Sunnyside  Nursing  Home 
4537  N.  Greenview  Ave. 

Sunset  Nursing  Home,  Inc. 

7270  South  Shore  Dr. 

Thorndale  Manor 
1020  W.  Thorndale  Ave. 

Uptown  Convalescent  Home 
4646  N.  Beacon  St. 

Victory  Convalescent  Home,  Inc. 

828  W.  35th  PI. 

Vincennes  Manor,  Inc. 

4724  S.  Vincennes  Ave. 

Waveland  Manor,  Inc. 

3662  N.  Lake  Shore  Dr. 

Wellington  Plaza  Nursing 
and  Therapy  Center 
504  W.  Wellington 
Wendt  Nursing  Home 
5914  N.  Sheridan  Rd. 

Westwood  Manor,  Inc. 

2444  W.  Touhy  Ave. 

Wincrest  Nursing  Home,  Inc. 

6326  N.  Winthrop  Ave. 

Winston  Manor  Convalescent 
and  Nursing  Home,  Inc. 

2155  W.  Pierce  Ave. 

Wrightwood  Home,  Inc.  (Front) 

504  W.  Wrightwood  Ave. 

Wrightwood  Home,  Inc.  (Rear) 

504  W.  Wrightwood  Ave. 

CHICAGO  HEIGHTS  (Cook  County) 
Bel-Air  Nursing  Home  No.  1 
285  W.  16th  St. 

Bel-Air  Nursing  Home  No.  2 
309  W.  16th  St. 

CHRISMAN  (Edgar  County) 

Watson  Nursing  Home 
109  E.  Monroe 

CLAYTON  (Adams  County) 

Padgett  Nursing  Home 
Box  166 

CLINTON  (DeWitt  County) 

DeWitt  Countv  Nursing  Home 
R.  R.  1 


Pine  Crest  Nursing  Home 
North  Center  Limits 
COAL  VALLEY  (Rock  Island  County) 
Oak  Glen  Nursing  Home 
COLCHESTER  (McDonough  County) 
Helton  Nursing  Home 
S.  East  St. 

CORDOVA  (Rock  Island  County) 
Baumgartner  Convalescent  Home 

R.  R.  1,  Box  53 

COLLINSVILLE  (Madison  County) 
McQueen  Nursing  Home 
509  E.  Clay  St. 

CREAL  SPRINGS  (Williamson  County) 
Creal  Springs  Nursing  Home 

S.  Line  St. 

CRESTWOOD  (Cook  County) 

Fraley  Convalescent  Home 
4330  Midlothian  Turnpike  Rd. 

CRETE  (Will  County) 

Skylane  Acres 
Rte.  1,  Box  359-20 
DANVILLE  (Vermilion) 

Colonial  Manor,  Inc. 

629  Warrington  Ave. 

Margenette 
503  W.  North  St. 

Nance  Nursing  Home 
622  Bryan  Ave. 

Vermilion  County  Nursing  Home 
R.  R.  1,  Box  13 
DECATUR  (Macon  County) 

Lakeshore  Manor,  Inc. 

1293  S.  34th  St. 

Mabel’s  Nursing  Home 
936  N.  Church  St. 

Macon  Acres,  Macon  County  Home 
R.  R.  1,  Box  192 
Mary  Ann’s 
640  W.  Main  St. 

Minor’s  Convalescent  Home 
341  N.  Edward  St. 

Muirheid  Nursing  Home 
231  E.  Condit  St. 

North  Pine  Nursing  Home 
820  W.  North  St. 

Wakefield  Aged  Retreat  Home 
1504  N.  Water  St. 

Wakefield  Rest  Home 
800  W.  McKinley  Ave. 

West  View  Nursing  Home 
628  W.  Main  St. 

DE  KALB  (DeKalb  County) 

DeKalb  County  Nursing  Home 
Sycamore  Rd.,  R.  R.  23 
DES  PLAINES  (Cook  County) 
Brookwood  Convalescent 
and  Nursing  Center  (1) 

Lyman  and  Dempster  Sts. 

Des  Plaines  Convalescent  Home  (3) 
866  Lee  St. 
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Graceland  Home  of  Des  Plaines,  Inc. (2) 
545  Graceland  Ave. 

Oak  View 
9555  Golf  Rd. 

DIXMOOR  (Cook  County) 

Dixmoor  Villa  Convalescent  Home,  Inc. 
Norris  and  Davis  Sts. 

Starnes  Nursing  Home 
14434  S.  Hoyne  Ave. 

DIXON  (Lee  County) 

Lee  County  Nursing  Home 
R.  R.  4 

Mansion  Nursing  Home,  Inc.  (2) 

403  E.  Fellows  St. 

Rest  Haven  Convalescent  Home 
204  E.  Third  St. 

DOLTON  (Cook  County) 

Dolton  Manor  Convalescent  Home 
14051  S.  Lincoln  Ave. 

Miller’s  Rest  Home 
158th  and  Cottage  Grove  Ave. 
DOWNERS  GROVE  (DuPage  County) 
Highland  House 
35th  St.  and  Highland  Ave. 

DUNDEE  (Kane  County) 

Bowes  Nursing  Home 
305  Oregon  St. 

Gregg  Nursing  Home 
417  E.  Hill  St. 

EAST  ST.  LOUIS  (St.  Clair  County) 
Carr  Nursing  Home 
3110  Bond  Ave. 

Doctors’  Convalescent  Center 
421  E.  Broadway 
Fletcher  Ann  Convalescent  Home 
2640  St.  Louis  Ave. 

Lively  Nursing  Home 
1303  Baugh  Ave. 

EDWARDSVILLE  (Madison  County) 
Madison  County  Nursing  Home 
Main  St. 

EFFINGHAM  (Effingham  County) 
Marks  Nursing  Home 
406  E.  Jefferson 
ELDORADO  (Saline  County) 

Eldorado  Nursing  Home,  Inc. 

Third  and  Locust  Sts. 

Good  Shepherd  Nursing  Home  No.  1 
First  and  Jasper  Sts. 

ELGIN  (Cook  County) 

Park  View  Nursing  Home 
731  Linden  Ave. 

ELGIN  (Kane  County) 

Daybreak  Nursing  Home 
420  Douglas  Ave. 

Elgin-Bowes  Nursing  Home 
105  N.  Gifford  St. 

Elgin  Rest  Home 
304  South  St. 

Hillcrest  Convalescent  Home,  Inc. 

4 N.  Jackson  St. 

Isabelle  Rest  Home 
104  S.  State  St. 


Little  Angels  Nursing  Home 
330  Watres  PI. 

Mary’s  Hill  Rest  Home 
309  Watch  St. 

Mary  Margaret  Manor 
134  N.  McLean  Blvd. 

Oliver  Nursing  Home,  Inc. 

325  Watch  St. 

Raloff  Nursing  Home 
316  Division  St. 

Restville  House 
443  E.  Chicago  St. 

Woodlawn  Nursing  Home 
705  W.  Highland  Ave. 

ELMHURST  (DuPage  County) 

Elmhurst  Nursing  Home 
200  E.  Lake  St. 

Sunnybrook  Nursing  Home 
16  W.  541  Butterfield  Rd. 

ELMWOOD  (Peoria  County) 

Elm  Haven,  Inc. 

EL  PASO  (Woodford  County) 

Heffner  Nursing  Home,  Inc. 

404  E.  First  St. 

Lewis  Nursing  Home,  Inc. 

487  Elmwood  Ct. 

Tobein  Nursing  Home,  Inc. 

469  Elmwood  Ct. 

EVANSTON  (Cook  County) 

Asbury  Home  for  Convalescents 
1554  Asbury  Ave. 

Broad  Nursing  Home 
2001  Orrington  Ave. 

Broad  Nursing  Home 
1840  Asbury  Ave. 

Evanston  Convalescent  Center,  Inc. 

1300  Oak  Ave. 

Evanston  Rest  Home,  Inc. 

1729  Livingston  St. 

Klingler  Nursing  Home 
2306  Ridge  Ave. 

Pembridge  House,  Inc. 

1406  Chicago  Ave. 

Ridge  Crest  Home 
1708  Ridge  Ave. 

Three  Oaks  Nursing  Center  (1) 

500  Asbury  Ave. 

EVERGREEN  PARK  (Cook  County) 
Bel  Air  Nursing  Home 
9307  S.  Crawford  Ave. 

Evergreen  Gardens  Convalescent  Home 
9101  Crawford  Ave. 

Evergreen  Manor  Nursing  Home 
3327  W.  95th  St. 

Peace  Memorial  Home 
10124  S.  Kedzie  Ave. 

Radtke’s  Nursing  Home 
2701  W.  95th  St. 
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FAIRBURY  (Livingston  County) 

Mae  F.  Harris  Home 
410  E.  Oak  St. 

FAIRFIELD  (Wayne  County) 

Fair  Haven 
507  W.  Elm  St. 

FARMER  CITY  (DeWitt  County) 
Farmer  City  Nursing  Home,  Inc. 

326  Clinton  Ave. 

FARMINGTON  (Fulton  County) 
Harmony  Haven  Nursing  Home 
365  E.  Fort  St. 

FLORA  (Clay  County) 

Cottengaim’s  Nursing  Home 
221  E.  Third  St. 

Raber  Nursing  Home 
402  E.  Fourth  St. 

FREEBURG  (St.  Clair  County) 

Marian  Nursing  Home 
406  State  St. 

FREEPORT  (Stephenson  County) 
Benjamin  Stephenson  Nursing  Home 
Walnut  Rd. 

GALATIA  (Saline  County) 

Good  Shepherd  Nursing  Home  No.  2 
Main  and  Cross  Sts. 

GALENA  (Jo  Daviess  County) 

Sunny  Hill  Nursing  Home 
513  Bouthillier  St. 

GALESBURG  (Knox  County) 
Glendening  Nursing  Home 
490  N.  Cherry  St. 

Harvey  Nursing  Home 
774  N.  Broad  St. 

Powell  Nursing  Home 
620  S.  Academy 

Sheltering  Arms  Nursing  Home 
618  Michigan  Ave. 

Wiegand  Nursing  Home 
731  N.  Seminary 
GALVA  (Henry  County) 

Wasson  Nursing  Home 
309  N.  E.  First  St. 

GENESEO  (Henry  County) 

Gradert’s  Nursing  Home 
426  W.  First  St. 

Henry  County  Convalescent  Home 
R.  R.  4 

GENEVA  (Kane  County) 

Anna  Baum  Home 
115  Campbell  St. 

Marian  Manor  Nursing  Home 
28  N.  First  St. 

GENOA  (DeKalb  County) 

Villa  Nursing  Home 
121  Main  St. 

GIBSON  CITY  (Ford  County) 

Gibson  City  Convalescent  Home,  Inc. 
415  S.  Lott  St. 

Williams  Nursing  Home 
315  N.  Guthrie  St. 


GILLESPIE  (Macoupin  County) 
Tower  View  Nursing  Home  No.  3 
703  S.  Second  St. 

GLEN  ELLYN  (DuPage  County) 
Manor  Convalescent  Home,  Inc. 
818  DuPage  Rd. 

GLENVIEW  (Cook  County) 
Glenview  Convalescent  Home 
10320  Milwaukee  Ave. 

Whitehaven  Acres,  Inc. 
Greenwood  Ave.  and  Melody  Lane 
GRAYVILLE  (White  County) 
Baldwin  Nursing  Home,  Inc. 

305  W.  North  St. 

GREENFIELD  (Greene  County) 
Cedar  Knoll  Nursing  and 
Convalescent  Home 
711  Bluff  St. 

GREENVILLE  (Bond  County) 
Bourgeois  Nursing  Home,  Inc. 

100  W.  College  St. 

Pacatte  Nursing  Home 
102  E.  College  St. 

GRIDLEY  (McLean  County) 
Dowell  Nursing  Home 
202  W.  Sixth  St. 

HALF  DAY  (Lake  County) 

Half  Day  Convalescent  and 
Nursing  Home 
N.  Milwaukee  Ave. 

HAMPSHIRE  (Kane  County) 
Hampshire  Nursing  Home 
Jackson  and  Warner  Sts. 

Lydia  Nursing  Home 
25  W.  Jackson  St. 

HARDIN  (Calhoun  County) 
Montreat  Nursing  Home 
R.  R.  2,  Box  152 

HARRISBURG  (Saline  County) 
Bacon’s  Nursing  Home 
Box  269,  N.  Granger  St. 
HARTLAND  (McHenry  County) 
Valley  Hi  Nursing  Home 
McHenry  County  Home 
HARVARD  (McHenry  County) 
Harvard  Rest  Home 
210  E.  Front  St. 

HARVEY  (Cook  County) 

St.  Jude’s  Nursing  Home 
14660  S.  Western  Ave. 
HAVANA  (Mason  County) 

Havana  Nursing  Home 
224  W.  Mound  St. 

Reid  Nursing  Home,  Inc. 

121  S.  Orange  St. 

Watkins  Nursing  Home 
317  S.  Water  St. 

HERRIN  (Williamson  County) 
Hampton  Nursing  Home 
321  S.  14th  St. 

Ridley’s  Rest  Haven 
Nursing  Home,  Inc. 

920  S.  14th  St. 
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HICKORY  HILLS  (Cook  County) 
Villa  Marie  Nursing  Home,  Inc. 
9246  S.  Roberts  Rd. 

HIGHLAND  (Madison  County) 
Miles  Nursing  Home 
817  Ninth  St. 

HIGHLAND  PARK  (Lake  County) 
Abbott  House 
405  Central  Ave. 

HIGHWOOD  (Lake  County) 
Pavilion  of  Highland  Park  (3) 

50  Pleasant  Ave. 

HILLSBORO  (Montgomery  County) 
Hillsboro  Nursing  Home 
624  S.  Main  St. 

HINSDALE  (DuPage  County) 
Griffith  Nursing  Home 
Garfield  St.  and  Plainfield  Rd. 

Oaks  Nursing  Home 
Rte.  83  and  91st  St. 

Shank  Rest  Home 
525  W.  Ogden  Ave. 

HOPEDALE  (Tazewell  County) 
Hopedale  Nursing  Home  (1) 
Second  St. 

INA  (Jefferson  County) 

Underwood  Nursing  Home 
3 Elm  St. 

IRVING  (Montgomery  County) 

Rest  Haven  Nursing  Home,  Inc. 
JACKSONVILLE  (Morgan  County) 
Lasley  Nursing  Home 
844  W.  College  Ave. 

Meline  Nursing  Home  No.  1 
606  N.  Church  St. 

Meline  Nursing  Home  No.  2 
616  N.  Church  St. 

Meline  Nursing  Home  No.  3 
612  N.  Church  St. 

Modern  Care  Convalescent 
and  Nursing  Home 
1500  W.  Walnut 
Smith  Nursing  Home 
221  E.  Beecher  St. 

JERSEYVILLE  (Jersey  County) 
Garnet  Nursing  Home 
602  W.  Pearl  St. 

Green  Lawn  Nursing  Home 
518  S.  State  St. 

Waters  Nursing  Home 
408  N.  Giddings  St. 

JOLIET  (Will  County) 

Broadway  Nursing  Home 
216  N.  Broadway  } 

Johnson  Nursing  Home 
450  Herkimer  St. 

LeSan  Nursing  Home 
601  Campbell  St. 

Lincoln  Nursing  Home 
611  E.  Cass  St. 

Pleasant  Center  Nursing  Home 
5 S.  Center  St. 


Rest  Haven  Nursing  Home 
519  Campbell  St. 

JONESBORO  (Union  County) 

Dodd  Nursing  Home 
Jonesboro  Sq. 

KANKAKEE  (Kankakee  County) 

Bethel  Nursing  Home 
210  N.  Harrison  Ave. 

Casper  Nursing  Home  No.  2 
480  E.  Oak  St. 

Deerwood  Convalescent  Home 
R.  R.  5,  Aroma  Park  Rd. 

Eventide  Homes,  Inc., 

Hallmark  House 
1151  E.  Court  St. 

KEWANEE  (Henry  County) 

Park  View  Home 
210  N.  Vine  St. 

Sunnyslope 

R.  R.  1,  Cambridge  Rd. 

KNOXVILLE  (Knox  County) 

Good  Samaritan  Nursing  Home 
407  N.  Hebard  St. 

Knox  County  Nursing  Home 
St.  Martha’s  Nursing  Home,  Inc. 

N.  Market  St. 

LA  GRANGE  (Cook  County) 

LaGrange  Convalescent  and 
Nursing  Center 
42  S.  Ashland  Ave. 

LAKE  BLUFF  (Lake  County) 

Hill  Top  Farm 
502  N.  Telegraph  Rd. 

LAKE  VILLA  (Lake  County) 
Hampstead  House 
Rte.  1,  Box  45 
Lake  Villa  Nursing  Home 
P.  O.  Box  87,  Cedar  Ave. 

Venetian  Manor  Convalescent  Home 
Rte.  No.  2 on  Rte.  No.  132, 

Grand  Ave. 

LAKE  ZURICH  (Lake  County) 

Bee  Dozier’s  Maple  Hill 
Nursing  Home,  Inc. 

P.  O.  Box  288 
LANSING  (Cook  County) 

Tri-State  Manor  Nursing  Home 
2500-175th  St. 

LAWRENCEVILLE  (Lawrence  County) 
Knight  Nursing  Home 
1509  Twelfth  St. 

Shidler  Nursing  Home 
1022  Twelfth  St. 

LEBANON  (St.  Clair  County) 
Bohannon  Nursing  Home,  Inc. 

404  S.  Fritz  St. 

LENA  (Stephenson  County) 

Ortiz  Convalescent  Home 
Schuyler  and  Camp  Sts. 

LE  ROY  (McLean  County) 

LeRov  Nursing  Home,  Inc. 

902  N.  Mill  St. 
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LEWISTOWN  (Fulton  County) 
Stephens  Nursing  Home 
305  S.  Main  St. 

LIBERTYVILLE  (Lake  County) 

Lake  County  Nursing  Home 
1125  N.  Milwaukee  Ave. 

Wayside  Home 
214  W.  Park  Ave. 

LINCOLN  (Logan  County) 

Deaconess  Memorial  Home 
302-330  Seventh  St. 

Mary-Henry  Convalescent  Home 
313  Willard  Ave. 

Wasson  Nursing  Home,  Inc. 

1011  Third  St. 

LITCHFIELD  (Montgomery  County) 
Friendly  Haven  Nursing  Home 
823  Kirk  St. 

LOCKPORT  (Will  County) 

Oak  Bluff  Nursing  Home 
102  Bruce  Rd. 

LONDON  MILLS  (Fulton  County) 
London  Nursing  Home 

LOUISVILLE  (Clay  County) 

Hill  Crest  Nursing  Home 
Chestnut  St. 

MADISON  (Madison  County) 
Madison  Nursing  Home 
1521  Second  St. 

MARENGO  (McHenry  County) 
Florence  Rest  Home 
546  E.  Grant  Hwy. 

MAROA  (Macon  County) 

Villa  Maria 
125  S.  Main  St. 

MARTINSVILLE  (Clark  County) 
Glendening  Nursing  Home 
W.  Washington  St. 

MASCOUTAH  (St.  Clair  County) 
Mascoutah  Nursing  Home  No.  1 
213  E.  Church  St. 

Winker  Nursing  Home 
1244  W.  Main  St. 

MASON  CITY  (Mason  County) 
Christian  Care  Nursing  Home 
705  E.  Chestnut  St. 

MATTOON  (Coles  County) 
Cunningham  Nursing  Home 
1312  Wabash  Ave. 

MAYWOOD  (Cook  County) 

Lendino  Nursing  Home,  Inc. 

1110  S.  Ninth  Ave. 

McHENRY  (McHenry  County) 

Villa  Nursing  Home 
1201  W.  Rocky  Beach 

McLEANSBORO  (Hamilton  County) 
McLeansboro  Nursing  Home 
205  E.  Cherry  St. 

MIDLOTHIAN  (Cook  County) 
Bowman  Nursing  Home,  Inc. 

14743  S.  Turner  Ave. 

Bowman  Nursing  Home,  Inc.,  No.  1 
3249  W.  147th  St. 

Clover  Acres 
5252  W.  147th  St. 


Largent  Convalescent  Home 
4323  W.  147th  St. 

Maple  Farm  Convalescent  Home 
14500  S.  Long  St. 

MILAN  (Rock  Island  County) 

Comfort  Harbor  Convalescent 
and  Nursing  Home 
116  W.  Second  Ave. 
MILLEDGEVILLE  (Carroll  County) 
Milledgeville  Nursing  Home 
600  Main  St. 

MINONK  (Woodford  County) 

Kirkton  Nursing  Home 
221  Locust  St. 

MOLINE  (Rock  Island  County) 
Fairhaven  Nursing  Home 
2525  Ninth  Ave. 

MONMOUTH  (Warren  County) 
Colonial  Nursing  Home,  Inc. 

303  E.  Broadway 
Monmouth  Nursing  Home 
116  S.  H St. 

Warren  County  Nursing  Home 
R.  R.  4 

MONTICELLO  (Piatt  County) 

Cozy  Haven  Nursing  Home 
713  W.  Bond  St. 

Piatt  County  Nursing  Home 
R R 2 

MORRIS  (Grundy  County) 

Dena  Erickson’s  Nursing  Home 
916  Fremont  Ave. 

Grundy  County  Nursing  Home 
R.  R.  4 

MORRISON  (Whiteside  County) 
Eveningside  Nursing  Home 
509  N.  Genesee  St. 

MORRISONVILLE  (Christian  County) 
Memorial  Nursing  Home 
MORTON  (Tazewell  County) 

Morton  Nursing  Home 
424  N.  Main  St. 

Restmor,  Inc. 

925  E.  Jefferson 

MT.  CARMEL  (Wabash  County) 
Shurtleff  Annex 
416  Plum  St. 

Shurtleff  Cottage 
429  E.  Fifth  St. 

Shurtleff  Lodge 
318  W.  2nd  St. 

Shurtleff  Nursing  Home  No.  4 
218  Chestnut  St. 

Wabash  Nursing  Home 
Rte.  3 

MT.  CARROLL  (Carroll  County) 

Mt.  Carroll  Nursing  Home 
MT.  OLIVE  (Macoupin  County) 

Albert  Nursing  Home 
101  W.  Fourth  North 
MT.  STERLING  (Brown  County) 
Barker’s  Nursing  Home 
204-206  Railroad  Ave. 

Haley’s  Nursing  Home 
401  W.  Main  St. 
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Padgett  Nursing  Home  No.  2 
117  E.  South  St. 

Whited  Nursing  Home 
308  N.  Capitol  St. 

MT.  VERNON  (Jefferson  County) 

Lowry’s  Nursing  Home 
1304  Main  St. 

Setzekorn  Nursing  Home 
1300  Broadway 
MT.  ZION  (Macon  County) 

Woodland  Inc.,  Nursing  Home 
MOWEAQUA  (Shelby  County) 

Moweaqua  Nursing  Home 
MUNDELEIN  (Lake  County) 

Pine  Manor 

Rte.  1,  Box  185,  Half  Day  Rd. 
MURPHYSBORO  (Jackson  County) 

Dillow  Nursing  Home 
316  N.  Ninth  St. 

Jackson  County  Nursing  Home 
1441  N.  14th  St. 

Tyler  Nursing  Home,  Inc. 

1711  Spruce  St. 

NAPERVILLE  (DuPage  County) 

Americana  Nursing  Center  (2) 

200  Martin  Dr. 

Brentwood  Nursing  Home 
134  N.  Washington  St. 

NILES  (Cook  County) 

Gross  Point  Manor  (1) 

6601  Touhy  Ave. 

Svithiod  Nursing  Home 
880  Grace  St. 

NORMAL  (McLean  County) 

Baltz  Nursing  Home,  Inc. 

502  N.  Broadway 
Brokaw  Nursing  Home 
Virginia  and  Franklin  Sts. 

NORTHBROOK  (Cook  County) 

Eden  View  Convalescent  and 
Geriatric  Center 
222  Frontage  Rd. 

Northbrook  Nursing  Home  & 

Rehabilitation  Center,  Inc. 

270  Skokie  Rd. 

OAK  LAWN  (Cook  County) 

Concord  Nursing  Home  (2) 

9401  S.  Ridgeland 

Doyle  Nursing  and  Convalescent  Homes,  Inc. 
5432  W.  87th  St. 

Parkside  Gardens  Nursing  Home 
5701  W.  79th  St. 

OAK  PARK  (Cook  County) 

Oak  Park  Nursing  Home,  Inc. 

637  S.  Maple  Ave. 

Patterson  Nursing  & Rehabilitation  Care 
130  N.  Austin  Blvd. 

The  Woodbine 
6909  W.  North  Ave. 

ODIN  (Marion  County) 

Wutzler  Nursing  Home 
Kirkwood  St. 

Yaw  Nursing  Home 
Laury  St. 
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O’FALLON  (St.  Clair  County) 

Herpin  Nursing  Home 
308  W.  State  St. 

OKAWVILLE  (Washington  County) 
Washington  Springs  Nursing  Home 
OLNEY  (Richland  County) 

Burgin  Nursing  Home  No.  1 
305  S.  Washington  St. 

Burgin  Nursing  Home  No.  2 
607  S.  Elliott  St. 

Golden  Years  Nursing  Home 
502  S.  Fair  St. 

Marks  Nursing  Home 
217  N.  Fair  St. 

ONARGA  (Iroquois  County) 

Jones  Nursing  Home 
317  N.  Walnut  St. 

ORANGEVILLE  (Stephenson  County) 
Krug  Convalescent  Home 
High  St. 

OREGON  (Ogle  County) 

Eventide  Nursing  Home 
403  S.  Third  St. 

OTTAWA  (LaSalle  County) 

Hassley’s  Health  Haven 
Gentleman  Rd.,  R.  R.  4 
Hayes  Nursing  Home 
427  E.  Main  St. 

Highland  Sanatorium  and 

Convalescent  Home  of  LaSalle  County 
800  Center  St. 

Susie  H.  Moore  Rest  and  Healing  Home 
627  Third  Ave. 

PALATINE  (Cook  County) 

Aage  House 

234  N.  Plum  Grove  Rd. 

Bee  Dozier’s  Palatine  Nursing  Home 
W.  Dundee  Rd. 

Catherine  Memorial  Home 
Meacham  Rd. 

Plum  Grove  Nursing  Home,  Inc.  (2) 

24  S.  Plum  Grove  Ave. 

Zielinski  Nursing  Home 
95  W.  Emmerson  St. 

PANA  (Christian  County) 

De  Paepe-Ashcraft  Nursing  Home 
10  Oak  St. 

PARK  RIDGE  (Cook  County) 

Park  Ridge  Terrace 
665  Busse  Hwy. 

PAXTON  (Ford  County) 

Ford  County  Nursing  Home 
R.  R.  2 

Lyons  Nursing  Home 
440  E.  Pells  St. 

PEKIN  (Tazewell  County) 

Floy’s  Nursing  Home 
803  Park  Ave. 

Knollcrest  Nursing  Home,  Inc. 

Allentown  Rd. 

Snyder’s  Convalescent  Home 
328  Buena  Vista 
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PEORIA  (Peoria  County) 

Baker  Nursing  Home 
500-502  W.  Second  St. 

Bel-Wood  Nursing  Home 
7023  W.  Planck  Rd. 

Flora  E.  Butler  Nursing  Home 
305  Third  St. 

Healthatorium 
408  N.  Monroe  St. 

High  View  Nursing  Home  (2) 

2308  W.  Nebraska  St. 

Mahoney  Nursing  Home  No.  1 
444  W.  Second  St. 

Mahoney  Nursing  Home  No.  2 
2149  N.  Knoxville  St. 

Sweeney  Convalescent  Home 
144-146  Randolph  St. 

Walker  Nursing  Home 
1504  W.  Garden  St. 

PERU  (LaSalle  County) 

Tri  City  Nursing  Home 
2804  Sixth  St. 

PETERSBURG  (Menard  County) 
Sunny  Acres 
Menard  County  Home 
Rte.  3 

PITTSFIELD  (Pike  County) 

Couch  Nursing  Home 
521  E.  Washington  St. 

Couch  Nursing  Home  No.  2 
531  E.  Washington  St. 

Pittsfield  Convalescent  Home 
411  W.  Washington  St. 

PLYMOUTH  (Hancock  County) 

Myrtle  Sapp’s  Nursing  Home 
Main  St. 

PONTIAC  (Livingston  County) 
Livingston  County  Nursing  Home 
R.  R.  1 

PRAIRIE  CITY  (McDonough  County) 
Westfall  K & C Nursing  Home 
Reed  and  Union  Sts. 

Westfall  Nursing  Home 
PRINCETON  (Bureau  County) 

Prairie  View  Nursing  Home 
R.  R.  5 

PROSPECT  HEIGHTS  (Cook  County) 
Weinert  Nursing  Home 
511  Schoenbeck  Rd. 

QUINCY  (Adams  County) 

Boll  Nursing  Home 
1029  Jersey  St. 

Eloise  Nursing  Home 
1614  N.  Fourth  St. 

Hall  Nursing  Home 
1870  Vermont  St. 

Parker  Nursing  Home 
431  Locust  St. 

St.  Joseph’s  Nursing  Home 
1315  N.  Eighth  St. 

Theda  Boll  Nursing  Home 
438  N.  Twelfth  St. 


RAYMOND  (Montgomery  County) 
Cottage  Nursing  Home 
W.  Sparks  St. 

ROANOKE  (Woodford  County) 
Roanoke  Manor,  Inc. 

1102  W.  Randolph  St. 

ROBINSON  (Crawford  County) 
Robinson  Nursing  Home 
503  E.  Main  St. 

ROCK  FALLS  (Whiteside  County) 
Riverview  Nursing  Home 

308  E.  Second  St. 

ROCKFORD  (Winnebago  County) 
Deacon  Home 
611  N.  Court  St. 

Hill  Top  Nursing  Home 
728  N.  Court  St. 

Lund  Nursing  Home 
1503  Fourth  Ave. 

Rockford  Municipal  Sanitarium 
Nursing  Home 
1601  Parkview  Ave. 

The  Restorium 
2800  S.  Main  St. 

River  Bluff  Nursing  Home 
N.  Main  Rd. 

Smith  Nursing  Home 
1234  Sixth  Ave. 

Sarver  Convalescent  Home,  Inc. 

2430  S.  Main  St. 

ROCK  ISLAND  (Rock  Island  County) 
Mrs.  Carroll’s  Nursing  Home 
4434  Seventh  Ave. 

Parkway  Rest  Home 
557-30th  St. 

Shady  Lawn  Nursing  Home,  Inc. 

1018  Twelfth  St. 

ROSEVILLE  (Warren  County) 
Roseville  Nursing  Home 
N.  Main  St. 

ROSSVILLE  (Vermilion  County) 
Hedrecka  Nursing  Home 
R.  R.  2 

ROUND  GROVE  (Whiteside  County) 
Whiteside  County  Nursing  Home 
RUSHVILLE  (Schuyler  County) 

Hills  Convalescent  Home 
717  E.  Adams 
Snyder  Nursing  Home 
245  N.  St.  Louis  St. 

RUTLAND  (LaSalle  County) 

Rutland  Nursing  Home,  Inc. 

E.  Front  and  Chestnut  St. 

ST.  CHARLES  (Kane  County) 

Valley  Rest  Home 

309  S.  Sixth  Ave. 

SANDWICH  (DeKalb  County) 

Sandhaven,  Inc. 

517  N.  Main  St. 

SAYBROOK  (McLean  County) 
Kinsell’s  Nursing  Home,  Inc. 

205  N.  Main  St. 
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SHANNON  (Carroll  County) 
Johnson’s  Nursing  Home 
SHELBYVILLE  (Shelby  County) 
Young’s  Shelbyville  Restorium,  Inc. 
Rte.  128  North 

SHELDON  (Iroquois  County) 

Happy  Siesta  Nursing  Home 
220  E.  Center  St. 

SIDELL  (Vermilion  County) 

Fairview  Alliance  Home  (3) 

R.  R.  1 

SILVIS  (Rock  Island  County) 

Happy  Haven  Rest  Home 
118  Tenth  St. 

SKOKIE  (Cook  County) 

Old  Orchard  Manor 
4660  Old  Orchard  Rd. 

Skokie  Valley  Manor,  Inc. 

4600  Simpson  St. 

SMITHBORO  (Bond  County) 
American  Nursing  Home 
SOUTH  HOLLAND  (Cook  County) 
Colonial  Convalescent  Home 
549  E.  162nd  St. 

SPARTA  (Randolph  County) 
Randolph  County  Nursing  Home 
W.  Belmont 

SPRINGFIELD  (Sangamon  County) 
Beard  Nursing  Home 
925  S.  Seventh  St. 

Carver  Convalescent  Home 
1527  E.  Washington  St. 

Claudia’s  Nursing  Home 
409  N.  Grand  Ave.  East 
Colonial  Cottage 
116  S.  State  St. 

Edwards  Manor  Nursing  Home,  Inc. 
1625  E.  Edwards  St. 

Hamilton  Nursing  Home 
925  N.  Fifth  St. 

Homestead  Convalescent  Home 
and  Nursing  Residence 
127  N.  Douglas  Ave. 

Phillips  Nursing  Home 

630  N.  Sixth  St. 

Ramshaw  Retirement  Home  No.  1 

631  N.  Sixth  St. 

Ramshaw  Retirement  Home  No.  2 
611  N.  Sixth  St. 

Ridgewood  Nursing  Home 
3400  Peoria  Rd. 

Rutledge  Manor  Care  Home,  Inc. 

819  N.  Rutledge 
Springfield  Haven 
429  N.  Sixth  St. 

Standage  Nursing  Home 
2205  E.  Capitol  Ave. 

The  Wrightwood 
720  S.  Pasfield 

STERLING  (Whiteside  County) 
Colonial  Acres  Rest  Home 
Rte.  2 


Linton  Nursing  Home 
908  W.  Third  St. 

STICKNEY  (Cook  County) 

Pershing  Convalescent  Home 
6803  W.  Pershing  Rd. 

STOCKTON  (Jo  Daviess  County) 
Morgan  Nursing  Home 
205  E.  Benton  Ave. 

Morgan  Memorial  Home 
501  E.  Front  Ave. 

STREATOR  (LaSalle  County) 
Cheery  Rest  Nursing  Home 
407  E.  Hickory  St. 

Star  Haven  Convalescent  and 
Nursing  Home 
405  N.  Wasson  St. 

Edgetown  Nursing  Home 
Richards  and  Chicago  Sts. 

SULLIVAN  (Moultrie  County) 
Misenheimer  Nursing  Home 
721  W.  Harrison  St. 

Singiser  Nursing  Home 
817  E.  Jackson  St. 

SUMNER  (Lawrence  County) 
Milligan  Nursing  Home 
Railroad  St. 

Poland’s  Christian  Nursing  Home 
201  W.  South  St. 

TALLULA  (Menard  County) 

Tallula  Walker  Nursing  Home 

TAYLORVILLE  (Christian  County) 
Dexheimer  Manor 
Rte.  48  North 
Dexheimer  Nursing  Home 
216  E.  Franklin  St. 

Smith’s  Guest  Home 
305  E.  Adams  St. 

Taylorville  Nursing  Home 
405  N.  Silver  St. 

TINLEY  PARK  (Cook  County) 
Kosary  Convalescent  Home 
6660  W.  147th  St.,  R.  R.  2 
McAllister  Nursing  Home 
18200  S.  Cicero  Ave. 

McAllister  Nursing  Home  No.  2 
1834  LaVerne  Rd. 

TONICA  (LaSalle  County) 

Dyer  Nursing  Home 
Second  and  Elm  Sts. 

TOULON  (Stark  County) 

Public  Convalescent  Home 
291  S.  Franklin  St. 

TREMONT  (Tazewell  County) 
Tazewell  County  Nursing  Home 
R.  R.  1 

TROY  (Madison  County) 

Rockwood  Rest  Home 
212  N.  Powell  St. 

TUSCOLA  (Douglas  County) 

Martin  Nursing  Home 
114  E.  Daggy  St. 
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URBANA  (Champaign  County) 
Champaign  County  Nursing  Home 
1701  E.  Main  St. 

Hubert  Nursing  Home 
505  W.  Green  St. 

VANDALIA  (Fayette  County) 

Fayette  County  Hospital  Annex 
727  W.  Jackson 

Fayette  County  Nursing  Home 
R.  R.  3 

Rose  Haven  Nursing  Home 
117  S.  Seventh  St. 

VIENNA  (Johnson  County) 

Hill  View 

VILLA  GROVE  (Douglas  County) 
Maple  Rest  Home 
710  E.  Elm  St. 

VILLA  PARK  (DuPage  County) 

Acre  View  Nursing  Home 
538  S.  Villa  Ave. 

VIRDEN  (Macoupin  County) 

Miller’s  Nursing  Home 
231  E.  Deane  St. 

VIRGINIA  (Cass  County) 

Kirkpatrick  Nursing  Home 
145  N.  Front  St. 

Walker  Nursing  Home 
530  E.  Beardstown  St. 

WARREN  (Jo  Daviess  County) 

Daters  Nursing  Home 
Water  St. 

Lahey  Nursing  Home 
Burnett  St. 

Sunnyside  Nursing  Home 
206  Lions  St. 

WASHBURN  (Woodford  County) 
Atteberry  Nursing  Home 
Parkside  Dr. 

WASHINGTON  (Tazewell  County) 
Washington  Nursing  Center,  Inc.  (2) 
1110  New  Castle  Rd. 

Washington  Nursing  Home,  Inc.  (3) 
104  E.  Holland  St. 

WATERMAN  (DeKalb  County) 
Bellevue  Place 
310  N.  Elm  St. 

WATERLOO  (Monroe  County) 

Monroe  County  Nursing  Home 
Illinois  Ave. 

WATSEKA  (Iroquois  County) 

Iroquois  Resident  Home 
830  S.  Fourth  St. 

WAVERLY  (Morgan  County) 

Bridges  Nursing  Home 
200  E.  State  St. 

WENONA  (Marshall  County) 

Wenona  Rest  Haven,  Inc. 

Elm  St. 

WEST  CHICAGO  (DuPage  County) 
Hazelhurst  Farm 
Roosevelt  and  Gary  Mill  Rd., 

Box  216 


Morton  Manor  Health  Home 
R.  R.  1,  Box  753 

WEST  SALEM  (Edwards  County) 

Gaede’s  Nursing  Home 
WHEATON  (DuPage  County) 

DuPage  County  Convalescent  Home 
County  Farm  Rd. 

Wheaton  Health  Resort,  Inc. 

1325  Manchester  Rd. 

WHITE  HALL  (Greene  County) 

Hill  Top  Haven 

McCarthy  Ave.  and  U.  S.  Rte.  67A 
WILMETTE  (Cook  County) 

Marie’s  Diet  and  Rest  Home 
1011  Central  Ave. 

WINFIELD  (DuPage  County) 

Zace  Retirement  Home 
27  W.  141  Liberty  St. 

WITT  (Montgomery  County) 

Laura  Charles  Nursing  Home 
WOOD  DALE  (DuPage  County) 

Wood  Dale  Nursing  Home 
140  Hemlock 

WOODSTOCK  (McHenry  County) 

Birchwood  Nursing  Home 
R.  R.  1 

Woodstock  Residence,  Inc. 

309  McHenry  Ave. 

WORTH  (Cook  County) 

Rest  Haven  Uliana  Christian 
Convalescent  Home,  Inc. 

13259  S.  Central  Ave. 

ZION  (Lake  County) 

Parkview  Nursing  Home 
1911-27th  St. 

Zion  Nursing  Home 
2561  Sheridan  Rd. 

SHELTERED  CARE  HOMES 

A sheltered  care  home  is  equipped  and  staffed 
to  provide  only  personal  services  such  as  assist- 
ance with  meals,  dressing,  bathing,  etc.,  but  not 
nursing  care. 

ALEDO  (Mercer  County) 

Fortner  Shelter  and  Care  Home 
1006  E.  Fifth  St. 

ALTON  (Madison  County) 

Alby  Street  Sheltered  Care  Home 
1912  Alby  St. 

Griffin  Sheltered  Care  Home 
1914  Washington  Ave. 

Mitchell  Sheltered  Care  Home 
1800  Belle  St. 

Stahl  Shelter  Care  Home 
1414  Milton  St. 

ANNA  (Union  County) 

Dodson  Shelter  Care  Home 
300  South  St. 

Galbraith  Home 
223  W.  Vienna  St. 

Melvin’s  Sheltered  Care  Home 
E.  Davie  St. 
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Pitts  Sheltered  Care  Home 
310  E.  Davie  St. 

ARROWSMITH  (McLean  County) 
Murrell’s  Guest  Home 

ASHLAND  (Cass  County) 

Burch  Home 

BARRY  (Pike  County) 

Tittsworth  Sheltered  Care  Home 
Rogers  St. 

BEARDSTOWN  (Cass  County) 
Green  Sheltered  Care  Home 
314  Monroe  St. 

BELLEVILLE  (St.  Clair  County) 
Cerneka  Sheltered  Care  Home 
404  N.  Charles  St. 

Gorski  Old  Folks  Home 
1412  W.  Main  St. 

Gribler  Sheltered  Care  Home 
511  S.  Charles  St. 

Mil-Ran  Retirement  Home 
4 Gundlach  PI. 

BENTON  (Franklin  County) 
Bowling  Sheltered  Care  Home 
114  E.  Webster  St. 

Cockrum  Sheltered  Care  Home 
314  S.  Main  St. 

Higgerson’s  Home 
209  N.  Eighth  St. 

Wertz’s  Sheltered  Care  Home 
217  Pope  St. 

BLOOMINGTON  (McLean  County) 
Golden  Age  Home 
412  N.  Roosevelt  Ave. 

Hanson  Sheltered  Care  Home 
909  S.  Center  St. 

Lowrey  Shelter  Care  Home 
903  W.  Mulberry  St. 

Youngblom’s  Sheltered  Care  Home 
1108  N.  Prairie  St. 

BRADLEY  (Kankakee  County) 
Evans  Shelter  Care  Home 
496  S.  Wabash  St. 

BRIDGEPORT  (Lawrence  County) 
Bridgeport  Sheltered  Care 
888  Corporation  St. 

BRIGHTON  (Jersey  County) 

Post  Sheltered  Care  Home 
Strack  St.,  P.  O.  Box  161 

BUSHNELL  (McDonough  County) 
Heron’s  Golden  Age  Home 
257  E.  Hail  St. 

CAMBRIDGE  (Henry  County) 

Pine  Lodge  Home 
112  E.  Center  St. 

CANTON  (Fulton  County) 

Sunset  Home 
135  S.  First  St. 

CASEY  (Clark  County) 

Rude’s  Goodwill  Shelter  Home 
110  E. Monroe  St. 

CENTRALIA  (Marion  County) 
Aldag  Sheltered  Care  Home 
603  N.  Walnut  St. 


CHEBANSE  (Iroquois  County) 

Morgan  Manor 
243  S.  First  St. 

CHAMPAIGN  (Champaign  County) 
Boyd’s  Sheltered  Care  Home 
Springfield  St. 

Painter’s  Sheltered  Care  Home 
406  S.  Prairie  St. 

CHEBANSE  (Kankakee  County) 
Chebanse  Guest  House 
372  Orchard  St. 

CHARLESTON  (Coles  County) 

Teaters  Sheltered  Care  Home 
Fifth  and  Jackson  Sts. 

Young  Sheltered  Care  Home 
763  Tenth  St. 

CHESTER  (Randolph  County) 
Padgett’s  Pot-A-Pourri  Rest  Home 
647  State  St. 

CHICAGO  (Cook  County) 

Kraus  Home,  Inc. 

1620  W.  Chase  Ave. 

CLIFTON  (Iroquois  County) 

Victory  Inn 
195  E.  Fifth  St. 

COBDEN  (Union  County) 

Tripp  Sheltered  Care  Home 
Box  323 

COLLINSVILLE  (Madison  County) 
Butler  Home 
413  Vandalia  St. 

COULTERVILLE  (Randolph  County) 
Coulterville  Sheltered  Care  Home 
Seventh  and  Cedar  Sts. 

DALLAS  CITY  (Henderson  County) 
Holland  Sheltered  Care  Home 
69  E.  Maine  St. 

DANVERS  (McLean  County) 

Holman  Shelter  Care  Home 
300  E.  Exchange  St. 

DECATUR  (Macon  County) 

Borders  Sheltered  Care  Home 
1590  N.  Water  St. 

Gladville  Home 
1013  W.  Wood  St. 

Herr  Shelter  Care  Home 
328  N.  Edwards  St. 

Lindsey  Rest  Home 
737  W.  Wood  St. 

Osborne  Sheltered  Care  Home 
1860  N.  Broadway  St. 

DONGOLA  (Union  County) 

Keller  Sheltered  Care  Home 
Box  634 

DUQUOIN  (Perry  County) 

Miller  Sheltered  Care  Home 
24  S.  Line  St. 

EAST  MOLINE  (Rock  Island  County) 
Fronk’s  Home 
460  Nineteenth  St. 

EAST  ST.  LOUIS  (St.  Clair  County) 
Carr  Sheltered  Care  Home 
3112  Bond  St. 
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Park  Retirement  Home 
2246  N.  57th  St. 

Popejoy’s  Retirement  Home 
1504  Illinois  Ave. 

EFFINGHAM  (Effingham  County) 
Ireland  Sheltered  Care  Home 
111  Forest  St. 

Marks  Sheltered  Care  Home 
500  Clinton  Ave. 

ELDORADO  (Saline  County) 
Murray  Hotel 
900  Fifth  St. 

ELGIN  (Kane  County) 

Highland  Manor 
753  W.  Highland 
The  Oliver  Annex 
364  St.  Charles  St. 

Restville  House  Unit  2 
15-17  S.  Channing  St. 

Victorian  Manor 
303  Douglas  Ave. 

ENFIELD  (White  County) 

Fields  Shelter  Care  Home 
W.  Main  St. 

FLAT  ROCK  (Crawford  County) 
Roe  Boarding  Home 
P.  O.  Box  156 

FULTON  (Whiteside  County) 
Snyder  Home 
719  Twelfth  St. 

GALESBURG  (Knox  County) 

Clay  Sheltered  Care  Home 
319  W.  North  St. 

Halls  Sheltered  Care  Home 
659  N.  Seminary  St. 

Hanson’s  Sheltering  Care 
1179  E.  Main  St. 

Johnson  Sheltered  Care  Home 
736  N.  Kellogg  St. 

Woodward  Shelter  Home 
1188  W.  Main  St. 

GOLCONDA  (Pope  County) 

Rose  View  Sheltered  Care  Home 
Washington  and  Harrison  Sts. 
GREENUP  (Cumberland  County) 
Peter’s  Sheltered  Care  Home 
308  N.  Kentucky  St. 
GREENVILLE  (Bond  County) 
Hilltop  House 
202  N.  Fourth  St. 

Horsfall  Sheltered  Care  Home 
201  S.  Second  St. 

IRVING  (Montgomery  County) 
Mi-Edd  Shelter  Home 
Pearl’s  Shelter  Home 
JACKSONVILLE  (Morgan  County) 
Bell  Sheltered  Care  Home 
602  Jordan  St. 

Blue  Sheltered  Care  Home 
506  W.  Morton  Ave. 

Brown  Sheltered  Care  Home 
716  W.  College  Ave. 


Hardy  Sheltered  Care  Home 
830  W.  College  Ave. 

Hoots  Rest  Home 
717  E.  Douglas  St. 

Parker  Sheltered  Care  Home 

203  W.  Beecher  Ave. 

JERSEYVILLE  (Jersey  County) 

Gibson  Sheltered  Care  Home 
301  W.  Pine  St. 

Stark’s  Sheltered  Care  Home 
600  N.  Liberty  St. 

JOHNSTON  CITY  (Williamson  County) 
Cazaleen’s  Sheltered  Care  Home 
207  E.  Fifth  St. 

Nellie  Ernfelt  Home 
R.  R.  1 

JONESBORO  (Union  County) 

Henard  Sheltered  Care  Home 

204  S.  Main  St. 

KAMPSVILLE  (Calhoun  County) 

Smith  Sheltered  Care  Home 
KANKAKEE  (Kankakee  County) 

Bethel  Shelter  Home 
556  E.  Oak  St. 

Geeding  Shelter  Home 
139  S.  Greenwood  Ave. 

Manor  House  of  Eventide  Homes,  Inc. 
1113  E.  Court  St. 

McCray  Shelter  Home 
152  S.  Greenwood  Ave. 

Mowers  Guest  Home 
380  S.  Greenwood  Ave. 

Oaklawn  Home 

191  N.  Washington  Ave. 

Oaks  Shelter  Home 
453  E.  Chestnut  St. 

Parker  Sheltered  Care  Home 
390  N.  Chicago  Ave. 

Royal  Shelter  Home 
195  N.  Entrance  Ave. 

KEWANEE  (Henry  County) 

Lofgren  Duncan  Manor 
218  S.  Tremont  St. 

LA  HARPE  (Hancock  County) 

Gillett  Home 
W.  Main  St. 

LEXINGTON  (McLean  County) 

Rose  Lawn  Shelter  Care  Home 
207  N.  Elm  St. 

LOVINGTON  (Moultrie  County) 

Gaddis  Sheltered  Care  Home,  Inc. 

240  E.  State  St. 

MANTENO  (Kankakee  County) 

Wooley’s  Home 
272  W.  Fourth  St. 

MARION  (Williamson  County) 

Miner  Shelter  Care  Home 

205  E.  Marion  St. 

MARSHALL  (Clark  County) 

Dunkel  Sheltered  Care  Home 
325  S.  Sixth  St. 

Marshall  Christian  Hotel 
805  Archer  Ave. 
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McCONNELL  (Stephenson  County) 
Muggier  Sheltered  Care  Home 
Main  St. 

METROPOLIS  (Massac  County) 
Anderson’s  Sheltered  Care  Home 
205  Metropolis  St. 

MILFORD  (Iroquois  County) 

Golden  Jubilee  Home 
28  S.  West  Ave. 

MOLINE  (Rock  Island  County) 
Hendren’s  Sheltered  Care  Home 
2606  Sixth  Ave. 

Hensley  Home 
1111  Fifteenth  St. 

Paul’s  Boarding  Home 
849  Fifteenth  St. 

MOMENCE  (Kankakee  County) 
Momence  Shelter  Home 

229  E.  Indiana  Ave. 

MONMOUTH  (Warren  County) 

Galusha  Sheltered  Care  Home 
323  N.  Second  St. 

MT.  CARMEL  (Wabash  County) 
Holiday  Rest  Home 
122  E.  Third  St. 

MT.  VERNON  (Jefferson  County) 
Cunningham  Sheltered  Care  Home 
1917  Casey  St. 

Hearthside  Sheltered  Care  Home 
318  N.  Ninth  St. 

MULBERRY  GROVE  (Bond  County) 
Smith’s  Sheltered  Care  Home 
111  S.  Maple  St. 

NEWTON  (Jasper  County) 

Hickox  Sheltered  Care  Home 
438  S.  Lafayette  St. 

OBLONG  (Crawford  County) 

Fouty’s  Sheltered  Care  Home 
411  S.  Garfield  St. 

Oblong  Sheltered  Care  Home 
106  N.  Garfield  St. 

ODELL  (Livingston  County) 

The  Odell  Shelter,  Inc. 

17  Henry  St. 

OLD  MARISSA  (St.  Clair  County) 
Old  Marissa  Sheltered  Care  Home 
OLNEY  (Richland  County) 

Braden  Sheltered  Care 

230  E.  North  Ave. 

Miller  Sheltered  Care  Home 
103  E.  Lafayette  St. 

PAW  PAW  (Lee  County) 

Pfeiffer  Sheltered  Care  Home 
PERU  (LaSalle  County) 

Hillview  Manor 
2106  Market  St. 

PLYMOUTH  (Hancock  County) 
Thomas  Sheltered  Care  Home 
Box  323 

PRINCETON  (Bureau  County) 
Princeton  Sheltered  Care  Home 
423  Lincoln  St. 


PRINCEVILLE  (Peoria  County) 

Seven  Oaks 

Douglas  and  Tremont  Sts. 

QUINCY  (Adams  County) 

Sims  Shelter  House 
1619  N.  Fourth  St. 

ROCHELLE  (Ogle  County) 

Joyce  Old  Folks  Home 
609  N.  Sixth  St. 

ROCKFORD  (Winnebago  County) 
Bethany  House 
412  N.  Court  St. 

Fieselman’s  Sheltered  Care  Home 
R.  R.  2,  Tipple  Rd. 

Parkview  Sheltered  Care  Home 
408  N.  Horsman  St. 

Pearson  Home 
2029  Forest  View  Rd. 

ROODHOUSE  (Greene  County) 

Dameron  Shelter  Care  Home 
114  E.  Palm  St. 

ROSEVILLE  (Warren  County) 

Bycroft  Sheltered  Home 
RUSHVILLE  (Schuyler  County) 

Lacey’s  Sheltered  Care  Home 
239  W.  Clay  St. 

ST.  FRANCISVILLE  (Lawrence  County) 
Marguerite  Tetidrick  Shelter  Care 
Main  St. 

ST.  JACOB  (Madison  County) 

Robards  Home 
R.  R.  1,  Box  9 
SALEM  (Marion  County) 

Hogge’s  Sheltered  Care  Home 
521  E.  Church  St. 

SANDOVAL  (Marion  County) 

Finn’s  Sheltered  Care  Home 
W.  North  Second  St. 

SAVANNA  (Carroll  County) 

Panacea 

316  Chicago  Ave. 

SAYBROOK  (McLean  County) 
Maplebrook 
Main  St. 

SHELDON  (Iroquois  County) 

Huss  Sheltered  Care  Home 
390  N.  Fourth  St. 

SPARTA  (Randolph  County) 

Krzebie  Shelter  Home 
411  S.  St.  Louis  St. 

SPRINGFIELD  (Sangamon  County) 
Gannar  Cerebral  Palsy  Home 
910  S.  Second  St. 

Lane  Bryant  Retirement  Home 
1712  E.  Washington  St. 

Mayol  Sheltered  Care  Home 
723  E.  Reynolds  St. 

Peart  Sheltered  Care  Home 
1010  S.  Second  St. 

Sunshine  Guest  Home 
607  S.  Fifth  St. 


for  August,  1964 


229 


STERLING  (Whiteside  County) 

Hill  Home 
507  E.  Third  St. 

STREATOR  (LaSalle  County) 

Hillview  Sheltered  Care  Home 
518  S.  Bloomington  St. 

SULLIVAN  (Moultrie  County) 

Beals  Sheltered  Care  Home 
13  S.  McClellan  St. 

SYCAMORE  (DeKalb  County) 

Miller  Guest  Home 
309  N.  California 
THOMSON  (Carroll  County) 

Maple  Lawn  Home 
TILTON  (Vermilion  County) 

Smoot  Memorial  Home 
215  W.  Sixth  St. 

Wangler  Sheltered  Care  Home 
605  E.  Fifth  St. 

URBANA  (Champaign  County) 

Lustig  Sheltered  Care  Home 
904  W.  Clark  St. 

WASHBURN  (Marshall  County) 

Moulton’s  Sheltered  Care  Home 
WATSEKA  (Iroquois  County) 

Pleasant  Lodge 
590  E.  Grant  St. 

WAUKEGAN  (Lake  County) 

Marseilles  Retirement  Home,  Inc. 

604  N.  Genesee  St. 

WAVERLY  (Morgan  County) 

Tosh  Sheltered  Care  Home 
405  S.  Miller  St. 

WEST  FRANKFORT  (Franklin  County) 
Peacock  Sheltered  Care  Home 
309  W.  Oak  St. 

Rankin  Sheltered  Care  Home 
312  E.  Fourth  St. 

WHITE  HALL  (Greene  County) 

Bateman  Sheltered  Care  Home 
535  N.  Main  St. 

Elliott  Sheltered  Care  Home 
601  N.  Main  St. 

Powell  Sheltered  Care  Home 
144  E.  Lincoln  St. 

Shanahan  Sheltered  Care  Home 
431  Centennial  St. 

WINCHESTER  (Scott  County) 

Oak  Rest  Sheltered  Care  Home 
206  High  St. 

YORKVILLE  (Kendall  County) 

Himes  Sheltered  Care  Home 
N.  Bridge  St. 

ZION  (Lake  County) 

Robbins  Home 
3220  Emmans  Ave. 

HOMES  FOR  THE  AGED 

A home  for  the  aged  is  operated  not-for-profit 
under  religious  or  fraternal  auspices  or  under 
an  endowment.  It  is  primarily  for  persons  over 
60  years  of  age  and  may  provide  personal  care 


only  or  nursing  and  personal  care.  Some  of  these 
homes  for  the  aged  provide  special  services  over 
and  above  nursing  care. 

In  this  section,  the  following  symbols  are 
used : A— sheltered  care  facilities,  B— nursing 
care  facilities,  and  C— special  geriatric  facilities. 

ALHAMBRA  (Madison  County) 

Hitz  Memorial  Home— AB 
Belle  St. 

ALTON  (Madison  County) 

Alton  Woman’s  Home— A 
2224  State  St. 

ARLINGTON  HEIGHTS  (Cook  County) 
Lutheran  Home  and  Service  for  the  Aged— 
AB 

800  W.  Oakton  St. 

ARTHUR  (Moultrie  County) 

The  Arthur  Home— B 
423  Eberhardt  Dr. 

AUBURN  (Sangamon  County) 

Parks  Memorial  Home— AB 

304  Maple  St. 

AURORA  (Kane  County) 

Jennings  Terrace— AB 
275  S.  LaSalle  St. 

Sunnymere,  Inc.— AB 
925  Sixth  Ave. 

BELLEVILLE  (St.  Clair  County) 

St.  Elizabeth’s  Home  for  the  Aged— AB 
211  S.  Third  St. 

St.  Paul’s  Home— AB 
1021  W.  “E”  St. 

BENSENVILLE  (DuPage  County) 

Bensenville  Home  Society— AB 
York  and  Memorial  Dr. 

BLOOMINGTON  (McLean  County) 

Jessamine  Withers  Home— A 

305  W.  Locust  St. 

BROOKFIELD  (Cook  County) 

The  British  Home— AB 
31st  and  McCormick  Ave. 

CANTON  (Fulton  County) 

Nancy  and  Ann  Kelley  Home  for  the  Aged— A 
344  W.  Chestnut  St. 

CARLYLE  (Clinton  County) 

St.  Mary’s  Home  for  the  Aged— A 
501  Clinton  St. 

CHAMPAIGN  (Champaign  County) 

The  Garwood  Home— A 
1515  N.  Market  St. 

CHESTER  (Randolph  County) 

St.  Ann’s  Home— B 
770  State  St. 

CHICAGO  (Cook  County) 

Augustana  Home  for  the  Aged— AB 
7540  Stony  Island  Ave. 

Bethany  Home— AB 
5015  N.  Paulina  St. 

Bohemian  Home  for  Children  and  the  Aged 
-AB 

5061  N.  Pulaski  Rd. 
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Chicago  Holland  Home  for  the  Aged— AB 
240  W.  107th  PI. 

Church  Home  for  Aged  Persons— AB 
5435-45  Ingleside  Ave. 

Covenant  Home— AB 
2725  W.  Foster  Ave. 

Drexel  Home,  Inc— ABC 
6140  Drexel  Ave. 

Fridhem  Baptist  Home— AB 
11404  S.  Bell  Ave. 

George  J.  Goldman  Memorial  Home  for  the 
Jewish  Aged— AB 
1152  W.  Farwell  Ave. 

Home  of  the  Association  of  Jewish  Blind— AB 
3525  W.  Foster  Ave. 

Jane  Dent  Home— A 
4430-32  Vincennes  Ave. 

Little  Sisters  of  the  Poor — AB 
5148  Prairie  Ave. 

Methodist  Old  Peoples  Home— AB 
1415  Foster  Ave. 

Northwest  Home  for  the  Aged— AB 
2201  N.  Sacramento  Ave. 

Norwegian  Lutheran  Bethesda  Home— AB 
2833  N.  Nordica  Ave. 

Norwood  Park  Home— AB 
6016  N.  Nina  Ave. 

The  Old  People’s  Home  of  the  City  of 
Chicago— AB 
909  Foster  Ave. 

Orthodox  Jewish  Home  for  the  Aged— ABC 
1648  S.  Albany  Ave. 

Park  View  Home— ABC 
1401  N.  California  Ave. 

Sacred  Heart  Home— AB 
1550  S.  Albany  Ave. 

St.  Augustine— AB 
2358  N.  Sheffield  Ave. 

St.  Joseph’s  Home  for  the  Aged— AB 
2650  N.  Ridgeway  Ave. 

St.  Paul’s  House— A 
3831  N.  Mozart  St. 

Selfhelp  Home  for  the  Aged — A 
4941  S.  Drexel  Blvd. 

Society  for  the  Danish  Old  People’s  Home— 
AB 

5656  N.  Newcastle  Ave. 

Washington  and  Jane  Smith  Home— ABC 
2340  W.  113th  PI. 

DANVILLE  (Vermilion  County) 

Webster  Memorial  Home— A 
903  N.  Logan  Ave. 

DECATUR  (Macon  County) 

Anna  B.  Millikin  Home— A 
200  N.  Oakland  Ave. 

ELBURN  (Kane  County) 

Fellowship  Deaconry— A 
526  N.  Main  St. 

ELGIN  (Kane  County) 

Oak  Crest  Residence— AB 
204  S.  State  St. 

EUREKA  (Woodford  County) 

Maple  Lawn  Homes— AB 


EVANSTON  (Cook  County) 

Alonzo  Mather  Aged  Ladies  Home— AB 
1615  Hinman  Ave. 

Homecrest  Foundation— A 
1430  Chicago  Ave. 

James  C.  King  Home  for  Old  Men— AB 
1555  Oak  Ave. 

Lake  Crest  Villa— A 
2601  Central  St. 

Pioneer  Place— AB 
2320  Pioneer  Rd. 

Presbyterian  Home— AB 
3200  Grant  St. 

FOREST  PARK  (Cook  County) 

Altenheim  (German  Old  Peoples  Home)— AB 
7824  Madison  St. 

FREEPORT  (Stephenson  County) 

Freeport  Bensenville  Home— A 
822  W.  Stephenson  St. 

St.  Joseph  Home  for  the  Aged— AB 
649  E.  Jefferson  St. 

GIRARD  (Macoupin  County) 

The  Home — A 

GURNEE  (Lake  County) 

Independent  Order  of  Vikings 
Home  for  Aged  Members — AB 
Grand  Ave. 

HIGHLAND  (Madison  County) 

Highland  Home— A 
1600  Walnut  St. 

HIGHLAND  PARK  (Lake  County) 

Villa  St.  Cyril— AB 
1111  St.  Johns  Ave. 

HINSDALE  (Cook  County) 

King-Bruwaert  House— AB 
6101  County  Line  Rd. 

HINSDALE  (DuPage  County) 

Godair  Home— AB 
6259  S.  Madison  St. 

JACKSONVILLE  (Morgan  County) 

Illinois  Christian  Home,  Inc.— AB 
873  Grove  St. 

JOLIET  (Will  County) 

Our  Lady  of  Angels  Retirement  Home— A 
1201  Wyoming  Ave. 

Salem  Home  for  the  Aged— AB 
1313  Rowell  Ave. 

JUSTICE  (Cook  County) 

Rosary  Hill  Convalescent  Home— AB 
9000  W.  81st  St. 

KEWANEE  (Henry  County) 

St.  Bernadette  Manor— A 
Elliott  St. 

KNOXVILLE  (Knox  County) 

Illinois  P.E.O.  Home— A 
415  E.  Main  St. 

LA  GRANGE  PARK  (Cook  County) 

Plymouth  Place— AB 
315  N.  LaGrange  Rd. 

LAKE  VILLA  (Lake  County) 

German  Hungarian  Old  Peoples  Home 
Association— A 
Grand  Ave. 
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LIBERTYVILLE  (Lake  County) 

St.  John’s  of  Allendale— A 
59A  and  Milwaukee  Rd. 

LINCOLN  (Logan  County) 

Deaconess  Memorial  Home  Annex— A 

315  Eighth  St. 

LYONS  (Cook  County) 

Illinois  Colony  Club  Home  for  Aged— AB 
7515  Ogden  Ave. 

MACOMB  (McDonough  County) 

Everly  House— A 
811  S.  Lafayette  St. 

MACON  (Macon  County) 

Eastern  Star  Home  at  Macon— AB 
MATTOON  (Coles  County) 

Illinois  I.O. O.F.  Old  Folk’s  Home— AB 
E.  Lafayette  St. 

MAYWOOD  (Cook  County) 

Maywood  Baptist  Home— AB 

316  Randolph  St. 

Maywood  Home  for  Soldiers  Widows— A 
224  N.  First  Ave. 

MEADOWS  (McLean  County) 

Meadows  Mennonite  Home— A 
MENDOTA  (LaSalle  County) 

Mendota  Lutheran  Home— A 

504  Sixth  St. 

MORRISON  (Whiteside  County) 

Resthaven  Home  of  Whiteside  County — A 
Maple  Ave. 

MT.  CARROLL  (Carroll  County) 

Caroline  Mark  Home— A 
222  E.  Lincoln  St. 

MT.  MORRIS  (Ogle  County) 

Brethren  Home— AB 
402  S.  Wesley  Ave. 

NEW  ATHENS  (St.  Clair  County) 

New  Athens  Home— AB 
203  S.  Johnson  St. 

NILES  (Cook  County) 

St.  Andrew  Home  for  the  Aged— AB 
7000  N.  Newark  Ave. 

St.  Benedict’s  Home  for  the  Aged— AB 
6930  W.  Touhy  Ave. 

NORRIDGE  (Cook  County) 

Central  Baptist  Home  for  the  Aged— AB 
7901  W.  Lawrence  Ave. 

NORTHLAKE  (Cook  County) 

Villa  Scalabrini— AB 
Wolf  Rd.  and  Palmer  St. 

NORTH  RIVERSIDE  (Cook  County) 
Scottish  Old  Peoples  Home— AB 
28th  St.  and  DesPlaines  Rd. 

ORLAND  PARK  (Cook  County) 

Holy  Family  Villa— AB 
123rd  St. 

OTTAWA  (LaSalle  County) 

Cora  J.  Pope  Home— A 
116  W.  Prospect  St. 

Pleasant  View  Luther  Home— AB 

505  College  Ave. 

PARK  RIDGE  (Cook  County) 


St.  Matthew  United  Lutheran  Home— AB 
1601  N.  Western  Ave. 

PAXTON  (Ford  County) 

Illinois  Knight  Templar  Home  for  the 
Aged  Infirm— B 
706  S.  Washington  St. 

PEORIA  (Peoria  County) 

Apostolic  Christian  Home— A 
711  N.E.  Monroe  Ave. 

Christian  Buehler  Memorial  Home— AB 
3415  N.  Sheridan  Rd. 

Guyer  Memorial  Home— A 
201  W.  Columbia  Terr. 

John  C.  Proctor  Endowment  Home— AB 
1301  N.E.  Glendale  Ave. 

St.  Joseph’s  Home  for  the  Aged— AB 
2223  W.  Heading  Ave. 

PEOTONE  (Will  County) 

Peotone  Bensenville  Home— A 
Wood  and  West  Sts. 

PONTIAC  (Livingston  County) 

Evenglow  Lodge— A 
Chicago  and  Washington  Sts. 

Humiston  Haven— AB 
300  W.  Lowell  St. 

PRINCETON  (Bureau  County) 

Adeline  E.  Prouty  Home— A 
508  Park  Ave.  East 
QUINCY  (Adams  County) 

Anna  Brown  Home  for  the  Aged— AB 
1507  N.  Fifth  St. 

Good  Samaritan  Home— AB 
2130  Harrison  St. 

Methodist  Sunset  Home— AB 
418  Washington  St. 

St.  Vincent’s  Home— A 
1340  N.  Tenth  St. 

ROCKFORD  (Winnebago  County) 

Eastern  Star  Home  of  Rockford— AB 
2400  S.  Main  St. 

P.  A.  Peterson  Home— AB 
1301  Parkview  Ave. 

Winnebago  Home  for  the  Aged— AB 
Box  76-A,  Safford  Rd. 

ROCK  ISLAND  (Rock  Island  County) 

Cleaveland  Home  for  the  King’s  Daughters  of 
Illinois,  Inc.— A 
805  Nineteenth  St. 

ROUND  GROVE  (Whiteside  County) 

The  Martin  Home  for  Old  Folks— B 
SPRINGFIELD  (Sangamon  County) 

Carrie  Post  King’s  Daughters  Home 
for  Women — A 
541  Black  Ave. 

Illinois  Presbyterian  Home— A 
W.  Lawrence  at  Chatham  Rd. 

Mary  Bryant  Home— B 
1100  S.  Fifth  St. 

St.  Joseph’s  Home  for  the  Aged— A 
S.  Sixth  Street  Rd. 

SULLIVAN  (Moultrie  County) 

Illinois  Masonic  Home— AB 
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TECHNY  (Cook  County) 

St.  Ann’s  Home  and  Infirmary— AB 
Waukegan  Rd. 

VIRDEN  (Macoupin  County) 

Mothers’  Memorial  Baptist  Home— AB 
402  W.  Loud  St. 

WHEELING  (Cook  County) 

Addolorata  Villa— AB 
Hwy.  83,  McHenry  Rd. 

WILMETTE  (Cook  County) 

Baha’i  Home— A 
401  Greenleaf  Ave. 

Maryhaven,  Inc.— AB 
2228  Beechwood  Ave. 

WOODSTOCK  (McHenry  County) 

Sunset  Manor,  Inc. 

920  Seminary  Ave. 

ZION  (Lake  County) 

Bethesda  of  the  Christian  Catholic  Church— A 
2516-22  Elisha  Ave. 

CIVIL  DEFENSE  EMERGENCY 
HOSPITALS  IN  ILLINOIS 

(As  of  January,  1964) 

PREPOSITIONED 

ALTON  (Madison  County) 

Alton  State  Hospital 
(Linden  Cottage  Basement) 

ANNA  (Union  County) 

Illinois  State  Hospital— Building  #4 
and  Hamilton  Hall 
CAIRO  (Alexander  County) 

Cairo  Garage 
Ohio  Street 

CARLINVILLE  (Macoupin  County) 

Carlinville  Community  High  School 
CENTRALIA  (Marion  County) 

City  Hall 

CHARLESTON  (Coles  County) 

Eastern  Illinois  University— 7th  Street 
CHICAGO  HEIGHTS  (Cook  County) 

City  Hall 

DANVILLE  (Vermilion  County) 

St.  Elizabeth’s  Hospital 
DECATUR  (Macon  County) 

Decatur  Municipal  Airport  Hangar  #4 
DIXON  (Lee  County) 

Dixon  State  School  Garages  19,  20  and  21 
DUQUOIN  (Perry  County) 

Illinois  Central  Depot,  E.  Main  St. 
EDWARDSVILLE  (Madison  County) 

St.  Claire  School 
ELDORADO  (Saline  County) 

Lincoln  School,  N.  State  Street 
ELGIN  (Kane  County) 

Elgin  State  Hospital 


ERIE  (Whiteside  County) 

Erie  Community  High  School 
FLORA  (Clay  County) 

Light  and  Power  Plant  Building 
GALESBURG  (Knox  County) 

Knox  County  Court  House 
Galesburg  State  Research  Hospital  Bldg.  #169 
GARDNER  (Grundy  County) 

Gardner  Fire  House 
HAVANA  (Mason  County) 

Community  High  School 
HIGHLAND  PARK  (Lake  County) 

Highland  Park  Water  Plant 
JACKSONVILLE  (Morgan  County) 

Veterans  Diagnostic  Building 
JACKSONVILLE  (Morgan  County) 
Jacksonville  State  Hospital 
JERSEYVILLE  (Jersey  County) 

Community  Hospital 
JOLIET  (Will  County) 

342  Henderson  Street 
KANKAKEE  (Kankakee  County) 

County  Court  House  (Basement) 

Kankakee  State  Hospital 
LAWRENCEVILLE  (Lawrence  County) 
Chevrolet  Garage,  10th  and  State 
LINCOLN  (Logan  County) 

Deaconess  Memorial  Home 
Lincoln  State  Hospital  School 
MANTENO  (Kankakee  County) 

Manteno  State  Hospital  (General  Store) 
MATTOON  (Coles  County) 

Kuehne  Mfg.  Co.  Warehouse,  South  19th  St. 
METROPOLIS  (Massac  County) 

Field  Building,  2nd  and  Yasoda  Streets 
House  at  1100  E.  2nd  Street 
NORMAL  (McLean  County) 

Soldiers  & Sailors  Children’s  School 
OLNEY  (Richland  County) 

Richland  County  Court  House 
PALATINE  (Cook  County) 

Village  Hall 

PANA  (Christian  County) 

Pana  Township  Building,  Oak  & 4th 
QUINCY  (Adams  County) 

111.  Soldiers  & Sailors  Home 
RUSHVILLE  (Schuyler  County) 

Culbertson  Hospital  (Basement) 

SAVANNA  (Carroll  County) 

Savanna  Ordnance  Depot 
SKOKIE  (Cook  County) 

G.  C.  Searle  and  Company 
URBANA  (Champaign  County) 

Court  House,  204  E.  Elm  Street 
WATERLOO  (Monroe  County) 

Monroe  County  Nursing  Home 
WEST  FRANKFORT  (Franklin  County) 

New  Era  Building  (Dairy) 

WHEATON  (DuPage  County) 

DuPage  County  Civil  Defense  Control  Bldg. 
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TRAINING 

Southern  Illinois  University,  Carbondale 
Chicago  State  Hospital,  Chicago 
Northern  Illinois  Univ.  Field  House, 

Northern  Illinois  University,  DeKalb 
St.  Clair  County  Control  Center,  Caseyville 
Somanauk  Community  High  School, 

Cement  Gym,  Elmhurst 
Police-Fire  Building,  Evanston 
Peoria  State  Hospital,  Bartonville 
Can  Building,  Black  Hawk  State  Park 
Salem  Memorial  Hospital,  Bryan  Park,  Salem 
Waukegan  Storage  Co.,  Waukegan 

DIRECTORY  OF  SCHOOLS  OF 
NURSING  IN  ILLINOIS 

Associate  Degree  Programs 

A program  in  nursing  leading  to  an  associate 
degree ; generally  established  in  a community  or 
junior  college.  The  curriculum  consists  of  arts 
and  sciences  at  the  junior  college  level  and 
nursing  theory— closely  correlated  with  nursing 
practice  in  community  hospitals  and  other  facili- 
ties. Graduates  are  prepared  to  give  bedside 
nursing  care  to  patients  in  hospitals,  nursing 
homes  and  similar  situations.  They  are  prepared 
to  cooperate  and  share  responsibility  for  their 
patients’  welfare  with  other  members  of  the 
nursing  and  health  staff,  and  to  be  self-directive 
in  learning  from  their  experiences  as  practicing 
nurses. 

Belleville  Junior  College 
2600  W.  Main,  Belleville 

Baccalaureate  Degree  Programs 

A program  which  combines  general  education 
with  nursing  education,  leading  to  the  Bachelor 
of  Science  degree  with  a major  in  nursing.  Its 
general  and  professional  education  are  coordi- 
nated; literature,  fine  arts  and  other  liberal 
education  courses  are  shared  with  all  college 
students;  courses  in  communication  skills  and 
the  biological,  physical  and  behavioral  sciences 
serve  as  the  base  upon  which  nursing  courses 
are  built.  Nursing  theory  is  closely  coordinated 
with  nursing  practice,  under  the  direction  and 
supervision  of  the  nursing  faculty  of  the  col- 
lege or  university,  in  a variety  of  hospitals  and 
public  health  agencies. 

Graduates  of  baccalaureate  programs  in  nurs- 
ing are  prepared  for  beginning  nursing  posi- 
tions in  community  health  services  and  for 
advancement,  without  further  formal  education, 
to  positions  requiring  beginning  administrative 
skills  such  as  head  nursing. 

Graduates  also  have  foundations  for  continu- 
ing personal  and  professional  development  and 
for  graduate  study  in  nursing. 

Brokaw  Collegiate  School  of  Nursing 

Illinois  Wesleyan  University,  Bloomington 


Loyola  University  School  of  Nursing 
820  N.  Michigan  Ave.,  Chicago 
Northern  Illinois  University 
School  of  Nursing,  DeKalb 
St.  Xavier  College,  School  of  Nursing 
103rd  & Central  Park,  Chicago 
Southern  Illinois  University 

Department  of  Nursing,  Carbondale 
University  of  Illinois,  College  of  Nursing 
808  S.  Wood  St.,  Chicago 

Diploma  Programs 

A program  leading  to  a diploma  in  nursing, 
which  is  under  the  auspices  of  a hospital  or 
which  is  independently  incorporated.  The  cur- 
riculum consists  of  theory  and  practice  focused 
on  instruction  and  related  clinical  experience  in 
the  nursing  care  of  patients  in  hospitals.  Gradu- 
ates have  the  understanding  and  skills  necessary 
to  organize  and  implement  a plan  of  nursing 
that  will  meet  the  immediate  needs  of  one  or 
more  patients  and  that  will  promote  the  restora- 
tion of  health.  They  are  also  able  to  plan  with 
associated  health  personnel  for  the  care  of 
patients,  and  may  be  responsible  for  the  direc- 
tion of  other  members  of  the  nursing  team. 


Alexian  Brothers  Hospital 
2331  N.  Lakewood,  Chicago 
Alton  Memorial  Hospital 
Memorial  Dr.,  Alton 
Augustana  Hospital 
411  W.  Dickens,  Chicago 
Blessing  Hospital 

1005  Broadway,  Quincy 
Julia  F.  Burnham  School 
Burnham  City  Hospital 
404  S.  3rd  St.,  Champaign 
Chicago  Wesley  Memorial  Hospital 
250  E.  Superior  St.,  Chicago 
Columbus  Hospital 

2520  Lakeview,  Chicago 
Cook  County  School  of  Nursing 
1900  W.  Polk  St.,  Chicago 
Copley  Hospital 

Lincoln  & Weston,  Aurora 
Decatur  & Macon  County  Hospital 
2300  N.  Edward  St.,  Decatur 
Katherine  Shaw  Bethea  School 
Dixon  Public  Hospital 
403  E.  First  St.,  Dixon 
Evangelical  Hospital 
5421  S.  Morgan,  Chicago 
Evanston  Hospital 

2650  N.  Ridge  Ave.,  Evanston 
Freeport  Memorial  Hospital 
420  S.  Harlem,  Freeport 
Galesburg  Cottage  Hospital 

674  N.  Seminary  Ave.,  Galesburg 
Graham  Hospital 

210  W.  Walnut,  Canton 


Illinois  Medical  Journal 


234 


Grant  Hospital 
551  W.  Grant  PI.,  Chicago 
Hinsdale  Sanitarium  and  Hospital 
120  N.  Oak  St.,  Hinsdale 
Illinois  Masonic  Hospital 

836  Wellington  Ave.,  Chicago 
Lake  View  Memorial  Hospital 
812  N.  Logan  Ave.,  Danville 
Little  Company  of  Mary  Hospital 
2800  W.  95th  St.,  Evergreen  Park 
Lutheran  General  and  Deaconess  Hospitals 
1700  Western,  Park  Ridge 
Lutheran  Hospital 
555  Sixth  St.,  Moline 
Memorial  Hospital  of  Springfield 
1st  & Miller  Sts.,  Springfield 
Mennonite  Hospital 

804  N.  East,  Bloomington 
Mercy  Hospital 

1405  W.  Park  St.,  Urbana 
Methodist  Hospital  of  Central  Illinois 
221  N.  Glen  Oak,  Peoria 
Michael  Reese  Hospital 
29th  & Ellis,  Chicago 
Moline  Public  Hospital 
622  Fifth  Ave.,  Moline 
Mt.  Sinai  Hospital 
2730  W.  15th  PI.,  Chicago 

Oak  Park  Hospital 
525  Wisconsin,  Oak  Park 

James  W.  Thorne  School 

Passavant  Memorial  Hospital 
303  E.  Superior,  Chicago 

Passavant  Memorial  Area  Hospital 
W.  Walnut  St.,  Jacksonville 
Presbyterian-St.  Luke’s  Hospital 
1743  W.  Harrison  St.,  Chicago 
Provident  Hospital 
426  E.  51st  St.,  Chicago 
Ravenswood  Hospital 
1931  W.  Wilson  Ave.,  Chicago 
Rockford  Memorial  Hospital 
2400  Rockton,  Rockford 
Roseland  Community  Hospital 
45  W.  111th  St.,  Chicago 
St.  Anne’s  Hospital 
4950  Thomas  St.,  Chicago 
St.  Anthony  de  Padua  Hospital 
2875  W.  19th  St.,  Chicago 
St.  Anthony’s  Hospital 
1411  E.  State  St.,  Rockford 

St.  Anthony’s  Hospital 
767  - 30th  St.,  Rock  Island 

St.  Bernard’s  Hospital 
6344  S.  Harvard,  Chicago 


St.  Charles  Hospital 

400  New  York  St.,  Aurora 
St.  Elizabeth  Hospital 
1431  Claremont,  Chicago 
St.  Elizabeth  Hospital 
600  Sager  Ave.,  Danville 
St.  Francis  Hospital 

319  Ridge  Ave.,  Evanston 
St.  Francis  Hospital 
211  Greenleaf,  Peoria 
St.  John’s  Hospital 

821  E.  Mason  St.,  Springfield 
St.  Joseph’s  Hospital 
5th  & Central,  Alton 
St.  Joseph’s  Hospital 
358  N.  Broadway,  Joliet 
St.  Mary’s  Hospital 
145  S.  4th  St.,  Kankakee 
St.  Mary  of  Nazareth  Hospital 
1127  N.  Oakley,  Chicago 
St.  Therese  Hospital 
W.  Washington  St.,  Waukegan 

Silver  Cross  Hospital 
600  Walnut,  Joliet 

South  Chicago  Community  Hospital 
2320  E.  93rd  PL,  Chicago 

Swedish-American  Hospital 
1316  Charles  St.,  Rockford 
Swedish  Covenant  Hospital 
5145  N.  California,  Chicago 
Walther  Memorial  Hospital 
1116  N.  Kedzie  Ave.,  Chicago 

West  Suburban  Hospital 

518  N.  Austin  Blvd.,  Oak  Park 


Practical  Nursing  Programs 

A program  leading  to  a certificate  or  diploma 
in  practical  nursing,  organized  and  operated 
under  public  vocational  education,  hospitals,  or 
other  community  agencies. 

This  type  of  program,  usually  one  year  in 
length,  is  complete  and  satisfactory  for  its  own 
purpose,  preparing  exclusively  for  practical 
nursing. 

The  curriculum  is  planned  to  include  nursing 
theory  and  practice  which  is  consistent  with  a 
short-term  program.  Courses  include  such  sub- 
jects as  nursing  theory  and  practice,  body 
structure  and  function,  personal  hygiene  and 
community  health,  nutrition  and  home  manage- 
ment, vocational  relationships. 

Graduates  of  programs  in  practical  nursing 
are  prepared  for  two  roles:  (1)  under  the  super- 
vision of  a registered  nurse  or  physician,  they 
give  nursing  care  to  patients  in  situations  rela- 
tively free  of  scientific  complexity ; (2)  in  a close 
working  relationship,  they  assist  in  giving  nurs- 
ing care  to  patients  in  more  complex  situations. 
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Practical  Nursing  Center 
Chicago  Public  Schools 
1820  W.  Grenshaw,  Chicago 
Decatur  School  of  Practical  Nursing 
210  W.  North  St.,  Decatur 
Dixon  State  School  of  Practical  Nursing 
Dixon 

East  St.  Louis  School  District  189 
240  N.  6th  St.,  East  St.  Louis 
F.  W.  Olin  Vocational  School 
2200  College  Ave.,  Alton 
Hinsdale  Sanitarium  and  Hospital 
School  of  Practical  Nursing 
120  N.  Oak  St.,  Hinsdale 
Mattoon  School  of  Practical  Nursing 
1122  N.  22nd  St.,  Mattoon 
McAuley-Mercy  School  of  Practical  Nursing 
421  N.  Lake  St.,  Aurora 
Mt.  Vernon  School  of  Practical  Nursing 
7th  & Casey,  Mt.  Vernon 
Oak  Forest  School  of  Practical  Nursing 
15900  S.  Cicero,  Oak  Forest 
Peoria  School  of  Practical  Nursing 
509  W.  High  St.,  Peoria 
Proviso  Township  School  of  Practical  Nursing 
807  S.  First  Ave.,  Maywood 
Quincy  School  of  Practical  Nursing 
1200  Maine  St.,  Quincy 
Rockford  School  of  Practical  Nursing 
201  S.  Madison,  Rockford 
St.  Francis  X.  Cabrini  School 
of  Practical  Nursing 
811  S.  Lytle  St.,  Chicago 
St.  Mary’s  Hospital  School  of  Practical  Nursing 
1015  O’Connor  St.,  LaSalle 
Southeastern  Illinois  College 

Southern  Acres  Campus,  Carbondale 
Springfield  School  of  Practical  Nursing 
Second  and  Laurel  Aves.,  Springfield 
Waukegan  Township  School 

of  Practical  Nursing,  Waukegan 
NOTE:  All  schools  must  be  approved  by  the 
State  so  that  its  graduates  are  eligible  for  the 
state  licensure  examination,  and  all  of  the  schools 
listed  are  so  approved.  Accreditation  by  the 
National  League  for  Nursing  or  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  is  not 
indicated  because  of  the  changing  state  of  this 
approval. 

MEDICAL  SCHOOLS  IN  THE  STATE 
OF  ILLINOIS 

Chicago  Medical  School 
710  S.  Wolcott  Ave. 

Chicago,  111.  60612 

Daniel  S.  Kushner,  M.D.,  Dean 
CA  6-4100 

Northwestern  University  Medical  School 
303  E.  Chicago  Ave. 

Chicago,  111.  60611 

Richard  H.  Young,  M.D.,  Dean 
649-8649 


Stritch  School  of  Medicine— Loyola  University 

Hines,  111. 

MU  1-5330 
921-2610 

John  F.  Sheehan,  M.D.,  Dean 
706  S.  Wolcott  Ave. 

Chicago,  111.  60612 
SE  3-8040 

University  of  Chicago  School  of  Medicine 

950  E.  59th  St. 

Chicago,  111.  60637 

H.  Stanley  Bennett,  M.D.,  Dean 
MU  4-6100 

University  of  Illinois  College  of  Medicine 

1853  W.  Polk  St. 

Chicago,  111.  60612 

Granville  A.  Bennett,  M.D.,  Dean 
663-7000 

APPROVED  SCHOOLS  FOR  MEDICAL 
RECORD  LIBRARIANS 

CHICAGO— Grant  Hospital 

DANVILLE-St.  Elizabeth  Hospital 

APPROVED  COURSE  IN 
OCCUPATIONAL  THERAPY 

CHICAGO— University  of  Illinois  College  of 
Medicine 

APPROVED  SCHOOL  OF 
PHYSICAL  THERAPY 

CHICAGO— Northwestern  University  Medical 
School 


APPROVED  SCHOOLS  OF 
X-RAY  TECHNOLOGY 

ARLINGTON  HTS.— Northwest  Community 
Hospital 

AURORA— Copley  Memorial  Hospital 
St.  Charles  Hospital 
St.  Joseph  Mercy  Hospital 
BLUE  ISLAND— St.  Francis  Hospital 
CHICAGO— Alexian  Brothers  Hospital 

Cook  County  Gradute  School  of 
Medicine 

Edgewater  Hospital 
Englewood  Hospital 
Evangelical  Hospital 
Franklin  Boulevard  Community 
Hospital 
Grant  Hospital 
Illinois  Masonic  Hospital 
Louis  A.  Weiss  Memorial  Hospital 
Lutheran  Deaconess  Hospital 
Michael  Reese  Hospital 
Mt.  Sinai  Hospital 
Norwegian  American  Hospital 
Presbyterian-St.  Luke’s  Hospital 
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Provident  Hospital 

Ravenswood  Hospital 

St,  Anne’s  Hospital 

St.  Bernard’s  Hospital 

St.  Elizabeth’s  Hospital 

St.  Joseph  Hospital 

St.  Mary  of  Nazareth  Hospital 

South  Chicago  Community  Hospital 

Woodlawn  Hospital 

DANVILLE— Lake  View  Memorial  Hospital 
DECATUR— Decatur  and  Macon  County 
Hospital 

DIXON— Dixon  Public  Hospital 
EAST  ST.  LOUIS— Centreville  Township 
Hospital 

ELMHURST— Memorial  Hospital  of  DuPage 
County 

EVANSTON— St.  Francis  Hospital 
EVERGREEN  PARK— Little  Company  of  Mary 
Hospital 

HARVEY— Ingalls  Memorial  Hospital 
HINSDALE— Hinsdale  Sanitarium  and  Hospital 
JOLIET— Silver  Cross  Hospital 
KANKAKEE— St.  Mary’s  Hospital 
KEWANEE— Kewanee  Public  Hospital 
MOLINE— Moline  Public  Hospital 
OAK  PARK— West  Suburban  Hospital 
PARK  RIDGE— Lutheran  General  Hospital 
PEORIA— Methodist  Hospital  of  Central  Illinois 
St.  Francis  Hospital 
QUINCY— Blessing  Hospital 
ROCKFORD— Rockford  Memorial  Hospital 
St.  Anthony  Hospital 
Swedish-American  Hospital 
ROCK  ISLAND— St.  Anthony’s  Hospital 
SPRINGFIELD— Memorial  Hospital 
St.  John’s  Hospital 
URBANA— Carle  Memorial  Hospital 

APPROVED  SCHOOLS  OF 
MEDICAL  TECHNOLOGY 

AURORA— Copley  Memorial  Hospital 
BLOOMINGTON— St.  Joseph’s  Hospital 
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BLUE  ISLAND— St.  Francis  Hospital 
CHAMPAIGN— Burnham  City  Hospital 
CHICAGO— Alexian  Brothers  Hospital,  Ameri- 
can Hospital,  Augustana  Hospital, 
Chicago  Wesley  Memorial  Hospital, 
Columbus  Hospital,  Edgewater  Hos- 
pital, Evangelical  Hospital  of  Chi- 
cago, Grant  Hospital  of  Chicago, 
Hospital  of  St.  Anthony  de  Padua, 
Illinois  Masonic  Hospital,  Michael 
Reese  Hospital,  Mount  Sinai  Hospi- 
tal, Northwestern  University  Medi- 
cal School,  Presbyterian-St.  Luke’s 
Hospital,  St.  Anne’s  Hospital,  St. 
Bernard’s  Hotel  Dieu,  St.  Joseph 
Hospital,  St.  Mary  of  Nazareth 
Hospital  and  Veterans  Administra- 
tion Research  Hospital. 

CHICAGO  HEIGHTS— St.  James  Hospital 
DANVILLE — Lake  View  Memorial  Hospital 
DECATUR — Decatur  and  Macon  County 

Hospital  and  St.  Mary’s  Hospital 
EVANSTON — Evanston  Hospital  and 
St.  Francis  Hospital 

EVERGREEN  PARK — Little  Company  of  Mary 
Hospital 

FREEPORT— Freeport  Memorial  Hospital 
HARVEY— Ingalls  Memorial  Hospital 
HINSDALE— Hinsdale  Sanitarium  and  Hospital 
JOLIET— Silver  Cross  Hospital 
MOLINE— Moline  Public  Hospital 
OAK  PARK— West  Suburban  Hospital 
PEORIA— Methodist  Hospital,  Proctor  Commu- 
nity Hospital  and  St.  Francis  Hospital 
QUINCY— Blessing  Hospital  and  St.  Mary’s 
Hospital 

ROCKFORD— Rockford  Memorial  Hospital,  St. 

Anthony  Hospital  and  Swedish 
American  Hospital 

ROCK  ISLAND— St.  Anthony  Hospital 
SPRINGFIELD— Memorial  Hospital  and 
St.  John’s  Hospital 
URBANA— Carle  Foundation 
WAUKEGAN— St.  Therese’s  Hospital 


★ ★ ★ 


Illinois  Medical  Political  Action  Committee  (IMP AC) 


The  Illinois  Medical  Political  Action  Commit- 
tee (IMPAC)  is  a voluntary,  non-profit,  unin- 
corporated, permanent  membership  organization 
founded  in  1960.  IMPAC  serves  as  the  unified 
political  action  arm  of  Illinois  physicians  and 
others  in  the  healing  arts  professions.  Funds 
collected  through  IMPAC  memberships,  used  in 
support  of  candidates,  are  administered  inde- 
pendently of  other  professional  groups.  How- 
ever, the  program  is  operated  in  harmony  with 
the  legislative  objectives  of  the  Illinois  State 
Medical  Society.  Individual  participation  in 


IMPAC  is  one  means  by  which  the  individual 
physician  and  his  wife  can  effectively  participate 
in  Public  Affairs. 

IMPAC  participates  primarily  in  election  con- 
tests for  legislative  offices— both  those  in  the 
Illinois  General  Assembly  and  in  the  U.S.  Con- 
gress. It  cooperates,  both  in  election  efforts  and 
in  membership  solicitation  activities,  with  the 
American  Medical  Political  Action  Committee 
(AMPAC),  its  counterpart  on  the  national  level. 

IMPAC’s  organization  consists  of  a chairman, 
an  executive  committee,  and  a council.  The 
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council  consists  of  the  members  of  the  executive 
committee,  plus  15  members.  Political  action 
activities  are  implemented  by  local  IMPAC 
Committees,  formed  in  U.S.  Congressional  or 
other  legislative  districts.  Candidate  selection 
and  support  is  determined  on  the  basis  of  evalu- 
ations and  recommendations  submitted  to  the 
council  and  executive  committee  by  the  local 
committees,  thus  assuring  members  of  a “grass 
roots”  voice  in  IMPAC  activities. 

There  are  four  classes  of  memberships : 

1)  Sustaining — any  physician,  dentist,  or 
registered  pharmacist,  licensed  to  practice  his  or 
her  profession  in  the  State  of  Illinois,  and  a 
member  in  good  standing  of  his  professional 
organization,  and  his  or  her  spouse  may  become 
a Sustaining  Member.  Combined  Sustaining 

★ ★ ★ 

Illinois  Association  of  the  Professions 

The  Illinois  Association  of  the  Professions  is 
a nonprofit  corporation,  incorporated  under  the 
laws  of  Illinois  on  Feb.  6,  1964.  Several  other 
states  such  as  Michigan,  New  York  and  North 
Carolina  have  already  organized  associations  of 
professions  with  the  same  basic  structure  and 
purpose  and  an  American  Association  of  the 
Professions  has  been  incorporated. 

The  IAP  was  created  to  provide  the  organiza- 
tional machinery  whereby  the  combined  strength 
and  counsel  of  all  professions  can  be  utilized  for 
the  advancement  of  professional  ideals  and  the 
promotion  of  professional  welfare.  This  should 
strengthen  the  traditional  rights,  privileges  and 
responsibilities  of  each  profession.  At  the  same 
time,  it  should  also  provide  more  effectively  to 
the  people  adequate  professional  services  based 
on  skill  and  integrity. 

The  close  relationships  between  members  of 
the  professions  place  them  in  a better  position 
to  be  “molders  of  public  policy.”  The  IAP  will 
devise  ways  and  means  of  better  utilizing  the 
professional  knowledge  and  skills  of  its  mem- 
bers for  the  benefit  of  society  and  attempt  to 
create  the  kind  of  relations  between  the  pro- 
fessions which  will  most  effectively  accomplish 
this  objective. 

IAP  is  not  a political  organization.  It  is  non- 
partisan. But  it  serves  its  members  as  one  prac- 
tical medium  of  communication  between  the 
professions  and  legislative  bodies. 

IAP  supplements  efforts,  programs  and  serv- 
ices of  the  individual  state  professional  societies. 
The  professional  societies  must  function  for  the 
profession  each  represents. 

The  IAP  benefits  the  individual  member  by 
helping  him  protect  and  perpetuate  the  individ- 
ual privileges  and  responsibilities  of  the  pro- 
fessional person.  It  serves  as  a medium  of  com- 
munication between  the  professions,  devoting 
its  activities  to  professional  relations,  public  re- 
lations, legislation,  education,  and  business  serv- 
ices. 


Membership  (IMPAC-AMPAC— $199) . 

2)  Regular — (Same  qualifications  as  Sus- 
taining). Combined  Regular  Membership 
(IMPAC-AMPAC— $35) . 

3)  Associate.  Membership — any  person  asso- 
ciated with  the  profession  of  medical  sciences 
and  not  qualifying  for  membership  in  the 
sustaining  or  regular  class,  may  become  an 
Associate  Member,  upon  recommendation  of  his 
or  her  employer,  acceptance  of  application  of 
membership,  and  payment  of  dues.  (Associate 
Membership — $5  Minimum) . 

4)  Resident  or  Intern  Membership — $10 
Minimum. 

Additional  information  about  IMPAC  may  be 
obtained  by  writing:  IMPAC,  360  N.  Michigan 
Ave.,  Chicago. 

★ ★ ★ 


Seven  state  professional  societies  founded  the 
IAP. 

Architects  Association  of  Illinois. 

Illinois  State  Dental  Society. 

Illinois  Society  of  Professional  Engineers. 

Illinois  State  Medical  Society. 

Illinois  Pharmaceutical  Association. 

Illinois  State  Veterinary  Medical  Association. 

Illinois  State  Bar  Association. 

Admission  of  other  professional  societies  to 
membership  is  provided  for  in  the  IAP  bylaws. 

The  IAP  is  governed  by  a board  of  directors. 
On  that  board  recognition,  rather  than  control, 
is  accorded  those  professions  having  larger  num- 
bers of  individual  members.  IAP  bylaws  provide 
that  the  board  of  directors  of  each  state  organi- 
zation shall  designate  two  of  its  members,  who 
are  also  members  of  IAP,  to  serve  as  directors. 
In  addition  to  those  thus  provided,  Directors  are 
also  elected  from  the  general  membership  at  the 
IAP  Annual  Meeting.  ISMS  delegates  are  Dr. 
George  B.  Callahan  and  Dr.  Edward  A.  Piszczek, 
alternate. 

Each  IAP  member  automatically  receives  a 
subscription  to  MONITOR,  a quarterly  publi- 
cation of  the  Association  of  the  Professions. 
Special  reports  and  studies  are  disseminated  di- 
rectly to  the  individual  member. 

Annual  dues  for  an  individual  member  in  IAP 
is  $10.  Annual  dues  for  a Professional  Society 
Organization  is  $100.  Applications  and  checks 
are  accepted  by  the  executive  secretary  of  state 
professional  associations  for  processing. 

IAP  is  a “horizontal”  type  of  organization 
established  to  answer  to  some  of  the  profes- 
sional’s problems  just  as  other  segments  of 
society  are  organized.  Labor,  for  example,  has 
the  AFL-CIO— cutting  across  all  trades  on  an 
industry-wide  basis  was  born.  State  and  national 
Chambers  of  Commerce  were  created  for  busi- 
ness and  the  American  Federation  of  Farm 
Bureaus,  one  of  the  greatest  forces  in  our  na- 
tion, is  the  voice  of  farming. 
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ASSISTANTS 

ASSOCIATION 


REPORT 


WHAT  IS  IMAA 


The  Illinois  Medical  Assistants  Association 
is  just  what  the  name  implies — an  Association 
of  Medical  Assistants  throughout  the  State  of 
Illinois  who  have  become  an  educational  or- 
ganization with  objectives  as  follows:  (a)  To 
bring  into  one  association  all  medical  assistant 
organizations  of  the  State  of  Illinois;  (b)  to 
provide  an  organization  for  those  residing  in 
Illinois  counties  where  no  medical  assistants 
societies  are  organized;  (c)  to  assist  the  phy- 
sicians in  improving  medical  public  relations; 
(d)  to  maintain  and  advance  the  standards  of 
professional  employment  and  to  give  honest, 
loyal  and  efficient  service  to  the  medical  profes- 
sion and  the  public;  (e)  to  meet  from  time  to 
time  to  secure  interchange  of  ideas. 

The  medical  assistant  associations  are  educa- 
tional groups — not  social.  We  are  not  a union 
and  any  attempt  to  promote  the  unionization  of 
this  society  or  its  members  automatically  for- 
feits the  membership  of  the  person  or  persons 
making  such  an  attempt. 

For  the  first  time  the  qualified  medical  as- 
sistant has  been  given  an  opportunity  to  pass 
a special  board  examination  and  thus  become 
a “Certified  Medical  Assistant.”  This  will  af- 
fect directly  or  indirectly  every  physician’s 


office.  Of  note  is  the  fact  that  you  do  not  have 
to  belong  to  the  Association  to  take  this  ex- 
amination. For  further  information  as  to  quali- 
fications necessary  to  take  the  examination 
write  to  American  Association  of  Medical  As- 
sistants, 510  North  Dearborn  Street,  Chicago 
10,  Illinois. 

Local  programs  in  the  component  societies 
of  IMAA  are  geared  to  the  needs  of  that  par- 
ticular area.  Obviously  the  strictly  specialist 
areas  would  have  entirely  different  problems 
and  educational  needs  than  the  area  of  the 
general  practitioner  where  the  office  is  staffed 
by  one  or  two  medical  assistants.  Hence  the 
educational  programs  in  your  area  would  be 
decided  by  your  own  Medical  Assistants  and 
supervised  by  the  doctors  in  your  own  county 
society. 

We  need  you,  Doctor,  to  encourage  your  medi- 
cal assistants  to  join  our  association.  But  also 
you  could  help  us  by  assisting  us  in  selecting 
the  proper  educational  programs  which  in  the 
long  run  would  be  of  most  benefit  to  you.  That 
is  our  whole  purpose,  to  become  better  medical 
assistants  so  we  can  help  you  to  help  your 
patients. 


The  Educational  & Scientific 
Foundation 

The  Educational  & Scientific  Foundation  was 
founded  to  provide  an  administrative  agency  to 
foster  the  advancement  of  medical  science 
through : 

1)  The  initiation  of  scientific  and  medical 
research  activities. 

2)  The  collection,  evaluation  and  dissemina- 
tion of  the  results  of  research  activities  to  the 
public. 

3)  The  implementation  and  management  of 
projects  related  to  medicine  for  individuals  or 
organizations  seeking  to  inform  or  educate 
others,  or  to  improve  their  own  knowledge. 
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Legal  Services  of  ISMS 

member  receive  approval  of  his  county  so- 
ciety to  forward  inquiry  to  headquarters  of 
the  state  society.  Legal  opinion  on  the  prob- 
lem will  then  be  made  available  to  the  coun- 
ty society  upon  request  from  its  officers. 

Although  the  Society  and  its  counsel  can- 
not provide  personal  advice  to  ISMS  mem- 
bers, it  is  to  every  physician’s  advantage  to 
acquaint  himself  with  as  much  medical- 
legal  knowledge  as  possible.  The  following 
section,  therefore,  is  devoted  to  this  kind  of 
information. 


The  Illinois  State  Medical  Society  retains 
a general  counsel  and  occasionally  uses  the 
services  of  special  counsel  in  implementing 
its  various  programs.  Legal  advice  is  given 
to  the  state  society  and  its  components  as 
organizations,  but  is  not  generally  available 
to  individual  members. 

Exception  is  made,  however,  when  an  in- 
dividual’s personal  problem  involves  his  re- 
lationship with  a county  medical  society  or 
affects  the  entire  organization.  In  such 
cases,  it  is  suggested  that  the  individual 


HOW  TO  SET  YOUR  AFFAIRS 
IN  ORDER 

A physician’s  death,  expected  or  not,  often 
creates  burdensome  tasks  for  survivors.  Natural 
grief  is  complicated  by  the  necessity  for  rapid 
decisions  and  hurried  searches  for  required  in- 
formation. Significant  papers  may  be  so  well 
put  away  that  prolonged  seeking  in  various 
places  may  be  required,  with  added  pain  for 
the  bereaved. 

It  is  therefore  suggested  that  the  physician, 
during  his  lifetime,  ease  the  situation  by  com- 
piling in  one  place  needed  information  about  the 
location  of  important  records  and  papers.  In  ad- 
dition, the  Illinois  State  Medical  Society  urges 
each  member  to  have  a will  prepared  by  a com- 
petent attorney.  The  executor  named  in  the  will 
can  handle  the  doctor’s  estate  most  efficiently  if 
he  has  access  to  specific  information. 

The  physician  should,  of  course,  leave  infor- 
mation about  insurance,  real  estate,  and  bank 
accounts  just  as  everyone  else  does,  but  he  has 
additional  responsibilities  peculiar  to  his  profes- 
sion. He  should  leave  instructions  for: 

1.  Temporary  coverage  of  his  practice.  Some 
arrangement  with  a colleague  should  be  made 
immediately  for  hospitalized  patients  and  others 
should  be  notified  of  the  doctor’s  death. 

2.  Patient  records,  which  should  be  carefully 
preserved  for  a minimum  of  10  years  and  for 
25  years,  if  possible.  Contents  of  the  records 
should  be  turned  over  to  another  physician  upon 
written  request. 

3.  Return  of  unused  narcotics  to  the  Treas- 
ury Department,  the  narcotics  tax  stamp  and 
order  book  to  the  Internal  Revenue  Service,  and 
retention  of  the  narcotics  ledger  for  two  years. 

4.  Disposal  of  his  practice.  If  it  is  to  be  sold, 
rapid  action  is  advised  as  value  is  lost  quickly. 
Equipment  is  best  disposed  of  with  the  sale  of 
the  practice. 

5.  Benefits  that  may  be  due  survivors  from 
unused  insurance  premiums,  Blue  Cross-Blue 
Shield,  Veterans  Administration,  or  Social 
Security. 

LEGAL  LIABILITY  OF  PHYSICIANS 

The  legal  liability  of  physicians  is  a question 
on  which  much  has  been  written.  It  has  also 
been  the  topic  of  discussion  at  many  meetings 
of  medical  and  medical-legal  groups.  However, 
because  of  the  grave  nature  of  the  problem,  the 
Illinois  State  Medical  Society’s  legal  counsel 
believes  that  the  subject  cannot  be  over- 
emphasized. 

Statistics  prove  that  the  number  of  malprac- 
tice and  general  liability  suits  against  physicians 
is  on  the  increase.  This  does  not  mean  that  phy- 
sicians are  becoming  less  skillful  or  more  care- 
less in  their  diagnosis  and  treatment;  it  prob- 
ably means  that  physicians  are  being  affected 
by  the  tremendous  growth  there  has  been 
recently  in  all  types  of  personal  injury  litigation. 
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More  people  than  ever  before  are  receiving 
medical  attention  and  more  are  starting  lawsuits 
against  physicians  when  recovery  is  less  than 
complete. 

Liability  Insurance 

For  this  reason,  it  is  essential  that  every 
physician  carry  liability  insurance  to  protect 
him  against  all  possible  claims.  The  physician 
should  be  aware,  however,  that  there  are  some 
inadequate  policies  on  the  market  today  and  an 
attorney  should  be  consulted  before  contracting 
for  insurance  that  may  not  cover  the  doctor’s 
particular  circumstance.  Additional  coverage 
insofar  as  limits  are  concerned  is  relatively  in- 
expensive and  should  be  carried  in  sufficient 
amount  to  cover  all  possibilities. 

A physician  today  is  a “sitting  duck”  for  a 
lawsuit  even  though  he  may  in  no  way  be  guilty 
of  negligence.  And  lawsuits  to  defend,  no  matter 
how  meritorious,  require  the  expenditure  of 
time  and  money. 

Legal  implications  in  this  field  are  wide,  but 
basically  the  physician  is  liable  for  his  own 
negligent  acts  and  the  negligent  acts  of  all  his 
employees.  In  the  case  of  a partnership,  he  is 
also  liable  for  the  negligent  acts  of  his  partners. 

While  the  right  kind  of  insurance  in  sufficient 
amount  will  protect  the  physician  financially, 
steps  should  be  taken  by  all  doctors  to  help  min- 
imize the  filing  of  lawsuits  of  this  kind  and  to 
work  for  reduction  in  the  number  of  guilty 
verdicts  being  obtained. 

The  American  Medical  Association  has  pre- 
pared, and  has  available  for  distribution,  several 
interesting  pamphlets  and  papers  on  this  sub- 
ject. The  pamphlet  entitled,  “Professional 
Liability  and  the  Physician,”  reprinted  from 
the  February  1963  issue  of  the  Journal  of  the 
American  Medical  Association,  contains  this 
statement : 

Physician’s  Responsibility 

“In  the  final  analysis,  the  physician  himself 
must  share  the  responsibility  for  the  continuing 
existence  of  the  unpleasant  professional  liability 
situation.  Many  physicians  have  been  satisfied 
to  pay  their  professional  liability  insurance  pre- 
miums and  thereafter  to  sit  back  complacently, 
doing  nothing  until  they  become  a target.  Every 
physician  must  be  brought  to  realize  that  this 
money  payment  is  only  part  of  his  insurance 
program;  a much  more  important  part  is  his 
contribution  of  time,  study,  and  attention  to  put 
into  effect  all  possible  measures  to  safeguard  the 
patient,  himself,  and  his  colleagues.  Professional 
liability  is  in  no  sense  merely  an  insurance  prob- 
lem—it  is  a medical  problem  and  must  be  com- 
bated by  members  of  the  medical  profession.” 

The  AMA  pamphlet  goes  on  to  say  that 
“prevention  is  the  best  possible  defense  against 
claims  and  suits”  and  lists  these  21  prevention 
“commandments” : 

1.  The  physician  must  care  for  every  patient 
with  scrupulous  attention  given  to  the  require- 
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ments  of  good  medical  practice. 

2.  The  physician  must  know  and  exercise  his 
legal  duty  to  the  patient. 

3.  The  physician  must  avoid  destructive  and 
unethical  criticism  of  the  work  of  other  phy- 
sicians. 

4.  The  physician  must  keep  records  which 
clearly  show  what  was  done  and  when  it  was 
done,  which  clearly  indicate  that  nothing  was 
neglected,  and  which  demonstrate  that  the  care 
given  met  fully  the  standards  demanded  by  the 
law.  If  any  patient  discontinues  treatment  be- 
fore he  should,  or  fails  to  follow  instructions, 
the  records  should  show  it;  a good  method  is  to 
preserve  a carbon  copy  of  the  physician’s  letter 
advising  the  patient  against  the  unwise  course. 

5.  The  physician  must  avoid  making  any 
statement  which  constitutes,  or  might  be  con- 
strued as  constituting  an  admission  of  fault  on 
his  part.  He  should  instruct  employees  to  make 
no  such  statements. 

6.  The  physician  must  exercise  tact  as  well 
as  professional  ability  in  handling  his  patients, 
and  should  insist  on  a professional  consultation 
if  the  patient  is  not  doing  well,  if  the  patient  is 
unhappy  and  complaining,  or  if  the  family’s 
attitude  indicates  dissatisfaction. 

7.  The  physician  must  refrain  from  over- 
optimistic  prognoses. 

8.  The  physician  must  advise  his  patients  of 
any  intended  absences  from  practice  and  recom- 
mend, or  make  available,  a qualified  substitute. 
The  patient  must  not  be  abandoned. 

9.  The  physician  must  unfailingly  secure  an 
“informed”  consent  (preferably  in  writing)  for 
medical  and  surgical  procedures  and  for  autopsy. 

10.  The  physician  must  carefully  select  and 
supervise  assistants  and  employees  and  take 
great  care  in  delegating  duties  to  them. 

11.  The  physician  must  keep  abreast  of  gen- 
eral medical  and  scientific  progress. 

12.  The  physician  should  limit  his  practice 
to  those  fields  which  are  well  within  his  quali- 
fications. 

13.  The  physician  must  frequently  check  the 
condition  of  his  equipment  and  make  use  of 
every  available  safety  installation. 

14.  The  physician  should  make  every  effort 
to  reach  an  understanding  with  his  patient  in 
the  matter  of  fees,  preferably  in  advance  of 
treatment. 

15.  The  physician  must  realize  that  it  is 
dangerous  to  diagnose  or  prescribe  by  telephone. 

16.  The  physician  should  not  sterilize  a pa- 
tient solely  for  the  patient’s  convenience  except 
after  a reasonably  complete  explanation  of  the 
procedure  and  its  risks  and  possible  complica- 
tions and  after  obtaining  a signed  consent  from 
the  patient  and  from  the  patient’s  spouse  if  the 
patient  is  married.  Such  sterilization  is  a crime 
in  Connecticut,  Kansas,  and  Utah  and  should  not 
be  performed  in  those  states.  Eugenic  steriliza- 
tion should  be  performed  only  in  conformity 


with  the  law  of  the  state,  if  any.  Sterilization 
for  therapeutic  purposes  may  lawfully  be  per- 
formed with  the  informed  consent  of  the  patient 
and  preferably  with  the  informed  consent  of  the 
patient’s  spouse,  if  the  patient  is  married. 

17.  Except  in  an  actual  emergency  situation 
which  makes  it  impossible  to  avoid  doing  so,  a 
male  physician  should  not  examine  a female 
patient  unless  an  assistant  or  nurse,  or  a mem- 
ber of  the  patient’s  family  is  present. 

18.  The  physician  should  exhaust  all  reason- 
able methods  of  securing  diagnosis  before  em- 
barking upon  a therapeutic  course. 

19.  The  physician  should  use  conservative 
and  less  dangerous  methods  of  diagnosis  and 
treatment  wherever  possible,  in  preference  to 
highly  toxic  agents  or  dangerous  surgical 
procedures. 

20.  The  physician  should  read  the  manufac- 
turer’s brochure  accompanying  a toxic  agent  to 
be  used  for  diagnostic  or  therapeutic  purposes, 
and,  in  addition,  should  ascertain  the  customary 
dosage  or  usage  in  his  area. 

21.  The  physician  should  be  aware  of  all  the 
known  toxic  reactions  to  any  drug  he  uses,  to- 
gether with  the  proper  methods  for  treating 
such  reactions. 

Physician  and  Hospital  Liens 

Paragraph  101.1  of  Chapter  97,  Illinois  Re- 
vised Statutes  1963,  provides  that  every  licensed 
physician  practicing  in  the  State  of  Illinois  who 
renders  service  to  an  injured  person,  except 
services  rendered  under  the  provisions  of  the 
Workmen’s  Compensation  Act,  shall  have  a lien 
upon  all  claims  and  causes  of  action  for  the 
amount  of  his  reasonable  charges  up  to  one-third 
of  the  sum  recovered  by  the  injured  person.  In 
order  to  effectuate  this  lien,  notice  in  writing 
must  be  given  to  the  injured  person  and  also  to 
the  person  or  persons  against  whom  such  claim 
or  right  of  action  exists. 

Under  paragraph  97  of  Chapter  82,  Illinois 
Revised  Statutes  1963,  not-for-profit  hospitals 
and  those  hospitals  maintained  by  a county  shall 
have  a lien  on  all  claims  or  causes  of  action  for 
the  amount  of  reasonable  charges  at  ward  rates 
up  to  one-third  of  the  amount  recovered.  Again, 
in  order  to  perfect  the  lien,  it  must  be  filed  in 
the  same  manner  as  the  physician’s  lien  de- 
scribed above. 

While  the  language  is  substantially  the  same 
under  both  liens,  they  are  entirely  separate 
enactments,  neither  is  subservient  to  the  other 
and,  therefore,  both  the  hospitals  and  the  phy- 
sicians can  recover  up  to  one-third  of  the  amount 
received  by  the  patient. 

Admissibility  in  Evidence  of  Deliberations 
of  Tissue  Committees 

In  1961  the  Illinois  legislature  passed  an  act 
in  which  one  of  the  purposes  was  to  prevent  the 
admissibility  in  evidence  and  making  public  the 
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deliberations  and  findings  of  tissue  committees. 
The  act  is  set  out  at  paragraphs  101-105  of 
Chapter  51,  Illinois  Revised  Statutes  1963,  and 
is  as  follows : 

“101.  All  information,  interviews,  reports, 
statements,  memoranda  or  other  data  of  the 
Illinois  Department  of  Public  Health,  Illinois 
State  Medical  Society,  allied  medical  societies, 
or  in-hospital  staff  committees  of  accredited 
hospitals,  but  not  the  original  medical  records 
pertaining  to  the  patient,  used  in  the  course  of 
medical  study  of  the  purpose  of  reducing  mor- 
bidity or  mortality  shall  be  strictly  confidential 
and  shall  be  used  only  for  medical  research. 

102.  Such  information,  records,  reports,  state- 
ments, notes,  memoranda,  or  other  data,  shall 
not  be  admissible  as  evidence  in  any  action  of 
any  kind  in  any  court  or  before  any  tribunal, 
board,  agency  or  person. 

103.  The  furnishing  of  such  information  in 
the  course  of  a research  project  to  the  Illinois 
Department  of  Public  Health,  Illinois  State 
Medical  Society,  allied  medical  societies,  or  to 
in-hospital  staff  committees  or  their  authorized 
representatives,  shall  not  subject  any  person, 
hospital,  sanitarium,  nursing  or  rest  home  or 
any  such  agency  to  any  action  for  damages  or 
other  relief. 

104.  No  patient,  patient’s  relatives,  or  pa- 
tient’s friends  named  in  any  medical  study,  shall 
be  interviewed  for  the  purpose  of  such  study, 
unless  consent  of  the  attending  physician  and 
surgeon  is  first  obtained. 

105.  The  disclosure  of  any  information,  rec- 
ords, reports,  statements,  notes,  memoranda  or 
other  data  obtained  in  any  such  medical  study 
except  that  necessary  for  the  purpose  of  the 
specific  study  is  unlawful,  and  any  person  con- 
victed of  violating  any  of  the  provisions  of  this 
Act  is  guilty  of  a misdemeanor.” 

While  there  have  been  no  decisions  under  the 
act  quoted  by  any  of  the  Illinois  appellate  courts 
or  the  Supreme  Court,  it  would  appear  that  a 
tissue  committee  would  come  within  the  mean- 
ing of  “in-hospital  staff  committees  of  accredited 
hospitals,”  and,  therefore,  would  be  inadmissible 
in  evidence  and  considered  private  and  confi- 
dential. Unfortunately,  the  act  does  not  define 
accredited  hospitals,  but  this  would  probably 
mean  either  licensed  hospitals  or  those  accredited 
by  the  medical  professions.  (There  are  only  10 
licensed  hospitals  in  Illinois  which  have  not 
been  accredited  by  the  medical  professions.) 

In  addition  to  the  above  statute,  the  fact  that 
tissue  committees  are  not  required  by  Illinois 
law,  but  are  established  through  the  voluntary 
co-operation  of  the  hospitals  and  the  medical 
profession  for  the  betterment  of  medicine 
through  research  of  prior  cases,  would  be  a 
powerful  argument  against  admissibility. 

Another  legal  argument  against  the  introduc- 
tion in  evidence  of  such  records  would  be  the 
fact  that  the  results  would  be  the  deliberations 
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of  a committee  and  there  would  be  no  way  to 
cross-examine  a committee,  which  would  mean 
that  a fundamental  right  was  being  lost  by  one 
one  or  more  of  the  litigants  in  the  case. 

As  stated  above,  there  are  no  decisions  in 
Illinois  which  can  be  relied  upon,  but  it  is  the 
opinion  of  the  ISMS  general  counsel  that  such 
records  cannot  legally  be  used  in  any  legal  action. 

It  should  be  pointed  out  that  in  most  instances 
subpoenas  and  subpoenas  duces  tecum  (produce 
the  records)  are  issued  by  the  clerk  of  the  court 
on  application  of  one  of  the  parties  litigants  and 
no  determination  is  made  as  to  the  admissibility 
of  the  testimony  or  records  until  the  witnesses 
and  records  are  produced  in  court.  It  is  sug- 
gested that  if  a subpoena  or  court  order  is  ever 
received  involving  the  records  and  deliberations 
of  the  tissue  committee,  your  attorney  be  imme- 
diately contacted  in  order  to  file  appropriate 
motions  to  suppress  the  production  of  the  rec- 
ords. If  the  trial  court  should  hold  that  such 
records  are  admissible,  it  is  then  suggested  that 
an  appeal  be  made  to  the  Supreme  Court  of 
Illinois  on  this  question,  for  if  such  records  are 
produced,  it  could  conceivably  have  the  result  of 
diminishing  the  efficiency  or  the  ultimate  aban- 
donment of  such  committees,  with  the  result 
that  research  and  advancement  in  the  art  of 
medicine  would  be  retarded. 

Consent  by  Minors  to  Medical  Treatment 
and  Operations 

The  general  law  in  Illinois  is  that  a minor 
cannot  give  legal  consent  or  waive  any  rights 
which  he  has  under  the  law.  In  the  year  1961, 
the  Illinois  legislature  made  an  exception  to  this 
rule  by  specifically  providing  that  consent  to  the 
performance  of  medical  or  surgical  treatment  by 
a licensed  physician  could  be  executed  by  a mar- 
ried person  who  is  a minor  or  a pregnant  woman 
who  is  a minor  and  shall  not  be  voidable  because 
of  such  minority.  This  act  further  provides  that 
any  parent  who  is  a minor  many  consent  to  the 
performance  upon  his  or  her  child  of  medical  or 
surgical  procedures  by  a licensed  physician  and 
that  the  consent  shall  not  be  voidable  because 
of  such  minority. 

The  act  referred  to  above  is  set  out  at  para- 
graphs 18.1  and  18.2  of  Chapter  91,  Illinois 
Revised  Stautes  1963. 

Employment  Contract  Between  Physician 
and  Patient 

The  relationship  between  a physician  and  a 
patient  is  one  of  contractual  relationship  and, 
therefore,  a physician  is  under  no  legal  require- 
ment to  accept  anyone  as  a patient  unless  he  so 
desires.  This  rule  is  true  in  the  case  of  an 
emergency  even  though  no  other  physician  is 
available. 

Legally,  a physician  has  the  right  to  refuse 
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treatment  in  the  case  of  an  accident  or  other 
emergency  and  could  not  in  any  way  be  held 
liable  for  refusing  to  administer  aid.  (This  is 
strictly  the  legal  answer  and  does  not  involve 
the  moral  or  ethical  question.)  The  rendering  of 
such  services  as  may  be  necessary  in  the  case  of 
an  emergncy  does  not  of  itself  give  rise  to  the 
relationship  of  physician  and  patient  and  the 
physician  is  under  no  obligation  to-  continue 
treatment  beyond  the  emergency. 

The  physician  in  rendering  emergency  treat- 
ment, however,  must  use  the  same  degree  of  skill 
and  care,  as  required  in  other  cases,  taking  into 
consideration  conditions  at  the  scene  of  the 
accident. 

Continuation  of  Treatment 

A physician  or  surgeon,  on  undertaking  an 
operation  or  treatment,  is  under  the  duty,  in  the 
absence  of  an  agreement  limiting  the  service,  of 
continuing  his  attendance,  after  the  operation  or 
first  treatments,  as  long  as  the  case  requires 
attention ; and  a surgeon,  in  his  treatment  sub- 
sequent to  an  operation,  is  required  to  exercise 
reasonable  and  ordinary  skill  and  care. 

The  failure  to  give  needed  continued  care 
under  an  obligation  to  do  so  constitutes  negli- 
gence or  malpractice.  The  obligation  of  continu- 
ing attention  can  be  terminated  only  by  the 
cessation  of  the  necessity  which  gave  rise  to  the 
relationship  of  physician  and  patient,  by  mutual 
consent  of  the  parties,  by  the  discharge  of  the 
physician  by  the  patient,  or  by  the  physician’s 
withdrawing  from  the  case  after  giving  the 
patient  reasonable  notice  so  as  to  enable  him  to 
secure  other  medical  attendance. 

A physician  has  the  legal  right  to  withdraw 
from  a case  if  the  patient  breaks  the  contract  by 
failure  to  follow  the  medical  advice  or  treatment 
and  direction  of  the  physician,  but  the  relation- 
ship cannot  be  terminated  until  the  physician 
has  advised  the  patient  of  his  withdrawal  from 
the  case  and  has  allowed  the  patient  a reasonable 
length  of  time  to  procure  another  doctor. 

Written  Notice 

What  is  reasonable  notice  to  the  patient  de- 
pends upon  the  circumstances  of  each  case. 
Factors  which  must  be  taken  into  consideration 
are  the  condition  of  the  patient,  the  size  of  the 
community,  and  the  availability  of  other  physi- 
cians. In  order  to  be  completely  safe,  prior  to 
withdrawal  from  the  case,  the  physician  should 
advise  the  patient  in  writing  of  his  intent  to 
withdraw,  his  reasons  therefor,  and  the  fact 
that  he  will  make  available  the  patient’s  case 
history  and  information  regarding  diagnosis 
and  treatment  to  the  new  physician  when  se- 
lected by  the  patient.  Should  the  patient  return 
to  the  original  physician  stating  that  he  has 
been  unable  to  procure  other  medical  aid,  treat- 
ment should  not  be  refused  until  a replacement 
has  been  obtained. 

A physician  has  the  right  to  leave  his  practice 


temporarily  if  he  makes  provisions  for  the 
attendance  of  competent  physician  during  his 
absence.  This  notice,  which  again  preferably 
should  be  in  writing,  should  be  in  sufficient  time 
so  that  the  patients  can  obtain  replacements  of 
their  own  choice  if  they  do  not  desire  to  consult 
the  physician  temporarily  handling  the  practice 
of  the  absent  physician. 

CONSUMER  FRAUD  ACT 

This  act  is  designed  to  protect  the  consumer. 
In  part  it  reads, — “The  act,  use  or  employment 
by  any  person  of  any  deception,  fraud,  false 
pretense,  false  promise,  misrepresentation,  or 
the  concealment,  suppression,  or  omission  of  any 
material  fact  with  intent  that  others  rely  upon 
such  concealment,  suppression  or  omission,  in 
connection  with  the  sale  or  advertisement  of 
any  merchandise,  whether  or  not  any  person  has 
in  fact  been  misled,  deceived  or  damaged  there- 
by, is  declared  to  be  an  unlawful  practice.”  The 
term  merchandise  includes  any  objects,  wares, 
goods,  commodities,  intangibles,  real  estate,  or 
services. 

COMMITMENT  OF  PATIENTS  TO 
MENTAL  HOSPITALS 

The  State  of  Illinois  has  adopted  an  entirely 
new  Mental  Health  Act  which  went  into  effect 
July  1,  1964,  which  Act  is  set  out  under  Chapter 
91  %,  Illinois  Revised  Statutes  1963. 

Under  the  provisions  of  this  Act,  there  are 
six  ways  in  which  an  individual  may  be  admitted 
to  a mental  hospital: 

1.  Informal  admission 

2.  Voluntary  application  for  admission 

3.  Admission  on  certificate  of  one  physician 

4.  Admission  on  certificate  of  two  physicians 

5.  Hospitalization  upon  court  order 

6.  Emergency  admission,  detention 

Informal  admission: 

Anyone  desiring  admission  to  a mental  hos- 
pital, other  than  a licensed  private  hospital,  may 
be  admitted  without  making  formal  application 
if,  after  examination,  the  superintendent  of  such 
hospital  feels  such  person  in  need  of  care  and 
treatment.  Any  such  patient  shall  be  free  to 
leave  at  any  time  after  admission. 

Voluntary  application  for  admission: 

Any  person  who  is  in  need  of  mental  treat- 
ment or  is  alleged  to  be  in  need  of  mental  treat- 
ment may  be  admitted  to  a mental  hospital  if, 
in  the  judgment  of  the  superintendent,  such 
person  is  a proper  subject  for  voluntary  admis- 
sion after  a verified  application  has  been  filed, 
with  the  application  being  presented  by  the  per- 
son himself  or  his  attorney,  or  if  a minor,  by  his 
parent  or  guardian.  Upon  this  type  of  admission, 
the  patient  has  the  right  to  leave  the  hospital 
15  days  after  having  given  notice  in  writing  of 
his  desire  to  leave  and  upon  admission  the 
patient  shall  be  advised  both  orally  and  in  writ- 
ing of  this  right  of  release. 
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Admission  on  certificate  of  one  physician : 

The  superintendent  of  a mental  hospital  may 
receive  and  detain  as  a patient  any  person 
alleged  to  be  in  need  of  mental  treatment  who 
does  not  object  thereto  upon  the  application 
signed  by  a relative  of  the  patient  or  peace  or 
health  officer  or  an  officer  of  any  charitable  or 
welfare  institution  or  by  a friend  of  the  patient 
together  with  the  certificate  of  one  examining 
physician  executed  within  10  days  prior  to  such 
admission.  Prior  to  admission  the  superintend- 
ent of  the  mental  hospital  shall  cause  the  patient 
to  be  again  examined  in  order  to  confirm  the 
need  for  hospitalization.  If  the  hospital  deter- 
mines within  15  days  after  admission  that  the 
patient  should  be  detained  for  further  care  and 
treatment  and  the  patient  does  not  agree  to 
remain  in  the  hospital  as  a voluntary  patient, 
the  certificate  of  another  examining  physician 
supporting  the  application  is  required. 

Admission  on  certificate  of  two  physicians : 

The  same  general  procedure  is  followed  here 
as  in  the  case  of  admission  on  certificate  of  one 
physician,  except  that  the  consent  of  the  patient 
is  not  required,  but  within  five  days  after  his 
admission  he  shall  consult  at  the  hospital  with  a 
magistrate  or  other  judicial  officer,  at  which 
time  he  shall  be  advised  of  his  right  to  hearing, 
at  which  hearing  he  may  be  represented  by  coun- 
sel and  present  evidence. 

Hospitalization  upon  court  order: 

Whenever  any  person  shall  be,  or  supposed  to 
be,  in  need  of  mental  treatment,  any  reputable 
citizen  of  this  state  may  file  in  the  Circuit  Court 
the  verified  petition  alleging  that  the  individual 
is  in  need  of  mental  treatment  and  that  he  be 
admitted  to,  and  confined  to,  a hospital  for  the 
mentally  ill.  Upon  the  filing  of  the  petition  the 
Court  shall  have  power  to  make  necessary  tem- 
porary orders  of  restraint  and  a hearing  shall  be 
had  after  an  examination  has  been  made  by  a 
physician  or  psychologist  appointed  by  the  court. 
At  the  hearing  the  patient  may  be  represented 
by  counsel  and  has  the  right  to  a trial  by  a jury 
of  six.  When  the  patient  demands  a jury,  one  of 
the  six  members  shall  be  a physician  or  a psy- 
chologist. 

Emergency  admission,  detention: 

Whenever  a petition  is  filed  in  the  Circuit 
Court  by  a reputable  citizen  alleging  that  the 
condition  of  an  individual  is  such  that  immedi- 
ate restraint  is  necessary,  which  petition  is 
accompanied  by  a certificate  of  a physician,  the 
individual  may  be  confined  in  a mental  hospital 
for  a period  not  exceeding  15  days. 

This  new  Mental  Health  Act  appears  to  con- 
tain adequate  provisions  for  the  confinement  of 
mental  cases  but  also  provides  sufficient  safe- 
guards so  that  an  individual  cannot  be  wrong- 
fully restrained  for  an  undue  period  of  time. 

The  State’s  Attorney  of  each  county  is 


charged  with  the  responsibility  of  the  enforce- 
ment and  operation  of  this  Act  and  this  is  the 
office  which  should  be  contacted  by  the  physician 
when  dealing  with  mental  patients. 

INTERNAL  REVENUE  CODE 

It  should  be  evident  to  the  busy  physician  that 
it  is  just  as  unwise  for  him  to  be  his  own  tax 
consultant  as  it  is  for  every  man  to  be  his  own 
doctor.  The  physician  is  well  aware  that  in  seek- 
ing to  keep  abreast  of  all  of  the  ramifications 
and  developments  of  modern  medicine,  he  has  a 
burden  that  is  becoming  increasingly  difficult  to 
sustain  and  that  he  has  very  little  time  to  devote 
to  subjects  as  complex  as  taxation,  which  is 
rightfully  the  province  of  his  accountant  and 
lawyer. 

Taxation  in  the  United  States  is  complex  and 
many  tax  matters  have  no  particular  application 
to  the  medical  profession  as  such.  However,  the 
doctor  as  a citizen  should  be  aware  that  he  is 
greatly  affected  by  a subject  so  varied  and  so 
complicated  that  the  statutes  themselves  re- 
quire some  1,500  pages  to  be  set  forth.  And  he 
should  know  that  sections  1(a)  through  8023(b) 
are  printed  in  a size  of  type  that  should  be  of 
some  benefit  in  fees  to  practitioners  who  concern 
themselves  with  the  human  eye.  Surely  the  point 
that  physicians  are  well  advised  to  place  their 
problems  with  accounting  and  legal  advisors  is 
further  exemplified  by  such  facts  as  the  fol- 
lowing : 

Regulations  implementing  the  Internal  Reve- 
nue Act  require  some  9,700  pages  for  them  to 
be  spelled  out  and  that,  in  order  to  designate 
the  different  regulations,  the  government  needs 
to  entitle  the  regulations  as  Regulation  Section 
1.0-1  through  Regulation  Section  301.770-11. 

Just  as  the  patient  would  be  so  much  better 
served  if  he  saw  his  doctor  regularly  before 
difficulties  become  advanced,  so  the  physician’s 
interests  would  be  better  served  if  he  would 
seek  advice  on  income  and  estate  tax  problems 
before  the  fact,  rather  than  after  problems  have 
arisen. 

PROCEDURES  AND  REPORTS  IN 
CONTROL  OF  NARCOTIC  DRUGS 

Physicians  are  subject  to  control  by  both  the 
state  of  Illinois  and  the  federal  government  in 
relation  to  narcotic  drugs.  The  numerous  provi- 
sions of  the  federal  regulations  are  set  forth  in 
a fairly  lengthy  pamphlet  entitled,  “Regulations 
No.  5 Relating  to  the  Importation,  Manufacture, 
Production,  Sale,  etc.,  of  Opium,  Coca  Leaves, 
Isonipecaine  or  Opiates,”  which  was  reprinted 
Apr.  1,  1957,  and  is  available  at  a cost  of  45 
cents  through  the  Superintendent  of  Documents, 
U.  S.  Government  Printing  Office,  Washington, 
D.  C.  This  is  published  by  the  Bureau  of  Nar- 
cotics of  the  U.  S.  Treasury  Department. 

The  state  of  Illinois’  “Uniform  Narcotic  Drug 
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Act”  has  been  in  effect  since  Jan.  1,  1958.  It  is 
found  in  paragraphs  22-1  through  22-49,  inclu- 
sive, Chapter  38  of  Illinois  Revised  Statutes, 
1963.  The  Division  of  Narcotic  Control’s  current 
rules  and  regulations  to  implement  the  Act  have 
been  in  effect  since  Apr.  1,  1960.  They  cover 
such  matters  as  prescriptions  and  official  forms 
therefor,  emergencies  excusing  use  of  other  than 
official  prescription  forms,  reporting  of  loss  or 
theft  of  such  prescription  blanks,  records  to 
be  kept  by  the  physician,  dispensing  of  hypo- 
dermic syringes  and  needles,  prescribing  pro- 
cedures in  hospitals,  and  other  subjects  related 
to  narcotic  drugs.  The  Act  and  the  rules  and 
regulations  are  available  at  no  cost  through  the 
Division  of  Narcotic  Control,  623  E.  Adams  St., 
Springfield. 

Further,  the  state  of  Illinois  has  had  in  effect 
since  Jan.  1,  1960,  a “Uniform  Drug,  Device 
and  Cosmetic  Act.”  Its  rules  and  regulations 
control  such  things  as  the  keeping  of  adequate 
records,  for  a period  of  two  years,  of  all  pur- 
chases and  dispositions  of  dangerous  drugs  as 
such  drugs  are  defined  by  the  Act.  A publication 
containing  the  Act  and  the  pursuant  rules  and 
regulations  is  also  available  through  the  Divi- 
sion of  Narcotic  Control  in  Springfield. 

All  physicians  are  urged  to  have  in  their  pos- 
session copies  of  both  the  state  and  federal 
narcotics  control  acts  and  the  rules  and  regula- 
tions implementing  them.  As  these  laws  and 
regulations  are  changed  from  time  to  time,  every 
effort  should  be  made  to  have  the  current  rules 
handy. 

PROCEDURES  AND  REPORTS  AS  TO 
COMMUNICABLE  DISEASES 

In  order  to  be  conversant  with  the  presently 
governing  rules  and  regulations  as  to  the  control 
of  communicable  diseases  and  the  physician’s 
duties  as  to  reports  and  procedures  in  relation 
to  these  afflictions,  it  is  suggested  that  the  phy- 
sician apply  to  the  Department  of  Public  Health 
of  the  State  of  Illinois  at  Room  500,  State  Office 
Building,  Springfield,  for  the  publication  en- 
titled, “Rules  and  Regulations  for  the  Control 
of  Communicable  Diseases,”  which  was  revised 
as  July  1,  1959. 

HOW  TO  WILL  YOUR  BODY  OR  ANY 
PORTION  THEREOF  TO  SCIENCE 

The  law  in  the  State  of  Illinois  as  to  the  right 
of  an  individual  to  leave  his  body  or  particular 
parts  thereof  to  science  by  will  or  agreement  is 
not  at  all  clear.  While  there  are  instances  of 
medical  science  receiving  dead  bodies  or  parts 
thereof  under  provisions  in  wills  and  agreements 
made  prior  to  death,  such  disposition  has  never 
been  passed  upon  by  the  Illinois  courts  of  last 
resort.  There  is  no  statutory  authority  in  Illi- 
nois specifically  providing  for  such  disposition 
and  it  is  the  feeling  of  the  ISMS  general  counsel 
that  a bill  specifically  authorizing  this  procedure 


should  be  presented  to  the  next  session  of  the 
General  Assembly. 

Illinois  does  have  an  Act  covering  deceased 
bodies  which  are  to  be  buried  at  public  expense. 
These  bodies  may,  under  certain  conditions,  be 
used  for  advancement  of  medical  science.  The 
Act  is  set  forth  in  paragraph  19,  Chapter  91, 
Illinois  Revised  Statutes  1963,  and  is  as  follows: 

“Superintendents  of  penitentiaries,  houses  of 
correction  and  bridewells,  hospitals,  state  chari- 
table institutions  and  county  homes,  coroners, 
sheriffs,  jailors,  city  and  county  undertakers  and 
all  other  state,  county,  town  and  city  officers,  in 
whose  custody  the  body  of  any  deceased  person, 
required  to  be  buried  at  public  expense,  is,  shall, 
in  the  absence  of  disposition  of  such  body,  or 
any  part  thereof  by  will  or  other  written  instru- 
ment, give  permission  to  any  physician  or  sur- 
geon licensed  in  Illinois,  or  to  any  medical  college 
or  school,  public  or  private,  of  any  city,  town 
or  county,  upon  his  or  their  request  therefor, 
to  receive  and  remove  free  of  charge  or  expense, 
after  having  giving  proper  notice  to  relatives  or 
guardians  of  the  deceased,  the  bodies  of  such 
deceased  persons  to  be  buried  at  public  expense, 
to  be  by  him  or  them  used  within  the  state,  for 
advancement  of  medical  science.  Preference  shall 
be  given  to  medical  colleges  or  schools,  public 
or  private  and  such  bodies  to  be  distributed  to 
and  among  the  same,  equitably,  the  number 
assigned  to  each,  being  in  proportion  to  the 
students  of  each  college  or  school : except,  if 
any  person  claiming  to  be,  and  satisfying  the 
proper  authorities  that  he  is  of  kindred  of  the 
deceased  asks  to  have  the  body  for  burial,  it 
shall,  in  the  absence  of  disposition  of  such  body, 
or  any  part  thereof  by  will  or  other  written  in- 
strument, be  surrendered  for  interment.  Any 
medical  college  or  school,  public  and  private,  or 
any  officers  of  the  same,  that  receive  the  bodies 
of  deceased  persons  for  the  purposes  of  scienti- 
fic study,  under  the  provisions  of  this  Act,  shall 
furnish  the  same  to  students  of  medicine  and 
surgery,  who  are  under  their  instruction,  at  a 
price  not  exceeding  the  sum  of  $5.00  for  each 
and  every  such  deceased  body  so  furnished.” 

It  should  be  noted  that  in  the  above  law  it  is 
provided  that  disposition  shall  be  made  only  in 
case  the  deceased  has  not  specifically  made  dis- 
position by  his  will  or  other  written  instrument. 
This  would  tend  to  support  an  argument  that 
the  deceased  does  have  the  right  to  dispose  of  his 
body  as  he  sees  fit,  but  to  make  it  completely 
clear  a new  act  specifically  giving  this  power 
should,  if  possible,  be  adopted  by  the  legislature. 

The  rather  recent  discovery  that  certain  parts 
may  be  removed  from  a dead  body  and  used  in 
a living  person  has  greatly  increased  the  need 
for  cadavers  and  parts  thereof.  Any  one  wishing 
to  make  a donation  should  so  provide  by  his  will 
and  notify  the  institution  to  receive  the  body, 
or  any  part  thereof,  of  this  provision  in  his  will 
and  also  notify  the  executor  of  the  will  and  his 
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next  of  kin,  or  whoever  is  the  most  likely  to  be 
notified  immediately  of  his  death,  for  time  is  of 
the  essence  in  the  case  of  transplants. 

Additional  information  on  this  subject  may 
be  obtained  from  A.M.A. 

AUTOPSY 

In  Illinois,  the  heirs  and  next  of  kin  can  bring 
an  action  for  mutilation  of  the  body  in  those 
cases  where  an  autopsy  is  performed  without 
authority  or  permission.  In  order  to  avoid  the 
possibility  of  liability,  autopsies  should  only  be 
performed,  in  Illinois,  when  ordered  by  the 
coroner  or  upon  written  consent  given  by  the 
next  of  kin. 

THE  MEDICAL  WITNESS 

It  is  difficult  to  find  a field  of  law  in  which 
expert  evidence  is  of  greater  importance  than 
the  testimony  of  the  physician  in  accident  cases. 
The  carnage  and  mutilation  on  highways  alone 
results  in  many  thousands  of  lawsuits  a year 
and  the  busy  physician  finds  that  attending  court 
is  a burden  that  often  cannot  be  avoided. 

There  may  be  hope  that  the  growing  use  of 
depositions  will  reduce  some  of  the  load  from 
both  physicians  and  attorneys  as  disclosure  of 
evidence  through  deposition  is  likely  to  result 
in  settlement  before  a case  is  brought  to  trial. 
Nevertheless,  all  signs  indicate  that  the  average 
practitioner  can  expect  an  increase  in  the  num- 
ber of  times  he  will  be  called  upon  as  an  expert 
witness  in  the  coming  years. 

It  is  suggested  that,  if  the  physician  wishes 
to  better  prepare  himself  as  to  medical  juris- 
prudence, there  are  a number  of  sources  which 
can  give  him  an  insight  into  what  he  may  expect 
in  the  forum  and  give  him  greater  confidence  as 
to  this  aspect  of  his  practice.  Such  sources,  with- 
out even  the  suggestion  that  the  following  begin 
to  exhaust  a listing,  are : 

1.  Doctor  and  Patient  and  the  Law,  by  Attor- 
ney C.  Joseph  Stetler  and  Alan  R.  Moritz,  M.D., 
Director  of  the  Institute  of  Pathology  at  West- 
ern Reserve  University,  Fourth  Edition,  pub- 
lished in  1962  by  The  C.  V.  Mosby  Company  of 
St.  Louis. 

2.  Chapter  III  on  Evidence  in  Law  in  Medical 
and  Dental  Practice  by  Lott  and  Gray,  published 
in  1942  by  The  Foundation  Press  of  Chicago. 

3.  Medical  Trial  Technique  by  Attorney  Irv- 
ing Goldstein  and  Willard  Shabat,  M.D.,  pub- 
lished in  1942  by  Callaghan  and  Company  of 
Chicago. 

4.  Lawyers  Medical  Cyclopedia  of  Personal 
Injuries  and  Allied  Specialities,  which  consists 
of  seven  volumes  and  is  an  elaborate  treatment 
of  the  subject  ; published  in  1962  by  The  Allen 
Smith  Company  of  Indianapolis. 

5.  The  Rights  and  Rewards  of  the  Medical 
Witness  by  Nordstrom,  published  in  1962  by 
Thomas  Publishing  Company  of  Springfield. 


INTERPROFESSIONAL  CODE  FOR 
PHYSICIANS  AND  LAWYERS  OF 
ILLINOIS 

The  following  Interprofessional  Code  for 
Physicians  and  Lawyers  of  Illinois  was  drafted 
by  a Special  Committee  on  Medical-Legal  Coop- 
eration of  the  Illinois  State  Bar  Association  and 
the  Liaison  Committee  of  the  Illinois  State 
Medical  Society  to  serve  as  a guide  to  physicians 
and  lawyers.  It  has  been  approved  by  the  gov- 
erning boards  of  both  the  Illinois  State  Bar 
Association  and  the  Illinois  State  Medical  So- 
ciety. 

PREAMBLE 

The  purposes  of  this  Code  are  to  establish 
standards  of  practice  and  of  ethical  conduct  for 
physicians  and  lawyers  in  those  areas  in  civil 
cases  where  there  is  and  will  continue  to  be  an 
interrelationship  of  medicine  and  law,  and 
thereby  to  improve  the  practical  working  rela- 
tionships of  the  two  professions,  to  protect  the 
legitimate  interests  and  the  rights  of  the  pa- 
tient-client, of  the  physician,  the  lawyer,  and 
of  society,  and  thereby  to  help  advance  the 
more  effective  administration  of  justice. 

The  provisions  of  the  Code  constitute  recogni- 
tion that  the  members  of  each  profession  have 
an  obligation  not  only  to  the  individual  who  ob- 
tains their  advice  and  assistance  but  also  to  the 
community  and  society  as  a whole,  and  to  all 
other  members  of  their  own  professions.  The 
objectives  of  the  Code  can  be  achieved  only  if 
the  members  of  both  professions  acquaint  them- 
selves with  these  standards  of  practice  and  fol- 
low them,  subject  to  rules  of  law  and  principles 
of  medical  and  legal  ethics. 

ARTICLE  I 

Attending  Physician’s  Medical  Reports 
and  Conferences 
Purpose  of  Physician’s  Report 

1.  Information  relative  to  an  attending  phy- 
sician’s treatment  of  a patient  whose  physical 
or  mental  condition  is  an  issue  in  litigation  is 
of  prime  importance  to  the  parties  involved  in 
litigation.  To  properly  prepare  his  client’s  case 
for  trial  and  to  be  in  a position  to  properly  rep- 
resent his  client  in  settlement  negotiations,  the 
patient’s  lawyer  has  the  duty  of  acquiring  perti- 
nent information  from  the  attending  physician. 
During  the  course  of  litigation,  it  becomes  ne- 
cessary for  the  lawyer  to  correspond  with  and 
confer  with  his  client’s  physician  and  to  obtain 
written  reports  from  the  physician. 

Keep  Complete  Records 

2.  The  attending  physician  should  prepare, 
keep  and  preserve  full  and  complete  records  of 
his  examination,  diagnostic  findings  (labora- 
tory), and  treatment  of  the  patient. 

Request  for  Reoort 

3.  When  a medical  report  is  desired  by  the 
lawyer,  he  should  make  a written  request  for  it 
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from  the  attending  physician,  and  this  request 
should  be  accompanied  by  a written  authoriza- 
tion from  the  client  for  the  release  of  the  in- 
formation sought  from  the  client’s  physician. 
The  request  should  ask  the  physician  to  give  the 
following  specific  information : 

(a)  History  of  the  occurrence  leading  to  the 
injury  or  condition,  as  given  by  the  pa- 
tient to  the  physician. 

(b)  Pertinent  subjective  complaints  elicited 
from  the  patient. 

(c)  Pertinent  objective  findings  made  by  the 
physician  throughout  the  course  of  treat- 
ment. 

(d)  The  physician’s  diagnosis. 

(e)  Interpretation  of  x-rays,  electroencephal- 
ograms, electromyograms,  and  any  and 
all  other  pertinent  data  used  in  the  treat- 
ment and  diagnosis  (source  and  interpre- 
tation should  be  stated). 

(f)  Treatment  rendered  by  the  physician  to 
the  patient. 

(g)  The  physician’s  opinion  as  to  whether 
there  is  permanent  residual  from  the  in- 
jury or  condition  and  the  extent  thereof. 

(h)  The  prognosis. 

( i ) The  physician’s  opinion  as  to  the  neces- 
sity of  further  medical  or  surgical  treat- 
ment. 

The  request  for  a report  should  be  accom- 
panied by  a statement  that  the  lawyer  will  en- 
deavor to  provide  for  the  payment  of  the  physi- 
cian’s fees  out  of  any  settlement  or  satisfaction 
of  judgment. 

The  Physician’s  Report 

4.  The  physician  has  the  obligation  to  coop- 
erate with  his  patient’s  lawyer  and  should  as 
soon  as  practicable  after  receiving  the  request 
for  it  supply  the  patient’s  lawyer  with  a written 
report.  This  report  should  be  clear  and  concise 
and  should  contain  specific  responses  to  the  ele- 
ments enumerated  in  the  lawyer’s  request  for  a 
report.  In  preparing  the  report,  the  physician 
should  examine  his  own  records  and  where  prac- 
ticable, the  records  of  any  hospital  he  deems 
necessary  pertaining  to  the  treatment  of  the 
patient. 

The  attending  physician  should  not  give  writ- 
ten or  oral  reports  concerning  his  patient  to 
attorneys,  adjusters,  or  investigators  represent- 
ing parties  whose  interests  are  adverse  to  those 
of  the  patient  without  express  written  authori- 
zation from  the  patient. 

Report  Should  Be  Complete 

5.  The  report  to  the  lawyer  should  be  objec- 
tive impartial  and  complete.  The  attending  phy- 
sician should  not  give,  and  should  not  be  asked 
to  give  a report  that  does  not  comply  with  these 
standards. 

Conference  Between  Physician  and  Lawyer 

6.  Prior  to  the  submission  of  a medical  report 
by  the  attending  physician  to  the  patient’s  law- 
yer, conferences  may  be  required  between  the 


patient’s  physician  and  lawyer.  Conferences  at 
the  request  of  either  the  physician  or  the  lawyer 
should  be  arranged  at  the  mutual  convenience 
of  each.  At  the  conference  there  should  be  candid 
discussion  of  the  medical  aspects  of  the  litiga- 
tion to  promote  complete  understanding  between 
the  patient’s  physician  and  lawyer. 

ARTICLE  II 

Examining  Physician’s  Medical  Reports 

The  “examining  physician,”  as  the  term  is 
used  in  the  Code,  differs  from  the  “attending 
physician”  and  the  “expert”  in  that  he  does  not 
prescribe  treatment  and  is  not  necessarily  ex- 
pected to  testify  at  the  trial.  His  examination  is 
made  at  the  request  of  the  lawyer  for  one  or 
both  of  the  parties  or  at  the  request  of  the  court. 
Should  he  later  testify  at  the  trial  he  testifies 
as  an  expert. 

Request  for  Examination  and  Report 

1.  Where  the  examination  is  made  at  the  be- 
hest of  either  party,  a written  request  for  ex- 
amination should  be  sent  to  the  physician  by 
the  lawyer  asking  for  the  examination  stating 
the  nature  of  the  examination  desired. 

The  request  should  be  specific  and  request  the 
physician  to  give  the  following  information : 

(a)  Pertinent  subjective  complaints  elicited 
from  the  patient. 

(b)  Pertinent  objective  findings  made  by  the 
physician. 

(c)  The  physician’s  diagnosis  as  of  the  time 
of  the  examination. 

(d)  Interpretation  of  x-rays,  electroencephal- 
ograms, electromyograms  and  any  and  all 
other  pertinent  data  used  in  the  diagnosis 
(source  of  interpretation  should  be 
stated). 

(e)  The  physician’s  opinion  as  to  whether 
there  is  a permanent  residual  from  the 
injury,  and  the  extent  thereof. 

(f)  The  prognosis. 

(g)  The  physician’s  opinion  as  to  the  neces- 
sity of  further  medical  or  surgical  treat- 
ment. 

Report  of  Examination 

2.  The  examining  physician  should  send  the 
report  of  the  examination  to  the  lawyer  request- 
ing the  examination  as  soon  as  practicable  after 
the  examination.  The  report  should  be  clear  and 
concise  and  should  contain  specific  responses  to 
the  elements  enumerated  in  the  lawyer’s  request. 

Report  is  Confidential 

3.  The  examining  physician  shall  not  give 
medical  information  to  the  opposing  lawyer 
without  the  authorization  of  the  lawyer  who  re- 
quested the  examination,  unless  the  examination 
is  pursuant  to  order  of  court. 

Keep  Complete  Records 

4.  The  examining  physician  should  prepare, 
keep  and  preserve  full  and  complete  records  of 
his  examination  and  diagnostic  findings  (labora- 
tory). 
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Report  Should  Be  Complete 

5.  The  report  to  the  lawyer  should  be  objec- 
tive, impartial,  and  complete.  The  examining 
physician  should  not  give,  and  should  not  be 
asked  to  give  a report  that  does  not  comply  with 
these  standards. 

Examination  at  the  Request  of  the  Court 

6.  Provisions  for  examination  at  the  request 
of  the  court,  and  the  procedure  to  be  followed, 
are  covered  by  rule  of  court  or  by  statute. 

Copy  of  Report  to  Employee  in 
Workmen’s  Compensation  Cases 

7.  In  Workmen’s  Compensation  cases,  the  ex- 
amining physician  selected  by  the  employer  is 
required  to  deliver  a copy  of  his  report  to  the 
injured  employee  or  his  lawyer,  unless  the  em- 
ployee has  a physician  of  his  own  selection  pres- 
ent during  the  examination. 

ARTICLE  III 
Medical  Fees 

Attending  Physician 

(1)  The  attending  physician  of  a patient 
whose  physical  or  mental  condition  is  the  subject 
matter  in  litigation  may,  in  the  manner  provided 
by  the  Statutes  of  the  State  of  Illinois,  perfect 
his  lien  for  medical  fees  for  his  services  ren- 
dered to  the  patient.  (See  Appendix  for  sug- 
gested form  of  lien  notice.) 

(2)  The  physician  should  also  notify  the  law- 
yer for  the  patient  of  his  lien  by  sending  him  a 
copy  of  the  Notice  of  Lien. 

(3)  The  lawyer  for  the  patient  should  ex- 
plain to  his  client  the  nature  of  the  lien  and 
necessity  for  satisfying  it  out  of  any  recovery. 
The  lawyer  should  take  all  reasonable  steps  to 
assure  payment  for  the  physician’s  services  out 
of  any  recovery  made  for  the  client.  If  the  law- 
yer finds  that  he  cannot  accomplish  this,  he 
should  notify  the  physician  immediately  so  that 
he  may  take  steps  to  enforce  his  lien.  (See  Ap- 
pendix for  suggested  form  of  authorization  to 
be  used  by  lawyer.) 

(4)  In  the  event  that  the  attending  physician 
expends  time  in  preparing  a report,  in  appearing 
at  a deposition  or  in  court,  or  in  any  other  man- 
ner for  his  patient,  the  physician  shall  be  en- 
titled to  a reasonable  fee  from  his  patient.  The 
lawyer  shall  take  all  reasonable  steps  to  see 
that  his  client  pays  the  said  fee. 

(5)  The  attending  physician  shall  not  charge 
his  patient  a higher  fee  because  the  patient  may 
recover  the  amount  of  these  charges  as  the  re- 
sult of  a claim  or  litigation. 

(6)  The  lawyer  should  not  pay  the  attending 
physician’s  fee  except  with  the  client’s  funds. 

(7)  The  physician’s  fee  shall  not  be  contin- 
gent upon  the  outcome  of  the  litigation. 

Examining  Physician 

(1)  A physician  who  makes  an  examination  at 


the  request  of  a lawyer  shall  charge  the  reason- 
able value  of  his  services  so  rendered  on  the 
same  basis  as  if  his  services  were  not  rendered 
to  a patient  in  connection  with  litigation.  The 
physician’s  charge  for  reports,  conferences  with 
the  lawyer,  and  appearances  at  depositions  and 
in  court  shall  also  be  based  upon  the  reasonable 
value  of  those  services. 

(2)  The  said  charges  shall  be  the  obligation 
of  the  client  and  not  of  his  lawyer.  The  lawyer 
shall  make  every  reasonable  effort  to  see  to  it 
that  his  client  pays  the  fee  of  the  examining 
physician  for  all  services  rendered  by  the  physi- 
cian to  or  in  behalf  of  said  patient. 

(3)  The  examining  physician’s  fee  shall  not 
be  contingent  upon  the  outcome  of  the  litigation. 

Experts 

(1)  The  physician  whose  services  may  be  ren- 
dered as  an  expert  in  connection  with  any  phase 
of  litigation,  shall  not  charge  more  than  the  rea- 
sonable value  of  his  services.  The  fee  shall  be 
the  obligation  of  the  patient-client  and  not  of 
his  lawyer. 

(2)  The  lawyer  shall  make  every  reasonable 
effort  to  see  that  his  client  pays  the  fee  of  the 
expert. 

(3)  The  expert’s  fee  shall  not  be  contingent 
upon  the  outcome  of  the  litigation. 

ARTICLE  IV 

The  Physician  at  the  Trial  or  Hearing 
on  Deposition 

Conferences  Prior  to  Trial 

(1)  The  lawyer  and  the  physician  should  ar- 
range to  confer  with  each  other  before  the  phy- 
sician testifies  at  any  hearing,  and  if  possible, 
before  the  trial  commences.  At  the  conference 
the  common  problems  involved  in  the  case  should 
be  discussed.  The  lawyer  has  the  responsibility 
of  acquainting  the  physician  with  any  particular 
legal  problems  which  might  involve  the  physi- 
cian, and  with  the  assistance  of  the  physician 
should  determine  the  areas  in  which  the  phy- 
sician will  be  called  to  testify.  The  lawyer  should 
familiarize  the  physician  with  the  contents  of 
any  proposed  hypothetical  questions. 

(2)  The  physician  should  make  every  effort 
to  cooperate  with  the  lawyer  in  regard  to  this 
conference.  Each  should  be  mindful  of  the  de- 
mands on  the  other’s  time  in  making  appoint- 
ments for  conferences,  in  the  time  spent  on  con- 
ferences, and  in  notifying  the  other  promptly  if, 
for  any  reason,  either  is  unable  to  attend  the 
appointed  conference.  While  the  physician 
should  recognize  that  he  is  not  an  advocate  and 
the  lawyer  is,  he  should  at  the  conference  famil- 
iarize the  lawyer  with  the  medical  problems  in- 
volved, the  areas  in  which  he  (the  physician) 
feels  qualified  to  testify,  and  the  facts  and  opin- 
ions about  which  he  is  prepared  to  testify. 
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Court  Arrangements 

(1)  The  lawyer  should  make  every  effort  to 
be  economical  in  his  use  of  the  physician’s  time. 
He  should  give  the  physician  reasonable  advance 
notice  of  when  and  how  long  he  shall  be  needed 
in  court,  advise  the  physician  promptly  of  any 
changes  in  the  time  of  his  needed  appearance, 
and  should  call  the  physician  as  a witness  upon 
his  arrival  at  court,  with  as  little  delay  as  pos- 
sible. 

(2)  The  physician  has  an  obligation  to  be  in 
court  at  the  time  requested.  He  should  recognize 
that  only  a true  emergency  will  excuse  his  non- 
attendance.  In  the  event  that  such  an  emergency 
does  arise,  he  should,  as  soon  as  possible,  notify 
the  lawyer  who  requested  his  appearance  in 
court  of  his  inability  to  be  in  court  at  the  ap- 
pointed time  and  also  advise  as  to  the  earliest 
time  he  will  be  available  to  testify. 

Subpoenas 

(1)  The  lawyer  should  determine  whether  or 
not  the  physician  should  be  served  with  a sub- 
poena. If  the  physician  is  to  be  served  with  a 
subpoena,  the  lawyer  should  advise  the  physician 
of  the  reason  for  serving  him ; for  example,  that 
service  of  a subpoena  is  necessary  to  lay  the 
foundation  for  a continuance  if  the  physician  is 
unable  to  attend  the  trial  due  to  an  emergency 
or  other  cause.  If  service  of  a subpeona  is  to  be 
had,  the  lawyer  should  advise  the  physician  in 
advance,  and  if  possible,  arrange  for  the  service 
of  the  subpoena  at  a time  and  place  satisfactory 
to  the  physician. 

(2)  The  physician  should  recognize  that  a 
lawyer  may  deem  it  necessary  to  subpoena  the 
physician,  and  that  the  physician  is  obliged  to 
answer  the  subpoena  as  any  other  citizen.  He 
should  cooperate  with  the  lawyer  with  regard  to 
the  time  and  place  of  service. 

Conduct  as  a Witness 

(1)  It  is  improper  for  a lawyer  to  attempt 
to  color  or  otherwise  influence  the  professional 
opinion  of  a physician. 

(2)  The  physician’s  testimony  should  be  un- 
biased and  given  in  terms  understandable  to 
the  jury.  He  should  be  prepared  to  testify  in 
detail  as  to  his  qualifications,  the  medical  facts 
in  the  case,  and  to  give  his  frank  and  honest 
medical  opinion  in  regard  thereto.  Technical  or 
medical  terms,  if  used,  should  be  carefully  and 
fully  explained.  The  physician  should  remember 
that  he  is  not  an  advocate  trying  a lawsuit,  nor 
should  he  feel  that  he  is  taking  sides  on  any 
particular  medical  issue  or  fact. 

A suggested  form  of  physician’s  lien  notice 
is  as  follows : 

Notice  of  Lien 

In  favor  of  John  M.  Jones,  M.D. 

1424  Chestnut  Street 
Springfield,  Illinois 


Dated  this day 

of , 19 .. 

TO : 


I am  advised  that , 

whose  address  is, , 

has  a claim,  right,  or  cause  of  action  against  you 
for  injuries  received,  resulting  from  an  accident 
or  on  about 

You  are  notified  that  I claim  a lien  upon  such 
claim,  right,  or  cause  of  action  for  reasonable 
charges  for  medical  services  rendered  said 

on  account 

of  said  injuries,  the  total  amount  of  such  lien 
not  to  exceed  one-third  (V3)  of  any  sums  due 
or  paid  to  such  injured  person  by  compromise, 
settlement,  or  satisfaction  after  the  satisfaction 
of  any  attorney’s  lien,  if  any. 

This  lien  is  claimed  pursuant  to  an  Act  pro- 
viding for  a lien  for  physicians  rendering  treat- 
ment to  injured  persons  approved  July  23,  1959 
(Chap.  82,  Sec.  101.1,  111.  Rev.  Stats.,  1959). 

Money  paid  in  settlement  of  this  claim  or  in 
settlement  or  payment  of  any  judgment  or  de- 
cree on  this  claim  is  subject  to  this  lien,  and 
before  making  settlement,  you  should  consult 
with  me  and  see  that  this  lien  is  satisfied. 


Signature 

(This  notice  to  be  served  on  both  the  injured 
person  and  the  parties  against  whom  such  claim 
or  right  of  action  exists,  by  certified  mail  or 
in  person.) 

Suggested  form  of  authorization  to  be  used 
by  lawyer : 

(Place) 

(Date) 

“I, , hereby 

authorize  and  direct  , 

my  attorney,  or  attorneys  to  pay  from  the  pro- 
ceeds of  any  recovery  in  my  case  to  Dr. 

the  reasonable 

amount  for  professional  services  in  the  treat- 
ment of  injuries  sustained  by  me  and/or  my 
wife  and/or  child  or  children,  as  the  case  may 

be,  in  an  accident  which  occurred  on 

, 19 , said  payment  to  in- 
clude professional  services  heretofore  rendered 
and  those  rendered  to  the  time  of  the  settlement 
or  other  disposition  of  my  case  for  the  treatment 
of  said  injuries,  and  fees  for  testifying  in 
court.” 

“I  further  authorize  said  Doctor  to  furnish 
said  Attorney  with  any  reports  he  may  request 
in  reference  to  my  injury.  I understand  that  this 
in  no  way  relieves  me  of  my  personal  responsi- 
bility to  pay  all  such  medical  charges.” 

Witness 

Signed  

Reprinted  from  Bulletin,  Sangamon  County  Medical  Society, 
March,  1963 
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There  is 
no  substitute 


for 


Here  in  Illinois  we  are  hard  at  work  helping  to 
preserve  the  voluntary  system  of  medical  care  . . . 
by  offering  the  best  and  most  practical  way  for 
people  of  all  ages  to  help  themselves  finance 
health  care. 

Today  . . . one  out  of  every  four  persons  in  Illi- 
nois . . . over  age  65  . . . belongs  to  this  Blue  Shield 
Plan.  Our  special  Senior  Citizen  program  has 
been  made  possible  by  the  cooperation  of  more 
than  7,000  physicians  throughout  the  state  . . . 
who  are  participating  physicians  and  have  agreed 
to  accept  its  allowances  as  payment-in-full  for 
senior  citizens  with  limited  incomes.  Your  cooper- 
ation in  serving  our  members  is  appreciated  by  us 
and  the  people  whose  care  is  our  mutual  concern. 

BLUE  SHIELD  MEDICAL-SURGICAL  PLAN. 

OF  ILLINOIS  MEDICAL  SERVICE 

BLUE  CROSS  PLAN  FOR  HOSPITAL  CARE 
OF  HOSPITAL  SERVICE  CORPORATION 
Headquarters : 425  N.  Michigan  Avenue,  Chicago 
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TAKE  5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHE  ARM- 
UNCAP  A TINE  TEST- 
PRESS— DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7899-4 
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Announcement 


COOK  COUNTY 


Graduate  School  ol  Medicine 

CONTINUING  EDUCATION  COURSES 
Starting  Dales  — 1964 


Bulletin  on  Treatment  of  Toxicity 
Due  to  Organic  Phosphates  with 
Protopam  Chloride 


Anesthesia,  Inhalation,  Endotracheal,  Regional, 
by  appointment 

Principles  of  Operative  Surgery,  Two  Weeks,  Sept.  14 
Basic  principles  in  General  Surge»ry,  Two  Weeks,  August  24 
Beard  Review  Course  in  Surgery,  Part  I,  November  9 
Proctoscopy  & Sigmoidoscopy,  One  Week,  Aug.  10,  Sept.  14 
Varicose  Veins,  One  Week,  August  10,  September  14 
Fractures  & Traumatic  Surgery,  Two  weeks,  September  21 
Gynecology,  Office  & Operative,  Two  Weeks,  October  12 
Vaginal  Surgery,  One  Week,  August  10,  Sept.  14 
Obstetrics,  General  & Surgical,  Two  Weeks,  September  21 
Beard  Review  Course  in  Gyn-Ob,  Two  Weeks,  October  26 
Fluids  & Electrolytes,  One  Week,  August  17 
Pediatric  Surgery,  One  Week,  September  21 
Hand  Surgery,  One  Week,  September  28 
Surgery  of  Stomach  & Duodenum,  One  Week,  Sept.  21 
Thoracic  Surgery,  One  Week,  September  28 
Board  Review  Course  in  Medicine,  Part  I,  September  21; 

Part  II,  November  30 

Surgery  of  Face,  Neck  & Mouth,  One  Week, 

September  28 

s/r'.';7'  ' 

Information  concerning  numerous  other 
continuation  courses  available  upon  request. 

TEACHING  FACULTY 
Attending  Staff  of 
Cook  County  Hospital  AP 
Address:  Registrar,  707  South  Wood  Street 
Chicago,  Illinois  60612 


CONSIDER  NOW 


THE  APPROVED  GROUP  DISABILITY  PLAN 
AVAILABLE  TO  MEMBERS  OF  THE  ILLINOIS 
STATE  MEDICAL  SOCIETY 

TOTAL  DISABILITY  CAN  BE  COSTLY 
Review  Your  Needs  Today 
Amounts  Available  up  to 
$250.00  Weekly 

SPECIAL  FEATURES 

• SICKNESS  BENEFITS  TO  AGE  65  PLAN 
• THREE  EXCELLENT  PLANS  TO 
CHOOSE  FROM 

• CONVERSION  PLAN  AVAILABLE 
AT  AGE  70 

• LOW  RATES  UNDER  A 
}{  TRUE  GROUP  POLICY 

CALL  OR  WRITE 


^E  S T A,B  LIS  H E D 1901 

V / ADMINISTRATORS 

9933  LAWLER  AVENUE  PHONES  679-1000 

SKOKIE.  ILLINOIS  583-0800 
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The  Illinois  Department  of  Public  Health, 
through  its  Bureau  of  Hazardous  Substances 
and  Poison  Control,  has  recently  alerted  poison 
control  centers  and  hospital  emergency  depart- 
ments of  the  availability  of  Protopam  (Prali- 
doxime)  Chloride,  for  the  emergency  treatment 
of  toxicity  due  to  parathion,  malathion,  and 
other  pesticides  and  chemicals  of  the  class 
known  technically  as  organic  phosphate  esters. 

Actions  and  Uses:  Reactivates  cholinesterase; 
antidote  for  poisoning  or  overdosage  due  to 
pesticide  or  medicinal  anticholinesterage  agents. 

The  most  important  action  of  Protopam  (Prali- 
doxime)  Chloride  is  to  relieve  paralysis  of  the 
muscles  of  respiration.  In  pesticide  poisoning, 
atropine  is  always  used  along  with  Protopam 
JT(  Pralidoxime)  to  dry  secretions  and  improve 
central  respiratory  function. 

How  Supplied: 

? if. 

(a)  Emergency  Kit  containing  20  ml.  vial 

~ with  1,000  mg.  of  sterile  powder,  20  ml. 
vial  of  Sterile  Water  for  Injection, 
U.S.P.,  sterile,  disposable  20  ml.  syringe,  j • 
1XA  inch,  21  gauge  needle,  and  alcohol  [ 
swab.  I 


(b)  Hospital  package  containing  six  1,000 
mg.  vials  of  powder  without  diluent, 
syringe,  needle,  or  swab. 

(c)  Bottles  of  100  tablets,  500  mg.  each. 

Many  pesticides  exert  their  harmful  effects 
by  inactivating  cholinesterase,  a natural  body 
enzyme  which  is  present  in  all  nerves  and 
muscles  and  is  essential  to  life.  It  is  the  job  of 
cholinesterase  to  destroy  acetylcholine,  a sub- 
stance which  the  body  uses  to  bridge  the  gap 
in  its  system  of  communications  between  nerves 
and  muscles.  The  pesticides  allow  acetylcholine 
to  accumulate  and  this  produces,  at  first,  inces- 
sant, uncoordinated  twitching  of  muscles  and, 
finally,  complete  paralysis.  Death  follows  quickly 
when  paralysis  reaches  the  muscles  of  the  chest 
which  control  respiration.  Injection  of  Protopam 
reactivates  the  damaged  cholinesterase  and 
quickly  corrects  the  disorder.  Many  lives  have 
already  been  saved  by  prompt  use  of  this 
antidote. 

In  a recent  release,  the  Illinois  Department 
of  Public  Health,  quoting  from  the  Bulletin  of 
the  National  Clearinghouse  for  Poison  Control 
Centers,  issued  the  following  statement  concern- 
( Continued  on  page  268) 
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Ridgeway 


• a non-profit  hospital  for  the  emotionally  ill 


10  minutes  from 
Chicago’s  Loop 


ANNOUNCING  a comprehensive  treatment 
program  for  emotionally  disturbed  adoles- 
cents, including  fully  accredited  school 
facilities  on  the  premises,  and  special 
occupational  and  recreational  programs. 


For  information,  contact:  THE  ADMINISTRATOR 
THE  RIDGEWAY 


• beautiful,  new,  completely 
air-conditioned,  ultra-modern 

• offering  psychotherapy  and  somatotherapy 

• approved  by  all  group  insurance  plans. 


520  N.  Ridgeway  Ave.  • Chicago  24,  Illinois  • Phone  722-3113 


BELLEVUE  PLACE  || 

For  ;j 

NERVOUS  and  MENTAL  ji 

DISEASES 

★ s 

Edward  Ross,  M.D.,  Medical  Director  $ 

BATAVIA  PHONE  \ 

ILLINOIS  TRemont  9-1520  * 


dry rj  pitchy 
skin 


the  most  widely  used 

THERAPEUTIC  BATH  OIL 

also  available:  SARDOETTES 

disposable  compresses  impregnated 
withSARDO 


Sardeau,  Inc.,  Dept.  1L4S 

845  Third  Ave.,  New  York,  N.  Y.  10022 

Please  send  samples 


street  _ 
city  — 


. zone state  _ 


i 

Pat.  Pend.  T.M.©  1964  by  Sardeau,  Inc. 
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(Continued  from  page  266) 
ing  the  “Dangers  from  Organic  Phosphate” : 

“Recently,  in  South  Carolina,  a member  of  a 
farm  supply  company  was  lifting  a sack  of 
parathion  crop  insecticide  onto  a shelf  above  his 
head.  The  sack  broke  and  spilled  on  his  face  and 
hands.  Death  resulted  in  a few  hours.  Because 
organic  phosphate  insecticides  are  highly  toxic 
when  absorbed  into  the  system  from  ingestion, 
inhalation,  or  skin  absorption,  it  is  impossible 
to  say  which,  if  not  all,  of  these  routes  caused 
his  death. 

“This  incident  involving  a broken  container 
immediately  was  reminiscent  of  the  one  in 
which  six  children  were  poisoned  in  Fresno, 
California,  in  1961.  This  accident  resulted  when 
a shipment  of  blue  jeans  was  saturated  with  an 
organic  phosphate  which  had  spilled  from  a 
punctured  container  while  in  transit.  This  il- 
lustrates that  it  is  necessary  to  handle  organic 
phosphate  insecticides  with  the  greatest  of  pre- 
cautions irrespective  of  the  container  being  a 
sack,  bag,  can,  or  drum. 

“Past  experience  even  with  empty  containers 
should  increase  our  precautions.  An  empty 
burlap  bag  that  had  been  saturated  with  para- 


thion caused  the  death  of  two  youngsters  and 
the  serious  illness  of  two  others  when  the  chil- 
dren improvised  the  bag  as  a swing.  Six  other 
boys  were  reported  to  be  poisoned  when  they 
absorbed  the  residue  of  parathion  that  was  on 
the  bottom  of  some  empty  bottles  which  they 
were  breaking  against  a wall. 

“The  problem  of  destroying  these  containers 
is  a real  one.  For  example,  the  burning  of 
flammable  containers  involves  the  possibility  of 
the  organic  phosphates  being  in  the  smoke.  Yet, 
because  the  potential  danger  is  so  great,  some 
disposition  is  necessary ; and  this  involves 
proper  destruction  of  the  containers.  One  point, 
of  paramount  importance,  is  that  the  containers 
not  be  reused,  under  any  circumstances.  A re- 
view of  this  problem  in  the  Archives  of  En- 
vironmental Health  recommends  that  metal 
drums  be  rinsed  twice,  destroyed  by  crushing 
and  buried. 

“Since  these  products  are  highly  toxic,  anyone 
so  exposed  should  seek  medical  attention  im- 
mediately,” the  report  states. 

Further  information  on  the  product  is  avail- 
able from  Campbell  Pharmaceuticals,  Inc.,  254 
West  31st  St.,  New  York,  N.Y. 

-J 


...excessive 

endogenous  insulin  acts 
to  stimulate  lipogenesis 
and  weight  gain1,3,4 


...insulin  acts  in  adipose  tissue 
via  hexose  monophosphate 
shunt,  principal  path  of  glucose 
conversion  to  storage  fat1 4 


...fasting  serum  levels 
of  insulin  are  usually 
normal,  postprandial 
levels  excessive1 3 


Twenty  Six  Clinics  for  Crippled  Children 
Listed  for  September 

Twenty  six  clinics  for  Illinois’  physically 
handicapped  children  have  been  scheduled  for 
September  by  the  University  of  Illinois,  Divi- 
sion of  Services  for  Crippled  Children.  The 
Division  will  count  19  general  clinics  providing 
diagnostic  orthopedic,  pediatric,  speech,  and 
hearing  examination  along  with  medical  social, 
and  nursing  service.  There  will  be  four  special 
clinics  for  children  with  cardiac  conditions  and 
rheumatic  fever,  and  three  for  children  with 
cerebral  palsy.  Clinicians  are  selected  from 
among  private  physicians  who  are  certified 
Board  members.  Any  private  physician  may 
refer  to  or  bring  to  a convenient  clinic  any  child 
for  examination  or  consultative  services. 

The  September  Clinics  are: 

September  2 — Carmi— Carmi  Township  Hos- 
pital 

September  2 — Rock  Island  Cerebral  Palsy — 
Foss  Home,  3808  Eighth  Av- 
enue 

September  2 — Hinsdale — Hinsdale  Sanitarium 


September  3 — Effingham  General — St.  An- 
thony Memorial  Hospital 

September  3 — Sterling — Community  General 
Hospital 

September  3 — Peoria  Cerebral  Palsy— Roose- 
velt School 

September  4 — Chicago  Heights  Cardiac — St. 
James  Hospital 

September  8 — -East  St.  Louis— Christian  Wel- 
fare Hospital 

September  8 — Peoria  General  — Children’s 
Hospital 

September  9 — Champaign-Urbana — M cKinley 
Hospital 

September  9 — Joliet — Silver  Cross  Hospital 

September  10 — Springfield  General — St.  John’s 
Hospital 

September  10 — Anna — Anna  Community  Hos- 
pital 

September  15 — Alton  General — Alton  Memo- 
rial Hospital 

September  16 — Jacksonville — Our  Saviour’s 
Hospital 

(Continued  on  page  270) 


y diabetic 

IDBI  lowers  high  blood 
acts  igars  without  promoting 
a t synthesis,  encourages 
ladual  weight  loss2'9 


to  manage  the  overweight  stable  adult  diabetic  unresponsive  to  diet  alone 


DBi:  DBI-TD 

tablets  25  mg.  timed-disintegration  capsules  50  mg. 

BRAND  OF  PHENFORMIN  HCI 

DBI  promotes  glucose  utilization  via  the  physiologic  Embden-Meyerhof  pathway.., 
reduces  high  blood  sugars,  lowers  toward  normal  elevated  blood  insulin  levels,  encour- 
ages gradual  weight  reduction.  For  the  ketoacidosis-prone  diabetic,  however,  insulin 
is  still  the  essential  hypoglycemic  agent. 

side  effects:  Gastrointestinal,  occurring  more  often  at  higher  dosage  levels,  abate  promptly1 
upon  dosage  reduction  or  temporary  withdrawal,  precautions:  Occasionally  an  insulin- 
dependent  patient  will  show  “starvation”  ketosis  (acetonuria  without  hyperglycemia)  which 
must  be  differentiated  from  “insulin-lack”  ketosis  which  is  accompanied  by  acidosis,  and 
treated  accordingly.  Lactic  acidosis  has  been  reported  in  non-diabetics  and  diabetics  treated 
with  insulin,  with  diet,  and  with  DBI.  Question  has  arisen  regarding  possible  contribution 
of  DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and  azotemia  and  also  those  with 
severe  hypotension  secondary  to  myocardial  or  bowel  infarction.  Periodic  B.  U.  N.  determina- 
tions should  be  made  when  DBI  is  administered  in  the  presence  of  chronic  renal  disease. 
DBI  should  not  be  used  when  there  is  significant  azotemia.  Any  cardiovascular  lesion  that 
could  result  in  severe  or  sustained  hypotension,  which  may  itself  lead  to  development  of  lactic 
acidosis,  should  be  considered  cause  for  immediate  discontinuation  of  DBI  at  least  until 
normal  blood  pressure  has  been  restored  and  is  maintained  without  vasopressors.  Should 
lactic  acidosis  occur  from  any  cause,  vigorous  attempts  should  be  made  to  correct  circulatory 
collapse,  tissue  hypoxia,  and  pH.  contraindications:  Severe  hepatic  disease,  renal  disease  with 
uremia,  cardiovascular  collapse.  Not  recommended  without  insulin  in  acute  complications  of 
diabetes  (metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery),  pregnancy  warning: 
During  pregnancy,  until  safety  is  proved,  use  of  DBI,  like  other  oral  hypoglycemic  drugs,  is 
to  be  avoided.  Consult  product  brochure  for  full  information. 


1.  Gordon,  E.S.:  Metabolism  11:819,  1962.  2.  Grodsky,  G.M.  et  al.:  Metabolism  12:278,  1963. 
3.  Weller,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  4.  Sadow,  H.S.:  Metabolism  12:333,  1963, 
5.  Faludi,  G.:  J.  Am.  Med.  Women's  Assoc.  18:722,  1963.  6.  Faludi.  G.:  Geriatrics  18:452,  1963. 
7.  Williams,  R.H.:  Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Phila.,  1962,  p.  610.  8.  Weller,  C.  and 
Linder,  M.:  Am.  Therap.  Soc.,  June  1963.  9.  Moss,  J.  M.  et  al.:  Med.  Times,  July  1964. 


U.  S.  vitamin  & pharmaceutical  corp.  • 800  Second  Ave.,  New  York,  N Y.  10017 
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In  Diabetes... 

wine  9 

...why  not' 


The  ancients 
recommended  it . . . 

“Sixteen  hundred  years  before  the  discovery  of 
insulin,  Aretaeus  the  Cappadocian . . . described 
diabetes  and  used  wine  in  its  treatment . . .” 

— S.  P.  Lucia, “A  History  of  Wine  as  Therapy,” 
Lippincott,  1963. 

So  do  modern 
physicians... 

. . wine  can  be  safely  and  usefully  included  in 
the  diet  of  very  large  segments  of  the  diabetic 
population.” 

— “Alcohol  and  Civilization,”  McGraw-Hill, 
1963. 

“. . . in  diabetic  patients . . . wine  probably  con- 
tributed to  the  maintenance  of  reasonably  low 
blood  sugar  levels.” 

— Lolli,  G.:  Quarterly  Jl.  Studies  on  Alcohol, 
Sept.  1963. 

'The  fermented  juice  of  the  grape  is  the  oldest 
medicine  known  to  man.  (It  is  also  one  of 
the  most  delightful.)*  It’s  an  unparalleled 
mild  sedative  ...  a tranquilizer  ...  a tonic 
. . . of  value  in  convalescence  and  in  old  age. 

This  coupon  will  bring  you  an  informative 
booklet — “Uses  of  Wine  in  Medical  Practice.” 

WINE  ADVISORY  BOARD 

California  State  Department  of  Agriculture 
717  Market  Street,  San  Francisco  3,  California 

r 1 

| Please  send  free  copy  of  "Uses  of  Wine  in  Medical  Practice.”  S 

! i 

| Name | 

r.  Address 

1 City State I 

‘j  □ Also  send  recipe  booklet.  I 


*P.S. — With  your  own  steak,  tonight,  try  a 
California  burgundy.  At  bedtime,  try  a glass 
of  port — a food  in  liquid  form.  Check  the 
coupon  for  a booklet  on  the  gastronomic 
delights  of  California  wines. 


September 

September 

September 

September 

September 

September 

September 

September 

September 

September 

September 


16 —  Evergreen  Park — Little  Com- 
pany of  Mary  Hospital 

17 —  Rockford — Rockford  Memorial 
Hospital 

17 — Decatur  — Decatur  & Macon 
Co.  Hospital 

17 —  Elmhurst  Cardiac  — Memorial 
Hospital  of  DuPage  Co. 

18 —  Chicago  Heights  Cardiac — St. 
James  Hospital 

22 —  Peoria  General  — Children’s 
Hospital 

23 —  Centralia — St.  Mary’s  Hospital 
23 — Springfield  Cerebral  Palsy 

(P.M.) — Memorial  Hospital 

23 —  Elgin — Sherman  Hospital 

24 —  Effingham  Rheumatic  Fever  & 
Cardiac — St.  Anthony  Memo- 
rial Hospital 

24 — Sparta  — Sparta  Community 
Hospital 


Illinois  Physicians  Active  at  AMA  Meeting 

Dr.  Leo  P.  A.  Sweeney,  chairman  of  the  Illi- 
nois delegation  to  the  A.M.A.,  reported  that 
many  members  of  Illinois  State  Medical  So- 
ciety participated  in  the  San  Francisco  conven- 
tion of  AMA,  held  June  21-25. 

Illinois  physicians  elected  to  offices  were  Wal- 
ter C.  Bornemeier,  Chicago,  re-elected  vice 
speaker  of  the  AMA  House  of  Delegates;  May- 
nard Shapiro,  Chicago,  alternate  delegate,  Sec- 
tion on  General  Practice ; Paul  H.  Holinger, 
Chicago,  delegate,  section  on  Laryngology, 
Otology  and  Rhinology;  Benjamin  Boshes,  Chi- 
cago, alternate  delegate,  Section  on  Nervous 
and  Mental  Diseases;  John  P.  Waitkus,  Chi- 
cago, alternate  delegate,  Section  on  General 
Surgery;  Henry  A.  Holle,  Chicago,  alternate 
delegate,  Section  on  Preventive  Medicine;  Carl 
E.  Clark,  Sycamore,  chairman  of  Advisory 
Committee  to  the  American  Association  of 
Medical  Assistants. 

Chicagoans  elected  to  posts  with  the  American 
College  of  Chest  Physicians  were:  William  E. 
Adams,  second  vice  president;  Albert  H.  An- 
drews, treasurer,  and  Karl  H.  Pfuetze,  assistant 
treasurer. 

In  addition  to  those  elected  to  office,  21  Illi- 
nois men  won  exhibit  awards,  four  appeared  on 
the  Council  Postgraduate  programs,  and  one 
was  awarded  a prize  in  the  art  show. 
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Mental 

Custodial 


Day  Care 
and  Mental 
Health  Clinic 

Est.  1909 

RESTHAVEN 

This  modernly  equipped  institution  located  in  the  beautiful  Fox  River 
Valley  35  miles  west  of  Chicago,  cooperates  with  physicians  to  the  full- 
est extent. 

It  provides  accommodations  for  100  patients  in  single  and  double 
rooms.  Resthaven  accepts  patients  as  guests,  voluntary,  and  committed 
by  court. 

RESTHAVEN  HOSPITAL,  600  VILLA  ST.,  ELGIN,  ILL. 

Phone:  SH  2-0327 

^llllllllllllllllllllllflllllllllllllllllflllllllllllllllllllllfH^ 

| $15,000.00  | 

| MAJOR  HOSPITAL  AND  j 
I NURSE  EXPENSE  INSURANCE  j 

mm 

Available  to  Members  of  The 
ILLINOIS  STATE  MEDICAL  SOCIETY 

This  Catastrophic  Hospital  and  Nurse  Ex- 
pense Plan  Makes  up  to  $15,000.00  Avail- 
able for  You  and  Your  Dependents. 

$300.00  OR  $500.00  DEDUCTIBLE  PLAN 
80/20  CO-INSURANCE 

This  Plan  is  Ideal  Basic  or  Supplementary 
Insurance  to  Any  Existing  Hospital  Plan. 


9933  LAWLER  AVENUE  PHONES  679-1000 

SKOKIE.  ILLINOIS  583-0800 


PESTICIDE? 
POISONING  ! 


PROTOPAM®  CHLORIDE 

(PRALIDOXIME  CHLORIDE)  injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  poisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion,  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
of  protopam  (pralidoxime)  at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended, at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

in  emergencies:  telephone  212  AL  4-1140. 

CAMPBELL  PHARMACEUTICALS,  INC. 

121  EAST  24th  ST.  NEW  YORK,  N.Y.  10010 
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WHEN 

CONGESTION 
MOVES  down 


HYCOMINE' 

SYRUP 

Each  teaspoonful  (5  cc.)  contains: 

Hyeodan® 

Hydrocodone  bitartrate 5 mg. 

(Warning:  May  be  habit  forming) 

Homatropine 

methylbromide  1.5  mg. 

Pyrilamine  maleate 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride  60  mg. 

Sodium  citrate  85  mg. 

(with  methylparaben  0.13%  and 
propylparaben  0.02%  as  preservatives) 

in  a highly  palatable 
cherry -flavored  vehicle 

antitussive  • antihistaminic 
decongestant  • expectorant 

treats  the  multiple 
symptoms  of  the 

GOUGH/GOLD 

syndrome 


S 6.5  mg. 
...  12.5  mg. 


• arrests  both  productive  and  nonproduc- 
tive cough  • decongests  the  airways  • 
liquefies  secretions  responsible  for  irrita- 
tion • provides  prompt  symptomatic  relief 
of  allergic  symptoms  • is  well  tolerated  • 
rarely  causes  constipation 


DOSAGE:  Average  adult  dose  — 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6-12  years, 
Vz  teaspoonful ; 3-6  years,  14  teaspoonful ; 1-3  years, 
10  drops ; 6 months  to  1 year,  5 drops.  Administer 
after  meals  and  at  bedtime  with  food.  On  oral  Rx 
where  state  laws  permit. 


CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  hydro- 
chloride and  in  those  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arteriosclero- 
sis. In  these  patients  the  use  should  not  exceed  three 
days.  Hyeomine*  Syrup  is  generally  well  tolerated 
but  in  some  patients  drowsiness,  dizziness  or  nausea 
may  occur. 

*U.S.  Pat.  2,630,400 
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Garden  City,  New  York 
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SEE  IT  FROM  '360' 


By  Robert  L.  Richards 
Executive  Administrator 


Presenting  Speeches  and  Ideas 


Most  of  us  must  sell  others  on  ideas.  Our 
speech  making  may  be  done  before  a service 
club,  an  executive  group,  an  operating  commit- 
tee, a Board  of  Trustees,  or  the  membership  of 
our  organizations.  I am  told  that  we  should  ac- 
cept the  modern  definition  of  a speech  as  “a  well 
planned  conversation  before  a group.”  The  re- 
mainder of  this  column  will  be  devoted  to  a 
brief  discussion  of  the  service  which  is  now 
available  to  county  medical  societies  on  a 
planned  basis  from  the  Smith  Kline  and  French 
Laboratories’  New  Speech  Training  Service, 
which  is  a program  designed  to  help  profes- 
sional organizations  in  the  health  field  to  form 
public  speaking  and  public  relations  programs. 

Speaking  does  make  a difference.  Accumula- 
tive experience  of  many  organizations  is  con- 
vincing evidence  that  a public  speaking  pro- 
gram aimed  at  the  “grass  roots”  can:  (1)  aid 
in  establishing  a more  favorable  public  image 
of  the  organization  and  its  programs;  (2)  help 


combat  restrictive  legislation;  (3)  obtain  sup- 
port for  legislation,  in  the  health  field;  (4)  en- 
able members  of  the  organization  to  maintain 
regular  contact  with  the  public  whom  they 
serve  and  depend  on  for  support;  and  (5)  in- 
crease the  number  and  effectiveness  of  those 
individuals  speaking  out  on  behalf  of  the  health 
team. 

A typical  SKF  training  seminar  lasts  two  days 
and  involves  24  participants.  Experience  shows 
that  this  type  of  program  offers  the  best  results. 
Shorter  seminars  and  larger  groups  can  be  ac- 
commodated if  necessary.  Included  in  the  typ- 
ical agenda  is  instruction,  and  intensive  indi- 
vidual participation  in  the  preparation  and 
presentation  of  speeches,  the  use  of  visual  aids, 
handling  questions  and  answer  session,  and  the 
mechanics  of  operating  a speakers  bureau. 

If  you  are  interested,  you  are  invited  to  con- 
tact the  speech  training  service  of  Smith  Kline 
and  French  Headquarters,  Philadelphia  1,  Pa. 


> 
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INTRODUCTION  / J.  Ernest  Breed,  M.  D. 

Fantastic  advances  are  being  made  in  all 
fields  of  medicine.  It  is  difficult  for  a physician 
to  keep  informed  of  the  newer  knowledge 
except  in  his  field  of  special  interest.  That 
his  patients  may  benefit,  however,  it  is  vital 
that  he  have  information  on  the  new  accom- 
plishments in  other  fields. 

In  the  past  two  decades  the  field  of  radi- 
ology has  experienced  so  many  changes  that 
it  appears  appropriate  to  present  a series  of 
short  articles,  designed  to  orient  physicians 
on  the  present  radiologic  possibilities  and  of 
the  trends  for  the  future. 

When  the  atomic  bombs  exploded  over 
Nagasaki  and  Hiroshima,  it  changed  the 
course  of  all  future  wars  and  the  reverbera- 
tions of  these  explosions  have  affected  most 
of  mans  activities.  Political,  social,  and  moral 
concepts  are  still  in  a nebulous  state  with 
changes  occurring  daily. 

In  medicine  the  discipline  of  radiology 
received  the  greatest  shock  as  the  atomic 
bomb  is  a child  of  nuclear  physics,  and  its 
radiations  of  various  kinds  constitute  great 
promise,  as  well  as  a great  threat,  to  society. 
The  radiations  of  particidar  interest  to  the 
radiologist  are  ionizing  electromagnetic  rays 
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( x-rays  and  gamma  rays)  and  particle  radia- 
tions (alpha  rays,  beta  rays,  proton  beams, 
neutrons,  etc.).  We  have  learned  that  by 
botnbarding  stable  elements  with  some  of  the 
particles  we  can  make  isotopes  of  these  ele- 
ments and  even  transmute  one  element  into 
another.  Many  of  these  new  unstable  isotopes 
will  in  turn  discharge  gamma  rays  and  some 
even  throw  out  particles  of  matter. 

In  the  past  twenty  years  radiologists  work- 
ing with  nuclear  physicists,  geneticists,  physi- 
ologists, pathologists,  and  a host  of  others 
have  been  trying  to  integrate  the  newer  knowl- 
edge into  medical  practice.  Information  in- 
creases daily  from  innumerable  research 
sources,  so  that  the  medical  uses  of  radiant 
energy  are  in  a constant  state  of  flux. 

The  newer  went geno graphic  procedures 
are  additive  to  our  wealth  of  diagnostic 
acumen  and  at  times  they  are  almost  revolu- 
tionary. The  incorporation  of  the  radioactive 
isotopes  and  megavoltage  radiations  obtained 
from  particle  accelerators  have  added  greatly 
to  our  therapeutic  armamentarium  but  have 
not  replaced  conventional  x-radiation  nor 
radium  therapy  as  our  major  therapeutic  tools. 

Although  the  radioactive  isotopes  are  a 
part  of  radiology,  they  are  also  useful  in  other 
fields.  They  are  indispensable  to  research 
workers  in  many  areas.  Most  of  the  disciplines 
of  medicine  have  utilized  them  in  new  diag- 
nostic tests  and  here  their  future  is  indeed 
brilliant. 

The  purpose  of  this  symposium  is  to  present 
in  brief  and  simple  form  pertinent  and  up  to 
date  information  that  is  essential  for  all  physi- 
cians if  their  patients  are  to  be  benefitted  by 
present  day  techniques  in  radiology. 
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NUCLEAR  PHYSICS  / Leonidas  D.  Marinelli,  M.A. 


During  the  first  quarter  of  this  century, 
many  physicists  were  greatly  concerned  with 
exploring  the  nature  of  the  atom.  Their  efforts 
established  that  the  atom  was  composed  of  a 
central,  small,  exceedingly  dense  and  posi- 
tively charged  nucleus  surrounded  by  oppo- 
sitely charged  electrons  of  equal  total  charge 
but  of  much  lighter  weight,  orbiting  at  rela- 
tively large  distances  from  it.  This  extensive 
effort  of  clarification  followed,  rather  than  pre- 
ceded, the  immediate  use  of  x-rays  by  the 
medical  profession  after  Roentgen’s  discovery 
and  the  use  of  gamma  rays  from  radium,  soon 
after  its  isolation  by  the  Curies.  In  time  it  was 
recognized  that  x-rays  were  produced  by  inter- 
fering with  the  motion  of  electrons,  whereas 
gamma-rays  originated  in  those  nuclei  which 
underwent  natural  radioactive  decay. 

Inquiries  into  the  structure  of  the  nucleus 
were  started  before  the  study  of  the  extra- 
nuclear  portion  of  the  atom  was  completed. 
They  consisted  in  attempts  to  disrupt  the  nu- 
cleus by  bombarding  it  with  either  the  gamma, 
beta,  or  alpha  rays  emitted  by  the  natural  ra- 
rioactive  substances  available  at  the  time.  This 
experimental  procedure,  which  led  to  the  first 
nuclear  transformation  by  Rutherford  in  1919, 
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was  used  with  renewed  vigor  in  the  early  thir- 
ties and  led  to  the  discovery  of  the  existence 
of  the  neutron  (1932)  and  of  artificial  radio- 
activity (1934).  At  the  same  time  it  was  es- 
tablished that  the  nucleus  could  also  be  dis- 
rupted by  bombardment  with  protons  and 
deuterons  accelerated  by  artificial  means 
(atom  smashing). 

The  existence  of  the  neutron  led  to  the  very 
important  realization  that  the  nucleus  was 
made  of  neutrons  and  protons,  the  latter  bal- 
ancing the  charge  of  the  orbital  electrons;  it 
also  gave  physicists  one  tool  which  could  pen- 
etrate the  nucleus  much  more  easily  than  other 
particles  because,  being  devoid  of  charge,  the 
neutron  was  not  repelled  by  it.  At  the  same 
time,  ingenious  developments  in  accelerating 
equipment  permitted  the  use  of  bombarding 
particles  of  energy  sufficient  to  overcome  the 
nuclear  repulsion  and  to  interfere  with  the 
inner  components  of  the  nucleus. 

Since  then,  our  concept  of  the  nucleus  has 
evolved  rapidly  to  clarify  the  objectives  of 
these  “impact”  experiments  which  produce 
nuclear  transformations  and  to  suggest  suc- 
cessive theories  attempting  to  describe  the 
“debris”  produced  during  these  experiments. 

Nuclear  models  have  come  and  gone  as  the 
range  and  detail  of  experimental  facts  have 
accumulated  at  a steadily  increasing  pace.  The 
first  to  appear  was  the  “liquid  drop”  or  statisti- 
cal model  of  Rohr  which  accounted  qualita- 
tively for  the  reactions  initially  observed;  to 
this  day  it  can  still  be  considered  to  give  a 
simplified  view  of  how  a heavy  nucleus  be- 
haves when  disturbed  by  a moderately  ener- 
getic probing  particle.  This  model  became  in- 
adequate as  particles  of  increasing  energy 
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came  into  use  in  nuclear  investigations;  a more 
acceptable  nuclear  “shell  model”  followed 
which  endeavored  to  systematize  the  neutrons 
and  protons  in  the  nucleus  in  terms  analogous 
to  those  used  to  describe  the  distributions  of 
electrons  in  the  atom.  In  a way  it  can  be  said 
that  the  shell  model  has  restored  individuality 
to  the  nucleus. 

No  theory  of  the  nucleus  exists  today  that  is 
completely  in  accord  with  all  experimental  in- 
formation available;  both  the  “liquid  drop”  and 
“nuclear  shell”  models  complement  each  other 
without  offering  a unifying  concept.  Never- 
theless, successive  models  termed  the  “collec- 
tive” model  and  the  “optical”  model  are  being 
considered  today  to  account  for  collective  os- 
cillations observed  in  the  heavier  nuclei  and 
for  the  semi-transparency  that  the  nucleus  pre- 
sents to  particles  of  very  high  energy. 

Efforts  to  transform  the  heaviest  nuclei  by 
the  addition  of  neutrons  led  to  the  discovery, 
in  1939,  of  fission,  a reaction  which  differs 
from  ordinary  decay  or  other  more  prevalent 
transformations  by  the  fact  that  certain 
heavy  nuclei  break  up  into  two  or  at  most 
three  heavy  fragments  with  the  production  of 
very  large  amounts  of  energy.  This,  of  course, 
is  the  phenomenon  utilized  in  detonations  and 
“atomic”  power-stations.  The  addition  of  neu- 
trons to  nuclei  has  also  led  to  the  creation  of 
nearly  a dozen  elements  heavier  than  uranium. 
Other  surprises  were  to  await  the  workers  in 
these  fields,  such  as  spontaneous  fission  of 
some  of  these  elements  and  the  discovery  of 
reactions  believed  to  take  place  in  special  cat- 
egories of  stars. 

The  increase  in  the  energy  of  the  probing 
particles  has  led  to  the  discovery  of  fine  debris 


called,  with  the  passage  of  time,  first  elemen- 
tary and  later  “strange”  particles.  Their  num- 
ber, within  a little  more  of  a decade,  has 
increased  from  three  (/x,  ir,  mesons,  and  neu- 
trons) to  about  one  hundred  today.  These 
particles,  believed  to  be  the  shattered  glue  of 
the  nucleus,  are  being  extensively  investigated 
by  “high  energy  physics”  whose  tools  are  gen- 
erators of  protons  propelled  at  energies  as 
high  as  thirty  billion  volts,  comparable  to  the 
energies  observed  in  particles  which  compose 
cosmic  radiation. 

What  will  these  high  energy  investigations 
mean  to  medicine?  This  is  difficult  to  predict, 
but  the  suggestion  has  already  been  made  that 
the  use  of  one  of  these  particles  (the  ir  meson) 
could  lead  to  more  desirable  energy  distribu- 
tion in  the  treatment  of  deep-seated  cancer. 

For  the  time  being,  the  artificial  creation  of 
radioactive  isotopes  for  practically  every  ele- 
ment of  the  periodic  table  has  endowed  the 
medical  profession  with  a wealth  of  material 
which  still  remains  to  be  exhaustively  ex- 
plored for  the  best  results  in  diagnosis  and 
therapy.  More  important,  perhaps,  is  the  ap- 
plication of  these  radioactive  elements  to  the 
fields  of  pharmacological  and  biochemical  re- 
search, with  its  attendant  benefits  in  the  clar- 
ification of  diagnosis  and  in  prevention  and/ or 
treatment  of  disease.  It  should  be  realized 
that  by  making  some  elements  radioactive  by 
neutron  bombardment  in  nuclear  reactors — 
namely  by  “activation”  analysis — it  has  also 
become  possible  to  measure  extremely  small 
amounts  of  materials  in  biological  specimen. 
This  technique  is  bound  to  elucidate  the  move- 
ment of  tracer  elements  in  the  biosphere. 
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RECENT  ADVANCES  IN  RADIATION  BIOLOGY  / E.  L.  Powers,  Ph.D. 


Biological  organisms  respond  to  very  small 
inputs  of  energy  in  the  form  of  x-  or  y-rays, 
e.g.,  death  of  a man  can  be  caused  by  a dose 
(energy  randomly  distributed  in  the  body)  of 
X-rays  that  causes  a temperature  rise  of  only 
part  of  one  degree,  well  within  physiological 
limits.  What  is  so  special  about  this  inter- 
action? What  is  its  physics  and  chemistry? 
What  effects  are  induced?  How  can  they  be 
modified?  What  is  peculiar  about  the  living 
organism  that  makes  possible  this  large  re- 
action to  such  a small  stimulus?  In  attempt- 
ing to  answer  questions  like  these,  radiation 
biology  has  discovered  information  with  inter- 
esting implications  for  human  biology.  This 
brief  review  will  discuss  several  areas  of  re- 
search in  which  there  has  been  significant 
progress. 

Cellular  biology.  The  efficiency  with  which 
high  energy  radiations  bring  about  many  of 
their  effects  in  multicellular  mammalian  sys- 
tems must  be  considered  in  part  in  terms  of 
radiation  effects  on  isolated  cell  systems.  For 
instance,  while  the  life  expectancy  of  a tumor 
after  treatment  by  X-rays  is  determined  by 
a number  of  factors  arising  from  its  being  part 
of  a complexity,  no  portion  of  which  is  entire- 
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ly  independent,  the  life-expectancy  of  an  ir- 
radiated tumor  depends  also  upon  factors  that 
are  intrinsic  within  the  tumor  cells.  These  are 
recognized  and  characterized  only  independ- 
ently of  the  host  organism,  as  are  the  inter- 
actions between  the  intrinsic  and  extrinsic 
factors. 

Progress  in  mammalian  tissue  culture  tech- 
niques has  made  possible  quantitative  study 
of  the  radiation  sensitivity  of  a number  of 
kinds  of  isolated  mammalian  cells.  Measured 
in  vitro,  the  mammalian  cells  tested,  normal 
and  tumorous,  have  shown  about  the  same 
radiation  sensitivity,  and  about  the  same  re- 
actions to  modifying  agents.  With  respect  to 
radiation  sensitivity,  these  cells  are  not  very 
different.  They  are  similar  in  the  different 
sensitivities  they  exhibit  to  radiation  in  differ- 
ent portions  of  their  division  cycles,  and  in 
certain  recovery-like  phenomena  following 
sublethal  doses.  With  the  not  implausible  as- 
sumption that  the  in  vivo  response  is  nearly 
the  in  vitro  response,  one  can  rationally  de- 
sign radiation  schedules  to  maximize  tumor 
destruction  and  minimize  radiation  damage  to 
other  issues.1 

The  oxygen  effect.  It  has  been  known  for 
many  years  that  the  cell  or  organism  irradi- 
ated in  an  oxygen  atmosphere  is  more  sensitive 
to  X-rays  than  they  are  when  irradiated  in 
the  absence  of  oxygen.  The  recent  studies 
have  been  directed  to  better  quantitation  of 
the  effect,  application  of  the  results  to  clinical 
situations,  and  understanding  of  the  physico- 
chemical mechanisms  involved.  For  instance, 
in  isolated  mammalian  cell  systems,  cell  death 
is  induced  by  one-third  the  dose  in  02  as  that 
required  in  its  absence.  This  makes  an  enor- 
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mous  practical  difference.  Gray  points  out  for 
a particular  instance  that  after  single  doses  of 
4,500  rads  to  groups  of  cells,  a 1 in  10  chance 
of  the  survival  of  a single  cell  is  expected  if 
the  initial  population  is  10u  cells  (50  g. 
tissue)  when  well  oxygenated,  but  only  104 
cells  in  the  initial  population  (0.008  mg. 
tissue)  if  anaerobic,  i.e.,  107  more  cells  are 
killed  in  the  presence  of  oxygen.  There  is 
good  evidence  that  there  are  groups  of  anoxic 
cells  in  the  poorly  vascularized  centers  of 
some  tumors,  so  it  is  likely  these  survive  doses 
that  effectively  sterilize  oxygenated  portions. 
Practically,  the  02  tension  within  the  tumor 
must  be  raised,  or  the  02  content  of  the  sur- 
rounding healthy  tissue  must  be  decreased,  to 
gain  purchase  on  the  tumor.  This  is  the  bio- 
logical basis  of  the  so-called  “hyberbaric” 
(high  partial  pressure)  02  radiation  therapy 
which  is  being  tested  now  in  laboratory  and 
clinical  experiments  with  good  results.2 

With  respect  to  basic  mechanisms,  the 
frequently  cited  postulate  that  02  sensitizes 
because  of  its  interaction  with  radiation- 
induced  free  radicals  has  been  demonstrated 
experimentally  in  a bacterium.  When  the  cells 
are  dry,  reaction  of  02  with  radicals  is  quite 
certainly  the  basis  of  part  of  the  02  effect; 
there  is  another  portion  not  understood.  To 
what  extent  these  two  02  effects  operate  in 
the  mammal  has  not  yet  been  explained. 

Chemical  modification  of  response.  The 
important  experiment  of  Patt  et  al.  in  19493 
showed  that  resistance  of  mice  to  X-rays  is 
heightened  when  cysteine  is  injected  prior  to 
irradiation.  Subsequent  experiments  have 
shown  that  — SH  containing  compounds,  and 
higher  alcohols,  are  effective  protectors,  with 
the  highest  degree  observed  to  date  being 
about  2X  for  mammals.  One  of  the  important 
aspects  of  these  studies  is  the  contribution 
they  make  to  understanding  of  mechanism  of 
radiation  damage.  The  suggestions  that  sulf- 
hydryl  compounds  protect  because  1)  they 
complete  in  the  02  effect,  and  2)  they  react 
with  free  radicals,  are  supported  by  the  ex- 
periments in  bacteria  showing  that  H2S  gas 
indeed  does  remove  radicals,  thus  preventing 
them  from  reacting  with  oxygen.  Of  course, 
there  may  be  other  actions  also,  but  it  is  very 
reasonable  that  competition  with  02  for  free 
radicals  explains  part  of  the  effect.  In  bacteria 


the  alcohols  (glycerol  for  example)  protect 
probably  by  being  absorbed  on  the  actual 
sensitive  sites  in  the  cells,  thus  protecting  the 
cells  from  several  kinds  of  damage. 

In  bacteria,  and  to  a lesser  extent  in  plant 
seeds,  water  has  been  shown  to  operate  in 
two  general  ways:  at  low  water  contents  it 
can  be  a protector  against  X-irradiation;  and, 
at  high  contents,  a sensitizer  to  the  same 
agent.  For  an  understanding  of  basic  mecha- 
nisms, these  are  important  facts.  The  degree 
to  which  these  phenomena  operate  in  the 
mammalian  cell,  and  in  organisms,  is  not 
known.  But  the  great  improvement  in  quanti- 
tation in  tissue  culture  techniques1  now  makes 
conceivable  experiments  of  this  and  similar 
type  on  cellular  systems  derived  directly  from 
the  tissues  of  interest. 

Biological  modification  of  response.  Among 
the  numerous  biological  factors  that  modulate 
the  response  of  mammals  to  X-irradiation,  the 
actions  of  unirradiated  cells  in  irradiated  or- 
ganisms is  one  of  the  most  dramatic.  One 
important  symptom  of  acute  radiation  damage 
in  mammals  is  the  severe,  and  often  fatal,  de- 
pression of  hematopoietic  activity.  It  was 
shown  by  Jacobson  et  al.  that  physical  shield- 
ing of  the  spleens  of  mice  during  irradiation, 
or  implantation  of  unirradiated  spleens,  pre- 
vented the  development  of  this  hematologic 
depression,  and  survival  increased  markedly. 
The  injection  of  homogenates  of  spleen  tissue 
and  of  bone  marrow  had  the  same  effect.4 
After  some  time,  it  was  realized  that  in  these 
instances  new  colonies  of  hematopoietic  tissue 
are  established  in  the  irradiated  animals,  being 
direct  descendants  of  the  unirradiated  injected 
cells,  and  tiding  the  animal  over  the  period 
when  his  own  blood-forming  system  is  inac- 
tive. While  affecting  the  hematopoietic  sys- 
tems, the  radiations  at  the  same  time  dis- 
turbed the  immune  mechanisms  of  the 
irradiated  animals,  preventing  the  normal  pro- 
duction of  antibodies  against  the  injected  cells, 
thus  allowing  the  foreign  cells  to  grow. 

Interesting  implications  for  man  from  these 
(and  many  similar)  studies  are  1)  the  possi- 
bility of  therapeutic  injection  of  homologous 
hematopoietic  tissues  after  accidental  whole 
body  irradiation,  and  2)  the  possibility  of 
homologous  transplants  of  organs  into  delib- 
erately irradiated  persons.  Clinical  trials  of 
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these  two  applications  have  been  promising; 
and  a new  order  of  studies  on  basic  problems 
of  mechanisms  of  antibody  formation  and 
protein  synthesis  is  made  possible  by  this 
particular  radiation  effect.5 

Leukemo  gene  sis.  One  of  the  common  di- 
seases in  experimental  animals  that  survive 
irradiation  is  leukemia  of  various  kinds.  Many 
factors  influencing  its  rate  of  appearance  have 
been  recognized  and  described,  and  are  under 
current  laboratory  investigation.  At  Hiroshima 
and  Nagasaki,  several  studies  on  human  sur- 
vivors have  been  underway  that  attempt  to 
relate  (among  other  things)  dosage,  age  and 
incidence  of  type  of  leukemia,  and  other  kinds 
of  malignancies.  It  appears  that  leukemia  is 
in  higher  incidence  among  those  exposed  to 
higher  radiation  dose,  and,  in  this  group, 
higher  in  children  than  in  adults.  Independent 
studies  in  several  other  countries  show  that 
in  unirradiated  populations  the  incidence  of 
some  types  is  higher  in  children  also.  In  some 
animals  as  well,  experimentally-induced  leu- 
kemia is  significantly  age-dependent,  encour- 
aging the  thought  that  a contribution  to  the 
human  problem  from  these  studies  is  attain- 
able. Practically,  these  make  very  important 
the  current  studies  on  leukemia  incidence  in 
children  irradiated  in  ntero  during  diagnostic 
irradiation  of  the  mothers.  This  situation  is 
equivocal  at  this  writing,  but  a marked  in- 
crease may  be  allowed  by  some  of  the  data.6 
These  studies  in  leukemia-induction  are  a part 
of  a large  current  activity,  theoretical  and 
experimental,  on  the  general  problem  of  radi- 
ation carcinogenesis. 

Radiation  genetics.  There  are  two  aspects 
of  this  general  topic:  1)  what  is  the  effect  of 
radiation  on  the  genetic  apparatus;  2)  what  is 
the  effect  of  the  genetical  constitution  of  the 
organism  on  its  response  to  radiation?  Both  are 
of  paramount  importance.  That  genes  and 
chromosomes  can  be  altered  by  X-rays  has 
been  known  for  many  years — in  fact,  their 
radiation  sensitivity  is  one  of  the  reasons  for 
the  remarkable  advance  in  knowledge  in  ge- 
netics during  the  1930’s  and  later,  when  bi- 
ologists used  radiation  as  an  experimental 
perturbating  agent.  The  recent  studies  of  in- 
terest here  concern  the  response  of  the  mam- 
malian germ  line  to  radiation.  Because  of 
long  periods  of  immaturity  and  of  low  muta- 


tion rates  (therefore,  large  numbers  of  ani- 
mals maintained  for  long  periods  of  time), 
these  are  difficult  experiments.  Measurement 
of  mutation  rates  of  a limited  number  of 
genes  in  mice  reveals  that  the  radiation-in- 
duced increases  in  rate  vary  from  gene  to 
gene  within  the  same  organism;  that  these 
rates  may  or  may  not  have  some  relationship 
to  spontaneous  mutation  rates;  that  there  may 
be  marked  species  differences;  that  sex  and 
stage  in  gametogenesis  are  important  deter- 
miners. This  is  a very  interesting  biological 
situation,  but  a difficult  one  when  one  won- 
ders about  the  effect  on  the  mammalian  germ 
line  of  small  doses  of  radiation;  and,  further, 
what  is  the  effect  of  these  changes  on  the 
genetic  constitutions  of  future  populations. 

The  long-known  ability  of  X-rays  to  cause 
chromosomal  abnormalities  is  being  measured 
in  mammals,  including  humans,  with  recently 
developed  explant  techniques  in  which  aber- 
rations are  scored  at  metaphase  in  dividing 
cells.  Persons  who  have  been  irradiated  (re- 
actor accident  victims,  survivors  at  Hiroshima 
and  Nagasaki),  or  who  are  carrying  bone- 
deposited  radioisotopes,  are  sources  of  in- 
formation on  the  role  of  chromosomal  damage 
in  delayed  radiation  effects. 

These  intense  studies  in  radiation  cytoge- 
netics in  the  experimental  mammal  are  paral- 
leled by  similar  ones  on  the  normal  and  abnor- 
mal gene  and  chromosome  complement  in 
man.  A number  of  well-organized  clinical  con- 
ditions can  now  be  associated  with  abnormali- 
ties in  number  or  structure  of  chromosomes, 
and  the  list  of  anomalies  that  can  be  asso- 
ciated with  mutations  of  several  kinds  is  now 
large.  This  “cataloging”  activity  is  a prelude 
to  understanding  of  the  mechanisms  of  deter- 
mination. The  time-lag  between  the  develop- 
ment of  cytogenetics  as  an  exact  science  and 
its  proper  application  to  man  was  long.  Be- 
cause of  the  intense  interest  in  the  fundament- 
al details  of  the  gene  and  its  action,  the  ways 
in  which  it  is  damaged  by  external  agents, 
the  importance  of  these  to  the  health  of  man, 
the  time-lag  between  application  of  the  cur- 
rent fundamental  studies  in  genetics  (such  as 
the  nature  of  the  gene  itself)  to  the  human 
situation  will  be  very  much  shorter. 

The  biological  basis  of  radiation  sensitivity 
or  resistance  must  be  explicable  partly  in 
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terms  of  the  genetics  of  the  organism.  Be- 
tween defferent  kinds  of  organisms,  wide  dif- 
ferences in  sensitivity  are  observed.  Within 
particular  cell  lines,  very  little  variation  from 
cell  to  equivalent  cell  is  observed.  Within 
groups  of  animals  ( a particular  strain  of  mice, 
for  example)  in  which  genetic  heterogeneity 
is  expected,  a continuum  of  sensitivities  is 
observed:  some  animals  of  a lot  die  after  low 
dose;  many  die  at  intermediate  doses;  and  a 
few  survive  relatively  high  doses.  This  hetero- 
geneity in  response  is  characteristic  of  all 
mammals  and  probably  is  a reflection  of  ge- 
netic differences  among  them.  Experiments 
on  this  general  problem  at  the  organism  level 
(mice)  reveal  that  there  are  indeed  a number 
of  genetic  determiners  of  radiation  sensitivity. 
The  death  of  an  organism  has  physiologic 
bases,  so  it  is  not  improper  to  consider  these 
as  studies  on  the  genetics  of  mammalian  phys- 
iology. Among  micro-organisms  the  differences 
in  sensitivity  to  radiation  can  be  ascribed  to 
specific  gene  differences;  and  in  some  instances 
the  differences  between  the  mutants  can  be 
abolished  by  external  addition  of  chemicals.7 
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RADIATION 

SYMPOSIUM 


RECENT  ADVANCES  IN 

DIAGNOSTIC  RADIOLOGY  / Robert  D.  Moseley,  M.D. 


In  recent  years  there  has  been  spectacular 
progress  in  many  areas  of  diagnostic  radiology. 
Basic  to  many  of  these  advances  has  been  the 
continued  development  and  refinement  of  di- 
agnostic radiologic  instrumentation,  including 
the  development  of  fluoroscopic  image  intensi- 
fication and  the  feasibility  of  motion  picture 
radiography  which  this  development  made  pos- 
sible. The  application  of  television  to  fluoros- 
copy, also  generally  made  possible  by  the  de- 
velopment of  image  intensifiers,  has  greatly 
increased  the  accuracy  and  usefulness  of  flu- 
oroscopic techniques.  Many  other  technical 
developments  which  have  occurred  in  the  past 
twenty  years  contribute  to  the  increased  ac- 
curacy of  radiologic  procedures  and  to  a de- 
crease of  the  exposure  of  the  patient  to  X-rays. 
It  is  most  encouraging  to  note  that,  far  from 
being  a static  situation,  these  developments 
seem  to  continue  to  occur  at  a steadily  increas- 
ing rate.  For  instance,  the  development  of 
more  powerful  X-ray  tubes,  the  development 
of  five-focus  X-ray  tubes,  the  development  of 
grid-controlled  X-ray  tubes  for  extremely 
short  exposures,  have  contributed  to  improve- 
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ment  in  the  exposure  techniques  and  increased 
the  information  obtainable  from  a radiograph. 
Similar  improvements  have  resulted  from  con- 
tinuous improvements  in  X-ray  films  and 
screens. 

X-ray  apparatus  in  general  has  undergone  a 
spectacular  transition  from  electro-mechanical 
devices  into  electronic  devices  within  the  past 
decade,  making  possible  pulsed  short  expo- 
sures for  cineradiography,  control  of  correct 
exposures  by  means  of  phototimers,  etc.  With 
this  transition  to  electronic  devices  there  has 
also  occurred  a less  spectacular,  but  nonethe- 
less significant,  advance  in  the  search  for  bet- 
ter, more  convenient  and  more  efficient  meth- 
ods for  the  radiologist  to  investigate  the 
patient.  These  modern  trends  in  diagnostic 
radiologic  instrumentation  have  been  accom- 
plished, keeping  in  mind  an  additional  impor- 
tant aim:  the  reduction  of  patient  exposure. 

The  continued  development  of  safer,  less 
toxic,  more  opaque  X-ray  contrast  materials 
constitutes  an  outstanding  contribution  of 
pharmacological  investigation  to  the  advance 
of  diagnostic  radiology. 

Automation  in  many  areas  of  diagnostic  ra- 
diology, particularly  in  film  processing,  has 
begun  to  make  its  impact  felt  in  relation  to 
improved  patient  care. 

The  development  of  precise  body  section 
radiographic  equipment  employing  stable 
multi-directional  movements  makes  possible 
the  production  of  body  section  radiographs  of 
very  thin  (0.5 — 1.0  mm.)  body  segments.  The 
visualization  of  the  ossicles  of  the  ear  is  one  of 
the  extensions  of  diagnostic  radiology  made 
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Figure  1 

PULMONARY  ARTERIOGRAM 

Several  arteriovenous  malformations  are  demonstrated  in 
the  right  lung. 


Figure  2 

SELECTIVE  RENAL  ARTERIOGRAM 
Many  irregular  tumor  vessels  and  contrast  material  pooling 
indicate  a hypernephroma. 


Figure  3 

PERCUTANEOUS  SPLENOPORTOGRAM 

Collateral  vessels  fill  esophageal  varices.  Patient  has  hepatic  cirrhosis  with  portal 
hypertension. 
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Figure  4 

Intravenous  carbon  dioxide  injection  outlines  the  right  atrial  wall,  which  is  thick- 
ened as  the  result  of  pericardial  effusion. 


possible  by  this  technical  development. 

The  raison  d’etre  of  instrumentation  in  diag- 
nostic radiology  is  the  possibility  that  such  in- 
strumentation procures  for  the  extension  of  the 
radiologist’s  ability  to  understand  and  diagnose 
disease.  Diagnostic  methods  made  possible 
or  effective  in  recent  years  due  to  instrumenta- 
tion improvements  are  legion.  But  undoubt- 
edly the  most  important  advance  in  recent 
years  has  been  the  elaboration  of  angiography 
— the  radiologic  examination  of  the  vascular 
system. 

In  addition  to  the  low  toxicity  and  high  den- 
sity of  modem  contrast  materials,  which  have 
already  been  mentioned,  the  routine  use  of 
angiography,  which  was  introduced  as  early 
as  1923,  has  been  made  possible  in  recent 
years  by  the  development  by  Seldinger  of  the 
method  of  percutaneous  catheterization  of  the 
vessels. 

Investigation  of  the  heart  by  angiographic 
techniques  (angiocardiography)  and  angio- 
graphic examination  of  the  cerebral  vessels 
form  indispensable  techniques  in  modern  car- 
diac radiology  and  neuro-radiology.  But  an- 


giographic examinations  are  now  utilized  in 
relation  to  essentially  all  organ  systems.  The 
arteries  of  the  neck  and  arms,  the  thoracic 
aorta,  the  pulmonary  arteries  (Figure  1),  the 
abdominal  aorta,  the  renal  arteries  (Figure  2), 
the  pelvic  arteries  and  the  arteries  of  the  lower 
extremities  may  be  selectively  investigated. 
The  veins  are  investigated  also:  the  veins  of 
the  lower  extremities,  the  inferior  vena  cava 
and  the  veins  of  the  upper  extremities  and 
thorax.  Examination  of  the  portal  system 
(splenoportography)  by  percutaneous  punc- 
ture of  the  spleen  (Figure  3)  is  an  essential 
part  of  the  investigation  of  a patient  with  por- 
tal hypertension. 

Occasionally  in  recent  years  carbon  dioxide 
has  been  used  as  a safe  contrast  material  in- 
stead of  organic  iodine  compounds  (Figure  4). 

Diagnostic  radiology,  a young  specialty,  is 
advancing  with  great  vigor  in  the  continuing 
effort  to  produce  safer  and  more  accurate  diag- 
nostic techniques;  its  contributions  to  medi- 
cine, already  significant,  will  continue  to  grow 
through  research  in  instrumentation  and  in- 
vestigative methods. 
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RECENT  ADVANCES  IN  RADIOTHERAPY/  William  T.  Moss,  M.  D. 


Advances  in  radiotherapy  have  paralleled 
improvements  in  our  equipment,  extension  of 
our  knowledge  of  the  natural  history  of  can- 
cer, and  increased  knowledge  of  the  response 
of  cancer  and  normal  tissues  to  radiations. 

Improvements  in  our  equipment  have  been 
spectacular  in  the  past  ten  years.  Supervolt- 
age and  telecobalt60  techniques  are  now  avail- 
able throughout  the  country.  This  equipment, 
which  was  formerly  regarded  a luxury,  is  now 
accepted  as  indispensable  to  curative  irradia- 
tion of  many  deeply  situated  cancers.  Therapy 
beams  from  this  equipment  are  superior  to 
medium  voltage  beams  for  the  treatment  of 
deeply  situated  cancers  in  several  respects. 
Penetration  is  greater.  The  nature  of  absorp- 
tion of  such  a beam  spares  the  superficial  tis- 
sues. This  means  that  for  given  cytolethal  effect 
deep  in  the  body  the  skin  is  affected  less  with 
Co60  or  supervoltage  beams  than  with  medium 
voltage  beams.  Bone  absorbs  a lesser  propor- 
tion of  Co60  radiations  than  of  medium  voltage 
radiations.  The  increased  penetration,  skin 
sparing,  and  bone  sparing  decrease  the  unde- 
sirable side  reactions  to  irradiation.  For  those 
of  us  who  have  experienced  the  limitations  im- 
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posed  by  severe  skin  and  bone  reactions  fol- 
lowing high  dose  medium  voltage  therapy,  the 
availability  of  supervoltage  or  Co60  radiations 
represents  the  greatest  single  recent  advance 
in  our  specialty.  With  this  advance,  the  cure 
rates  are  increased  largely  in  those  patients 
who  were  previously  undertreated  because  of 
skin  reactions.  There  can  be  no  question  but 
that  the  decreased  severity  of  skin  reactions 
encountered  with  Co60  beams  will  encourage 
more  frequent  adequate  irradiation  of  many 
cell  types.  The  reaction  is  easier  for  the  pa- 
tient and  the  port  arrangement  is  usually 
easier  for  the  radiologist. 

Our  knowledge  of  the  spread  of  cancer  and 
of  the  radiation  tolerance  of  normal  tissues  has 
justified  a continuing  improvement  of  tech- 
niques. Examples  of  this  are  seen  for  almost 
every  radiotherapeutic  disease.  For  example, 
low  to  medium  dose  irradiation  of  limited 
ports  for  apparent  localized  lymphoma  is  being 
replaced  by  large  port  high  dose  irradiation 
with  the  hope  of  increasing  the  survival  rates. 
The  adjacent  apparently  uninvolved  areas  are 
now  commonly  included  in  the  irradiated  vol- 
ume. Initial  results  have  prompted  us  to  ex- 
tend this  practice. 

The  skin-sparing  characteristics  of  super- 
voltage beams  and  greater  knowledge  of  re- 
gional metastases  justify  doses  in  the  cancer- 
ocidal  range  directed  to  the  internal  mammary 
and  paraclavicular  nodes  following  radical 
mastectomy,  and  lateral  pelvic  nodes  in  carci- 
noma of  the  cervix,  endometrium,  and  blad- 
der. High  doses  can  also  be  delivered  to  the 
nodes  of  the  neck  through  anterior  and  pos- 
terior tangential  beams — a technique  recently 
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found  effective  for  a limited  number  of  se- 
lected patients  with  cancers  of  the  head  and 
neck.  With  the  notable  decrease  in  skin  reac- 
tions possible  with  Co60  irradiation  combina- 
tions of  irradiation  and  surgery  are  being  re- 
investigated and  some  promising  results  are 
being  obtained  especially  for  cancers  of  the 
head  and  neck  region. 

With  improvement  in  cancer  localization 
has  come  increased  precision  in  radiation  ad- 
ministration. The  most  notable  example  of 
this  is  the  contribution  of  the  brain  scan  to 
our  knowledge  of  location,  size  and  shape  of 
intracranial  lesions.  We  can  now  tailor  our 
beams  to  the  area  of  brain  involvement  with 
much  less  risk  of  needlessly  damaging  normal 
brain.  Thus,  higher  doses  can  be  given  and 
control  rates  can  be  expected  to  improve.  The 
same  can  be  said  with  regard  to  the  lymphan- 
giogram  of  abdominal  lymph  nodes.  Irradia- 
tion of  retroperitoneal  lymph  nodes  can  be 
given  or  withheld  on  a much  more  rational 
basis  with  the  additional  information  pro- 
vided by  this  valuable  new  study.  A large 
group  of  studies  combining  chemotherapy  and 
radiotherapy  are  under  way  with  the  hope  of 
increasing  the  effectiveness  of  the  irradiation 
without  seriously  increasing  the  undesirable 


side  effects.  As  yet,  no  helpful  combination 
has  been  found.  Hyperbaric  oxygen  during 
irradiation  appears  to  have  theoretical  merit 
and  is  being  evaluated  on  a clinical  scale  in 
several  centers. 

Computer  techniques  for  dosage  calcula- 
tions are  becoming  more  available  and  prom- 
ise us  precision  that  was  formerly  unheard  of. 
With  such  precision  the  hazards  of  under- 
dosage and  overdosage  are  diminished. 

Radiotherapy  can  no  longer  be  regarded  as 
a prescription  service  with  a technician  dis- 
pensing radiations  in  a haphazard  fashion. 
The  medical  profession’s  appreciation  of  the 
value  of  radiations  and  their  insistence  that 
skill  be  used  in  the  administration  of  these 
rays  has  vastly  improved  the  overall  perform- 
ance within  the  specialty.  Indeed  the  great 
strides  in  our  specialty  are  a result  of  profes- 
sional appreciation  of  the  fact  that  properly 
administered  radiation  therapy  can  cure  many 
types  of  cancer  and  can  palliate  an  even  larger 
number  of  hopelessly  incurable  patients  with 
an  acceptable  risk.  This  improvement  in  train- 
ing within  our  specialty,  the  increase  in  knowl- 
edge of  cancer  spread  and  radiation  effects, 
and  the  improvement  in  equipment  can  be  ex- 
pected to  continue  at  an  even  more  rapid  rate 
in  the  future. 
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RADIOLOGY 

SYMPOSIUM 


USE  OF  RADIOACTIVE  ISOTOPES 
IN  MEDICAL  PRACTICE  / Lindon  Seed,  M.D. 


The  impact  of  radioisotopes  in  medicine 
will  probably  exceed  that  of  the  x-ray.  The 
radioactive  “tag”  is  a necessary  adjunct  in  a 
high  percentage  of  research  problems,  in 
physiology,  biochemistry,  and  especially  mole- 
cular biology.  There  are  276  radioisotopes 
adaptable  to  medical  use,  and  it  is  possible 
that  each  of  these  could  be  adapted  in  many 
different  ways.  “Already  there  are  too  many 
isotopes  available  to  medicine,  and  too  much 
necessary  to  the  use  of  each  for  anybody  to 
remember”  (Marshall  Brucer).  As  an  example 
there  is  a book  recently  published  entitled 
“Radioisotopes  and  Bone”  in  which  500  pages 
are  devoted  to  this  subject  alone.  At  present 
the  applications  in  clinical  medicine  are  much 
less  than  in  research;  the  average  practitioner 
will  only  occasionally  require  the  services  of 
an  isotope  laboratory.  How  this  need  will  in- 
crease to  equal  the  daily  use  of  the  x-ray  lab- 
oratory cannot  be  pinpointed  any  more  than 
one  could  point  out  40  years  ago  the  paths  by 
which  roentgenology  would  reach  its  present 
importance. 

The  recognized  clinical  uses  of  radioisotopes 
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are  known  to  you.  I will  briefly  enumerate  the 
most  important  of  them,  adding  a few  com- 
ments as  to  their  applicability  and  practicabil- 
ity, and  then  list  some  of  the  newer  investiga- 
tive applications,  as  presented  at  the  1964 
meeting  of  the  Society  of  Nuclear  Medicine. 

Z131  in  the  Diagnosis  of  Thyroid  Disease. 
The  per  cent  of  thyroid  uptake  of  I131  is  an 
excellent  criterion  for  the  recognition  of  hyper- 
thyroidism in  a toxic  diffuse  goiter.  It  is  prob- 
ably the  best  laboratory  test  for  this  purpose 
when  the  diagnosis  is  actually  in  doubt.  It  is 
of  no  value  in  toxic  nodular  goiter,  and  of 
limited  value  in  hypothyroidism.  The  T-3 
resin  or  red  cell  uptake  test  measures  the 
amount  of  radioactive  triidothyronine  that  is 
absorbed  by  the  red  cells  or  resin  after  incuba- 
tion in  a sample  of  the  patient’s  blood.  It  is 
based  upon  the  fact  that  T-3  is  normally 
bound  to  an  albumin  in  the  blood  and  when 
all  the  binding  places  are  taken  up,  as  in  hy- 
perthyroidism, the  added  radioactive  T-3  will 
not  find  a binding  place  and  will  be  adsorbed 
on  to  the  red  cells  or  the  resin.  It  is  a useful 
test,  but  no  more  so  than  the  PBI  or  the  BMR. 
It  has  the  virtues  that  blood  is  merely  drawn 
and  sent  to  the  lab  and  that  iodine  medication 
does  not  influence  it. 

The  Thyroid  Scan.  In  the  thyroid  scan  24 
hours  after  the  patient  is  given  a tracer  dose 
of  I131,  a scintillation  counter  on  a mechani- 
cal stage  is  passed  back  and  forth  across  the 
neck.  The  amount  of  radiation  detected  by  the 
probe  is  recorded  as  marks  on  a paper  or 
variations  of  light  on  an  x-ray  film,  or  even 
printed  out  in  colors  indicating  different  de- 
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grees  of  radioactivity.  This  basic  technique  is 
the  same  for  all  types  of  scanning  procedures. 
The  thyroid  scan  will  outline  a diffusely  en- 
larged gland,  it  will  distinguish  between  “hot” 
and  “cold”  nodules,  it  may  localize  an  intra- 
thoracic  goiter  (it  usually  does  not),  and  with 
large  tracer  doses  it  may  delineate  metastases 
in  the  neck  or  elsewhere.  Since  a “cold”  nod- 
ule is  more  suspect  than  a functioning  nodule, 
it  gives  some  information  influencing  the  deci- 
sion at  to  whether  it  is  surgical.  I believe  that 
a routine  scan  of  nodular  goiters  will  furnish 
enough  information  to  make  it  a profitable 
venture. 

Z131  in  the  Treatment  of  Hyperthyroidism. 
I131  is  the  treatment  of  choice  for  toxic  dif- 
fuse goiter  certainly  at  all  ages  above  40  and 
probably  down  to  20.  The  only  real  objection 
to  it’s  use  is  the  possibility  that  it  may  be 
carcinogenic.  Since  no  cancers  have  appeared 
in  adults,  this  objection  cannot  be  too  serious. 
It  is,  however,  of  limited  use,  if  any,  in  the 
treatment  of  toxic  nodular  goiter,  and  of  no 
use  whatever  in  non-toxic  goiter. 

Z131  in  Cancer  of  the  Thyroid.  About  10 
per  cent  of  carcinomas  will  pick  up  enough 
I131  to  warrant  therapy  with  it,  and  this  is 
indicated  only  if  the  lesion  cannot  be  removed 
surgically.  If  the  cancer  has  the  capability  of 
forming  follicles  with  colloid  in  them,  it  will 
often  retain  the  ability  to  trap  iodine.  The 
papillary  and  the  undifferentiated  tumor  will 
not  do  this. 

The  Renogram  and  the  Renoscan:  These 
procedures  have  been  devised  hopefully  as 
screening  tests  for  hypertensive  patients  in 
order  to  detect  those  with  remedial  vascular 
defects,  or  those  in  whom  renal  arteriography 
is  indicated.  In  certain  instances  their  value  is 
unquestioned,  but  they  have  not  as  yet  been 
established  as  a profitable  routine  screening 
agent  for  all  hypertensives.  For  a selected 
group,  yes,  but  not  as  a routine.  It  appears, 
however,  that  the  renograms  and  the  renoscan 
are  here  to  stay,  and  with  the  inevitable  im- 
provements will  be  of  routine  help.  In  the 
renogram,  radioactive  Hippuran  I131  is  in- 
jected intravenously,  the  drug  is  excreted  im- 
mediately and  almost  in  its  entirety  by  the 
kidney,  a scintillation  probe  is  placed  over 
each  kidney  and  the  radioactivity  reaching 


and  leaving  the  areas  is  recorded  on  separate 
graphs.  Interpretation  is  based  on  a quantita- 
tive comparison  of  the  two  curves  as  well  as 
the  character  of  the  curve  produced  by  the  ac- 
cumulation and  excretion  of  the  material.  In- 
terpretation is  tricky.  The  renoscan  is  per- 
formed by  injecting  intravenously  Neohydrin 
tagged  with  radioactive  mercury — chlormero- 
drin  Hg203 — this  substance  is  promptly  cleared 
from  the  blood  by  the  kidney  but  is  not 
promptly  excreted  as  is  Hippuran.  It  hangs 
around,  so  to  speak,  for  a few  hours  during 
which  time  a scan  can  be  made  of  the  kidneys. 
It  will  outline  the  kidney  in  a fashion,  indi- 
cate its  position,  size  and  areas  of  loss  of  func- 
tion, but  it  does  not  give  anywhere  near  as 
clear-cut  a picture  as  a pyelogram,  intraven- 
ous or  retrograde. 

The  Brain  Scan  was  introduced  over  15 
years  ago  at  the  Hines  V.A.  Hospital  by  Ash- 
kenazy, using  the  old  Geiger  counter.  It  fell 
into  disrepute  but  has  been  revived  with  con- 
siderable fan-fare.  The  scintillation  counter 
and  new  isotopes  have  made  the  brain  scan 
reasonably  helpful  in  the  diagnosis  of  brain 
lesions,  malignant  and  otherwise.  For  the  pres- 
ent (temporary?)  chlormerodrin  Hg203  is  in- 
jected intravenously,  and  the  head  scanned 
four  to  five  hours  later  for  increased  uptake  in 
the  lesion. 

The  Liver  Scan  is  usually  obtained  by  in- 
jecting Rose  Bengal  tagged  with  I131.  Views 
are  taken  both  AP  and  lateral.  Carcinomatous 
metastases  must  be  so  large  to  be  recognized 
on  the  scan  that  it  affords  little  clinical  help. 
In  amebic  abscess  it  does  help  to  localize  the 
cavity.  Aggregates  of  I131  tagged  albumin 
give  good  liver  and  spleen  scans.  Sooner  or 
later  good  profiles  will  be  obtainable  of  both. 
Tectnetium  Tc-99M  has  promise  as  a good 
nuclid  for  both  liver  and  brain  scans. 

Blood  Volume  can  easily  be  determined  by 
injecting  human  serum  albumin  tagged  with 
I131.  Apparati  have  been  devised  to  simplify 
the  technique  and  calculations  to  the  point 
that  the  procedure  can  be  accomplished  by 
any  technician  without  the  use  of  an  isotope 
laboratory.  A blood  volume  determination 
adds  to  but  does  not  replace  the  value  of  the 
hemoglobin  and  the  hematocrit.  It  is  espe- 
cially valuable  on  a surgical  service,  more  so 
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if  the  surgeon  understands  its  meaning  and  its 
limitations — a relatively  infrequent  set-up. 

Polycythemia  Vera  is  easily  treated  with 
P32.  Control  is  very  good.  P32  is  also  an  ex- 
cellent therapeutic  agent  in  chronic  leukemia. 

Radioactive  Gold  Au-198  and  Radioactive 
Colloidal  Phosphorus  P-32,  when  injected  into 
the  peritoneal  or  pleural  cavities  affected  by 
carcinomatous  effusion,  has  a tendency  to  di- 
minish the  formation  of  a fluid.  It  is  doubtful 
that  the  trouble  and  cost  is  worth  the  effort. 

P-32,  given  intraveneously  localizes  in  bony 
metastases  and  gives  some  palliation. 

The  injection  of  Au-198  into  cancer  of  the 
prostate  and  cancer  of  the  cervix  carries  with 
it  the  possibility  of  so  much  radiation  hazard 
that  it  should  be  confined  to  highly  specialized 
centers. 

In  Pernicious  Anemia  the  lack  of  absorption 
of  Vitamin  B-12  can  readily  be  detected  if  it  is 
tagged  with  Cobalt-60.  The  test  is  quite  accu- 
rate under  all  circumstances. 

Miscellaneous.  Liver  function  studies  by 
determining  directly  or  indirectly  the  liver  up- 
take of  Rose  Bengal  I131  are  as  yet  not  clin- 
ically acceptable.  Studies  in  electrolyte  dis- 
tribution are  informative.  Iron  absorption, 
binding  and  turnover,  can  be  analyzed  clini- 
cally by  using  Fe55  and  FE59.  Red  cells  tagged 
with  Chromium-51  give  an  accurate  calcula- 
tion of  red  cell  mass,  and  can  also  be  used  to 
determine  red  cell  destruction;  and  if  the 
tagged  cells  are  sensitized  they  will  congregate 
in  the  spleen,  permitting  a good  scan. 

Some  Investigational  Activities 

The  “Gamma  or  Scintillation  Camera ” is 
already  in  commercial  production.  This  is  an 
expensive  ($35,000)  piece  of  electronic  ma- 
chinery to  produce  an  image  of  the  distribu- 
tion of  internal  radiation  on  a film.  As  yet  it  is 
in  the  experimental  stage.  When  (or  if)  it  is 
perfected  it  will  replace  the  “scan.” 

Whole  Body  Counting  is  conducted  by  in- 
serting an  individual  into  a coffin-like  struc- 
ture containing  an  array  of  scintillation 
counters.  It  was  introduced  as  a means  of  cal- 
culating body  uptake  from  fall  out  but  obvi- 
ously has  many  uses  in  calculating  the  whole 
body  content  and  turnover  of  many  radio- 


elements other  than  the  normally  occuring 
potassium. 

Activation  Analysis  makes  possible  the  de- 
tection of  exceedingly  small  amounts  of  tracer 
elements.  It  has  been  used  to  analyze  copper 
and  manganese  outputs.  The  method  consists 
of  placing  the  sample  into  a neutron  flux  in  a 
nuclear  reactor  which  activates  the  element 
to  be  analyzed  to  a radioactive  isotope  that 
can  be  easily  recognized. 

Detection  of  Occult  Rone  Metastases  by 
Photoscanning  ivith  Radiostrontium.  Strontium 
is  similar  to  calcium  and  will  localize  in  bone. 
Radioactive  strontium  will  localize  in  metasta- 
tic lesions  in  bone  and  thus  occult  metastases 
can  be  detected  more  readily  than  by  con- 
ventional roentgenography.  The  method  is 
promising. 

The  Diagnosis  of  Pulmonary  Embolism  by 
Radioisotope  Scantling.  Human  serum  albumin 
labeled  with  I131  or  Cr51  can  be  aggregated 
into  large  enough  particles  to  lodge  in  the  pul- 
monary capillaries  and  their  distribution  de- 
lineated by  scintillation  scanning.  By  this 
method  pulmonary  embolism  can  be  visualized 
in  an  early  stage.  It  is  also  applicable  in  other 
lesions  of  the  lung. 

A Pancreas  Scan  has  been  obtained  by  the 
localization  of  methionine  in  which  the  sulfur 
has  been  replaced  by  Selenium-75. 

Cardiac  Output  and  measurements  of  coro- 
nary flow  are  possible  by  isotope  techniques, 
but  the  techniques  are  so  far  inacceptable  for 
clinical  use. 

Cerebral  Circulation  Time  can  be  estimated 
by  following  a radioactive  “bolus”  through  the 
brain.  Pulmonary  Blood  Flow  is  estimated  by 
a somewhat  similar  means. 

An  inkling  of  the  inexhaustible  ways  that 
isotopes  can  be  used  in  clinical  diagnosis  and 
research  can  be  obtained  from  the  titles  of  a 
selected  few  papers  presented  (Proceedings 
Society  of  Nuclear  Medicine,  1964): 
Differential  Diagnoses  of  the  Megaloblastic 
Anemias  using  C-14;  The  Metabolism  of  1-131 
Insulin  in  Patients  with  Diabetes  Mellitus ; 
Degradation  of  C-14  Labeled  Thymidine  in 
Man;  An  Approach  to  the  Detection  of  Occult 
Pigmented  Melanoma. 

These  are  infinitesimal  samples  of  what  is 
coming! 
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Speakers  A vai /able  on 
Radiation  Monitoring  Procedures 


Starting  October  1,  a new  series  of  talks  on  “Radiation 
Monitoring  Systems”  will  be  made  available  by  Nuclear- 
Chicago  Corporation  to  all  county  medical  societies  and 
major  medical  centers  in  Illinois.  These  talks  will  be 
given  by  technically  competent  spokesmen  of  Nuclear- 
Chicago  Corporation,  one  of  the  major  film  badge  sup- 
pliers in  the  United  States. 

Illustrated  with  color  slides,  the  30-minute  talks  will 
provide  the  physician  with  a clear  explanation  of  radia- 
tion monitoring  procedures  necessary  to  meet  the  require- 
ments of  the  Illinois  Department  of  Public  Health. 


The  following  questions 
are  answered 
in  the  talks: 


1.  What  does  a physician  have  to  do  to  comply  with  the 
Illinois  Radiation  Monitoring  Act? 

2.  How  does  the  Act  apply  to  users  of  radioisotopes  and 
x-ray  users? 

3.  What  are  the  hazards  in  working  with  tracer  tech- 
niques, isotope  therapy,  and  x-ray  machines? 

4.  What  are  permissible  doses? 

5.  Who  must  be  monitored? 

6.  How  can  monitoring  be  done? 

7.  What  records  must  be  kept  and  for  how  long? 

8.  How  does  a film  badge  service  function? 

9.  What  is  the  cost  of  monitoring? 


If  you  would  like  a program  to  clarify  in  detail  your  respon- 
sibilities under  the  Radiation  Monitoring  Act,  write  to  the 
Scientific  Speakers  Bureau,  Illinois  State  Medical  Society, 
360  North  Michigan  Avenue,  Chicago,  60601. 
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’64  Convention  Paper 

Quality  Control  in  the 
Physician’s  Office  Laboratory 


D.  B.  Dorsey,  M.D.,  Danville 

A laboratory  test  has  no  intrinsic  value.  It 
becomes  valuable  only  when  the  result  is  corre- 
lated with  other  information  to  provide  a diag- 
nosis. But  there  are  many  situations  in  which 
laboratory  data  are  meaningful  only  if  we  know 
certain  things  about  how  the  test  was  per- 
formed. Unless  we  are  aware  constantly  that 
errors  can  occur,  we  may  be  misled  to  the  detri- 
ment of  the  patient.  Here  are  two  examples  in- 
volving “simple”  tests  commonly  performed  in 
physicians’  offices: 

A hemoglobin  test  is  performed  on  a patient 
who  looks  pale  and  complains  of  fatigue.  The 
technician  reports  a hemoglobin  level  of  11  gms. 
per  cent.  After  six  weeks  of  iron  therapy  she  is 
reported  to  have  10.8  gms.  per  cent  of  hemo- 
globin. There  is  no  evidence  of  unusual  blood 
loss.  Should  you  do  a bone  marrow  study?  If 
the  patient  is  scheduled  for  elective  surgery 
should  you  give  her  a blood  transfusion? 

A patient  with  an  active  peptic  ulcer  was 
seen  last  week  at  which  time  the  technician  re- 
ported that  he  had  an  hematocrit  of  40  per  cent 
and  16  gms.  per  cent  hemoglobin.  Last  night 
he  felt  weak  and  was  nauseated  and  sweating. 
Today  the  technician  reports  that  his  hematocrit 
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is  still  40  per  cent  but  his  hemoglobin  is  now  14 
gms.  per  cent.  Has  he  bled? 

In  both  instances  failure  to  detect  errors  in 
the  laboratory  reports  can  cause  confusion  and 
may  lead  to  an  erroneous  diagnosis  and  unnec- 
essary studies  and  treatment.  From  the  time 
you  think  of  a test  to  its  final  effect  on  the  care 
of  the  patient,  even  the  simplest  laboratory  pro- 
cedure is  subject  to  six  kinds  of  errors: 

1.  The  wrong  patient. 

2.  The  wrong  specimen. 

3.  The  wrong  test. 

4.  The  wrong  result. 

5.  The  wrong  report. 

6.  The  wrong  interpretation. 

All  can  happen  at  once,  but  one  is  enough  to 
make  the  test  worthless.  We  must  guard  against 
each  of  these  hazards,  but  this  presentation  is 
particularly  concerned  with  the  fourth  hazard, 
the  wrong  result.  Let  us  consider,  for  example, 
the  sources  of  error  in  some  common  hematol- 
ogy tests,  to  illustrate  how  many  things  can  go 
wrong. 

Sources  of  Error  in  Hematology 

Physiologic  reaction  to  the  collection  of  the 
specimen:  An  example  of  this  sort  of  error  is 
the  high  leukocyte  count  obtained  from  a bellig- 
erent and  frightened  child  who  has  to  be  re- 
strained while  the  specimen  is  collected. 

Method  of  sampling:  Lange  and  Palmer1  have 
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shown  that  the  method  of  collecting  capillary 
blood  for  hematology  tests  can  introduce  a con- 
siderable variation  when  compared  with  tests 
made  simultaneously  on  venous  blood.  They 
found  that  massaging  the  finger  reduced  counts 
by  5 per  cent.  When  blood  was  pressed  from 
an  inadequate  puncture,  counts  were  from  17.5 
per  cent  to  26  per  cent  too  high.  Blood  ob- 
tained by  scarification  gave  higher  counts  than 
specimens  from  a sharp  knife  stick. 

Preservation  of  the  specimen — Anticoagulant: 
If  venous  blood  is  used  for  tests  the  anticoagu- 
lant can  be  a source  of  errors.  Clotting  may  oc- 
cur because  of  insufficient  anticoagulant.  Fibrin 
strands,  which  interfere  with  sampling,  may 
form  because  of  incomplete  mixing  with  the 
anticoagulant.  Use  of  the  wrong  anticoagulant 
can  produce  cell  distortion  which  will  cause  er- 
rors in  the  hematocrit  and  result  in  differential 
smears  which  are  difficult  to  interpret. 

Preservation  of  the  specimen — Container: 
Problems  with  the  container  also  can  be  a 
source  of  error  before  the  actual  testing  is  done. 
A poorly  fitted,  leaking  cap  on  a vial  of  hemo- 
globin diluent  can  result  in  a blood  dilution 
other  than  that  for  which  the  photometer  is 
calibrated. 

A leaking  blood  diluting  pipette  is  unlikely 
to  lose  blood  and  diluent  in  the  same  propor- 
tion, resulting  in  a grossly  erroneous  count. 
Evaporation  of  diluent  from  an  unused  vial  will 
change  the  dilution  ratio  as  well  as  the  chemical 
concentration  of  the  solution. 

Technical  Errors  in  the  Laboratory:  Hemoglobin 

Instrument  Errors:  Inaccurate  sample  pipette 
calibration  can  cause  large  errors.  Sunderman 
and  Associates2  tested  100  Sahli  pipettes  and 
found  that  59  were  within  ± 5 per  cent  of  the 
stated  volume.  The  remaining  41  were  outside 
this  limit  and  varied  from  —30  per  cent  to  +20 
per  cent  of  stated  volume.  Pipettes  of  certified 
accuracy  are  now  available,  but  if  you  buy  bar- 
gains you  should  be  prepared  to  recalibrate 
them  before  they  are  used. 

The  volume  of  diluent  for  hemoglobin  tests 
must  be  measured  accurately.  If  a volumetric 
pipette  is  used  the  calibration  of  the  pipette 
should  be  verified  and  the  technique  must  be 
meticulous  for  every  measurement.  Never  use 


a serologic  pipette  for  this  purpose.  Self-filling 
pipettes  are  more  convenient  but  their  calibra- 
tion must  be  checked  also.  We  have  found  some 
to  be  in  error. 

Automatic  pipetting  machines  must  be  cali- 
brated for  the  proper  volume  and  the  calibra- 
tion should  be  rechecked  with  volumetric  flasks 
each  day.  Pipetting  machines  may  fail  to  main- 
tain calibration  because  of  insecure  volume  ad- 
justment, dirt  in  the  valves,  or  bubbles  in  the 
chamber. 

Colorimeters  and  spectrophotometers  have 
several  sources  of  errors.  Precalibration  at  the 
factory  is  mentioned  only  to  be  condemned.  A 
calibration  is  valid  only  for  the  particular  rea- 
gents used  and  the  operator  doing  the  tests.  The 
errors  of  precalibration  are  increased  further  by 
the  passage  of  time.  Photocells,  exciter  lamps 
and  other  electrical  components  age  and  de- 
teriorate. Calibrations  must  be  rechecked  fre- 
quently. 

An  incomplete  calibration,  produced  with  a 
single  concentration  of  a standard,  may  be  valid 
for  that  point  on  the  curve  but  inaccurate  else- 
where. Several  concentrations  of  the  standard 
should  be  used  to  cover  the  full  range  of  un- 
knowns to  be  tested. 

An  instrument  with  a scale  which  is  too  small 
makes  reading  difficult  and  unreliable.  In  some 
parts  of  the  scale  a reading  error  of  a single 
division  can  alter  the  hemoglobin  report  by  as 
much  as  1 gm.  per  cent. 

Unstable  electrical  components  can  result  in 
erratic  readings  and  significant  errors.  Marked 
fluctuation  in  line  voltage  can  have  the  same 
result. 

Unmatched  cuvettes  are  another  source  of  er- 
ror. The  length  of  light  path  must  be  the  same 
for  all  samples. 

Dirty  cuvettes  scatter  light  and  produce 
false  readings.  Acid  washing  may  be  necessary 
to  remove  protein  deposits. 

Poor  standards  may  invalidate  the  best  efforts 
at  calibration.  The  best  hemoglobin  standards 
are  those  certified  by  the  College  of  American 
Pathologists,  but  even  these  can  deteriorate  on 
standing. 

Personal  Errors:  Complete  mixing  of  the  sam- 
ple is  essential,  since  only  a small  aliquot  is 
tested.  Too  vigorous  mixing  may  cause  hemol- 
ysis and  foaming,  both  of  which  lead  to  errors. 
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Inaccurate  and  careless  pipetting  must  be 
avoided.  Failure  to  wipe  blood  from  the  outside 
of  the  pipette  also  can  lead  to  inaccurate  results. 

Accurate  adjustment  of  the  colorimeter  is  es- 
sential for  good  work.  A reading  is  valid  only 
if  the  instrument  has  been  carefully  set  to  100 
per  cent  transmittance  or  0 optical  density  with 
a fresh  reogent  flash. 

Inaccurate  observation  of  machine  readings 
due  to  carelessness,  fatigue,  or  bias  is  another 
source  of  random  errors.  This  sort  of  error  is 
most  likely  to  occur  late  in  the  day  or  when 
work  loads  are  heavy. 

Inaccurate  conversion  of  optical  density  or 
per  cent  transmittance  to  grams  per  cent  of 
hemoglobin  can  invalidate  otherwise  meticulous 
work.  Errors  in  recording  results  on  work  sheets 
and  in  transcribing  these  to  the  report  forms 
also  should  be  mentioned. 

Erythrocyte  and  Leukocyte  Counts, 
Hemocytometer  Method 

Instrument  Errors:  Inaccurate  diluting  pi- 
pettes can  be  a source  of  error  here,  as  in  hemo- 
globinometry.  Diluting  pipettes  have  2 calibra- 
tions which  must  be  accurate. 

Errors  due  to  inaccurate  counting  chambers 
can  be  avoided  by  buying  only  the  best  qual- 
ity. A “bargain”  may  be  very  costly  in  terms  of 
accuracy. 

Contaminated  diluent  fluid  is  another  source 
of  error.  It  is  very  difficult  to  distinguish  be- 
tween erythrocytes  and  yeast  cells  on  a counting 
chamber. 

Irregular  cell  distribution  on  the  counting 
chamber  may  result  from  incomplete  mixing  of 
the  diluted  sample  or  improper  filling  of  the 
chamber.  Both  can  produce  counts  which  are 
erroneous. 

Personal  Errors:  If  counts  are  made  from  ve- 
nous blood  the  small  aliquot  to  be  tested  must 
come  from  a well  mixed  sample.  Even  a few 
minutes  settling  can  result  in  serious  errors.  In- 
accurate pipetting  of  the  sample  and  diluent 
produces  the  same  problems  in  cell  counting  as 
in  hemoglobinometry. 

Insufficient  shaking  of  the  sample  pipette,  or 
shaking  by  the  wrong  technique,  will  fail  to  pro- 
duce a homogeneous  dilution  for  counting.  Ex- 
cessive shaking  destroys  cells.  Inaccurate  filling 


of  the  counting  chamber  leads  to  irregular  cell 
distribution. 

Inaccurate  counting  due  to  carelessness,  fa- 
tigue or  bias,  is  a hazard  that  increases  with  the 
workload,  and  with  the  physicians’  demands  for 
an  immediate  report. 

Hemocytometer  counts,  at  best,  are  not  very 
precise.  Berkson,  Magath  and  Hurn3  found  that 
under  ideal  conditions  an  erythrocyte  count  is 
accurate  only  to  plus  or  minus  16  per  cent.  Leu- 
kocyte counts  vary  by  a factor  of  at  least  plus 
or  minus  21  per  cent.  Electronic  cell  counts  can 
be  much  more  precise,  but  present  many  more 
sources  of  error.  The  equipment  is  expensive 
and  requires  careful  maintenance. 

Hematocrit 

While  the  hematocrit  is  less  complicated  than 
the  erythrocyte  count,  it  is  subject  to  error  also. 

Instrument  Errors:  It  has  been  shown  that  er- 
rors in  microhematocrit  tests  can  be  due  to  vari- 
ation in  caliber  of  capillary  tubes.  These  tubes 
cannot  be  recalibrated,  hence  the  importance  of 
buying  only  the  best  quality.  Inaccurately  cali- 
brated macrohematocrit  tubes  can  be  a source 
of  error  for  this  method. 

Maximum  packing  of  red  cells  for  uniformly 
precise  hematocrit  tests  depends  upon  the 
amount  of  centrifugal  force  and  the  length  of 
time  it  is  applied.  The  amount  of  centrifugal 
force  is  determined  by  the  diameter  of  the  cen- 
trifuge head  and  the  speed  of  rotation.  Insuffi- 
cient speed  or  insufficient  running  time  result  in 
hematocrit  readings  which  are  too  high. 

Loss  of  part  of  the  specimen  due  to  leaking 
tube  seals  constitutes  another  source  of  error.  If 
microhematocrit  tubes  are  sealed  by  fusing  the 
end  of  the  tube  with  a flame  the  heat  may  cause 
hemolysis  resulting  in  readings  which  are  too 
low. 

A poorly  designed  micro-tube  reader  makes 
it  difficult  to  read  the  packed  cell  volume  pre- 
cisely. 

Personal  errors  in  doing  hematocrit  tests  are 
similar  to  those  discussed  above,  incomplete 
mixing  of  the  sample,  incomplete  sealing  of  the 
tubes,  errors  in  reading  the  cell  volume,  and 
transcription  errors. 

Similar  lists  of  sources  of  error  could  be  com- 
piled for  urinalysis  and  other  tests  commonly 
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performed  in  the  physician’s  office.  Since  there 
are  so  many  sources  of  error  in  every  test,  we 
must  be  able  to  detect  errors  when  they  occur. 
This  is  the  purpose  of  quality  control.  Quality 
control  is  accomplished  by  a systematic  pro- 
gram for  the  detection  and  elimination  of  all 
factors  which  may  give  rise  to  errors. 

Programs  of  quality  control  are  concerned 
with  three  things: 

1.  Accuracy. 

2.  Precision. 

3.  The  detection  of  random  errors. 

ACCURACY  is  the  closeness  with  which  the 

average  value  of  a series  of  tests  agrees  with  the 
true  value.  Accuracy  depends  on  careful  cali- 
bration of  instruments,  equipment  and  reagents 
against  valid  universal  standards. 

PRECISION  means  the  closeness  with  which 
repeated  tests  on  the  same  sample  agree  with 
each  other.  Precision  depends  on  the  training 
and  skill  of  the  analyst,  the  care  with  which  she 
works,  and  the  quality  of  the  instruments  and 
equipment  she  uses. 

RANDOM  ERRORS  usually  are  the  result  of 
instrument  malfunction  or  personal  factors. 
What  can  the  physician  do  to  detect  and  elimi- 
nate laboratory  errors? 

Methods  for  Quality  Control  in  the 
Office  Laboratory 

Personnel:  The  training,  experience,  skill  and 
temperment  of  the  person  performing  the  tests 
has  a bearing  on  the  reliability  of  the  result.  You 
may  be  fortunate  enough  to  find  a medical  tech- 
nologist who  is  certified  by  the  Registry  of  the 
American  Society  of  Clinical  Pathologists,  and 
identified  by  the  title  M.T.  (A.S.C.P.),  but 
persons  with  such  qualifications  are  in  short 
supply  and  the  salaries  they  can  obtain  are 
likely  to  be  excessive  for  an  office  laboratory. 
The  alternatives  are:  either  train  a girl  yourself 
or  hire  a commercial  school  graduate. 

Before  you  undertake  a training  program  you 
should  ask  yourself  if  you  know  enough  about 
the  instruments  and  technical  methods  to  be  a 
competent  teacher.  Do  you  have  the  time  to 
spare? 

Students  in  commercial  schools  frequently 
have  grossly  inadequate  “training.”  Recently 
we  interviewed  a graduate  of  an  “academy”  for 
medical  and  dental  assistants  who  thought  she 


had  been  trained  in  office  laboratory  proce- 
dures. During  her  4 months  at  the  school  she 
had  done  6 venipunctures,  30  erythrocyte  and 
leukocyte  counts,  20  hematocrits,  15  hemoglo- 
bin tests  and  36  differential  counts.  (If  you 
think  this  is  adequate  training  you  should  not 
do  laboratory  tests  in  your  office. ) 

Even  if  you  employ  a competent  technician 
your  personal  supervision  is  essential  to  good 
work.  If  you  want  high  standards  of  perform- 
ance you  must  set  these  standards,  and  you 
should  know  enough  about  methods  of  quality 
control  and  provide  enough  supervision  to  see 
that  they  be  maintained. 

Equipment:  Work  of  good  quality  is  impos- 
sible without  quality  equipment.  Volumetric 
tests,  including  hemoglobinometry  and  blood 
counts,  should  never  be  done  without  volumet- 
ric glassware.  If  the  glassware  you  buy  is  not 
of  certified  quality  you  must  recalibrate  it  be- 
fore use.  Instruments  must  be  calibrated  with 
reliable  standards  and  the  calibration  must  be 
rechecked  frequently.  The  use  of  a precali- 
brated instrument  is  almost  certain  evidence  of 
poor  work. 

Even  proper  calibration  does  not  insure  accu- 
racy. In  the  example,  given  above,  of  the  patient 
who  failed  to  respond  to  iron  therapy,  the  hem- 
oglobinometer  had  been  properly  calibrated 
with  a standard  equivalent  to  a 1 — 250  dilution 
of  whole  blood;  but  her  tests  were  run  with  a 
1 — 300  dilution.  If  the  proper  dilution  had  been 
used  her  true  hemoglobin  level  of  13.2  gms.  per 
cent  would  have  been  found.  She  did  not  re- 
spond to  iron  because  she  was  not  anemic.  If 
she  had  had  a serious  reaction  to  an  unneces- 
sary blood  transfusion  you  might  have  difficulty 
proving  you  were  not  negligent. 

Duplicate  Tests:  Running  repeated  analyses 
on  the  same  specimen  is  an  essential  part  of  a 
program  for  quality  control.  The  accumulation 
of  10  or  more  sets  of  duplicate  tests  provides 
data  for  the  calculation  of  the  standard  devia- 
tion by  the  formula: 

Standard  Deviation  = 

( Diff . between  Duplicates ) 2 
2 x Number  of  Pairs  ( Youden4. ) 

This  is  a mathmetical  statement  of  the  vari- 
ability of  your  measurements  and  is  a good  way 
of  expressing  precision.  In  our  own  hematology 
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laboratory  we  test  the  first  10  specimens  each 
day  in  duplicate  and  keep  a running  graph  of 
each  day’s  standard  deviation  for  hemoglobins 
and  for  red  and  white  counts.  Such  a program 
would  place  a considerable  burden  on  the 
physician’s  office  laboratory,  but  the  duplicate 
testing  of  even  one  specimen  each  day  permits 
the  calculation  of  standard  deviation  every  two 
weeks. 

Knowledge  of  the  standard  deviation  value 
for  each  quantitative  test  you  do  is  essential  to 
the  interpretation  of  test  results.  For  example,  a 
change  from  one  hemoglobin  test  to  another  of 
1 gm.  per  cent  is  indicative  of  an  actual  change 
in  the  patient’s  condition  only  if  you  know  that 
the  standard  deviation  for  hemoglobin  is  less 
than  0.3  gms.  per  cent. 

Duplicate  testing  also  can  provide  a necessary 
check  on  the  accuracy  of  calibration.  A dupli- 
cate sample  sent  to  a laboratory  with  a compre- 
hensive quality  control  program  will  provide 
evidence  that  results  in  your  own  laboratory  are 
reliable,  or  indicate  which  methods  need  study 
and  revision.  One  valuable  key  to  locating  such 
a laboratory  is  the  Inspection  and  Accreditation 
Program  of  the  College  of  American  Patholo- 
gists now  being  implemented.  If  an  aliquot  of 
at  least  one  specimen  you  have  tested  is  sent 
each  week  to  such  a laboratory  you  will  have 
added  a valuable  component  to  your  quality 
control  program  at  small  cost. 

Another  essential  part  of  a quality  control 
program  is  the  retesting  of  specimens  by  alter- 
native methods  to  confirm  questionable  results 
with  “screening”  tests.  This  applies,  for  exam- 
ple, to  urine  specimens  tested  with  dip  sticks. 
Test  methods  which  are  good  for  screening  may 
be  too  sensitive  or  may  give  false  positive  re- 
action. Any  urine  giving  a positive  reaction  for 
sugar  should  be  rechecked  with  another  meth- 
od, preferably  one  involving  the  reduction  of  a 
copper  reagent.  Every  positive  urine  albumin 
test  should  be  rechecked  with  sulfosalicylic 
acid  or  with  heat  and  acetic  acid. 

Correlation  Between  Tests:  The  correlation 
between  tests  which  are  quantitatively  or  qual- 
itatively related  provides  a valuable  cross-check 
on  accuracy  and  precision  and  is  particularly 
helpful  in  detecting  random  errors.  The  routine 
complete  blood  count  contains  quantitatively  re- 
lated tests  and  the  routine  calculation  of  mean 
corpuscular  constants  provides  a numerical  ex- 


pression of  the  relationships  between  these  pairs 
of  tests.  The  two  most  valuable  corpuscular 
constants  for  this  purpose  are  the  Mean  Corpus- 
cular Hemoglobin  and  the  Mean  Corpuscular 
Hemoglobin  Concentration.  If  you  are  doing 
red  cell  counts  and  hemoglobin  determinations 
in  your  laboratory,  the  Mean  Corpuscular 
Hemoglobin  is  calculated  by  the  formula: 

MCH  = HbS  in  §ms-  % x 10 

Rbc  in  millions/ cmm. 

For  hematocrit  determinations  and  hemoglobin 
tests,  the  Mean  Corpuscular  Hemoglobin  Con- 
centration is  calculated  by  the  formula: 

MCHC  = Hbsingms%xl0° 

Vol.  Packed  Cells/100  ml. 

These  cell  indices  can  be  calculated  very 
quickly  with  a slide  rule  or  with  special  calcu- 
lators constructed  for  this  purpose.  The  normal 
ranges  are:  MCH  27  to  32  micro  micrograms, 
MCHC  31  per  cent  to  36  per  cent. 

Detection  of  Random  Errors 

If  the  erythrocytes  on  the  stained  differential 
smear  appear  normal  the  MCH  or  MCHC 
should  be  within  the  normal  range.  If  both  the 
erythrocyte  count,  or  hematocrit,  and  hemoglo- 
bin are  repeated  whenever  the  cell  indices  are 
outside  the  normal  range  and  the  erythrocyte 
morphology  is  normal  very  few  random  errors 
of  significant  magnitude  will  be  missed.  In  the 
example,  given  above,  of  the  ulcer  patient  with 
possible  bleeding,  calculation  of  MCHC  from 
the  data  obtained  with  the  first  tests  yields  a 
value  of  40  per  cent.  Such  a result  is  fantastic 
since  36  per  cent  is  the  maximum  possible  con- 
centration. This  indicates  that  an  error  was 
made  in  either  the  hematocrit  tests  or  hemo- 
globin measurement.  Thus  the  tests  are  worth- 
less and  provide  no  basis  for  comparison  with 
the  current  tests  which  yield  a value  for  MCHC 
of  35  per  cent.  A program  for  quality  control 
can  avoid  such  clinical  dilemmas. 

The  statistical  analysis  of  a series  of  mean  cor- 
puscular constants  from  tests  on  normal  persons 
also  provides  useful  information. 

Verification  of  Accuracy:  The  average  value 
for  each  mean  corpuscular  constant,  from  a se- 
ries of  accurate  tests  on  blood  from  normal  per- 
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sons,  should  be  near  the  center  of  the  normal 
range.  This  is  a cross-check  on  accuracy  and 
any  consistent  deviation  is  an  indication  to  re- 
check calibration.  In  our  laboratory  we  calcu- 
late the  average  value  for  MCH  on  all  tests  on 
“normal”  blood  specimens  each  day.  The  aver- 
age value  and  range  of  daily  average  values  for 
MCH  from  199  series  of  routine  tests  are  sum- 
marized in  Table  1. 


TABLE  1 


Average  Mean  Corpuscular  Hemoglobin 
( MCH ) for  All  “Normal”  Blood  Specimens 
Tested  on  199  Consecutive  Working  Days 

Average  MCH  for  the  series 

29.4  mmg. 

Range  of  daily  average  values  for 

the  series 

28.3-30.7  mmg. 

Standard  deviation  of  daily 

averages  for  the  series 

±0.5  mmg. 

Range  for  ± 2 S.D. 

28.4-30.5  mmg. 

Verification  of  Precision:  Random  errors  in 
performing  tests  on  normal  blood  will  tend  to 
produce  an  abnormally  wide  range  of  mean 
corpuscular  constants.  Assuming  that  speci- 
mens of  normal  blood  constitute  a homogenous 
population  with  respect  to  MCH  values,  the 
standard  deviation  for  each  day’s  series  of  tests 
can  be  calculated  by  the  formula: 

Sum  ( differences  from  the  mean2 ) 
Number  of  measurements — 1 

( Hoffman5 ) 

This  standard  deviation  is  a further  check  on 
the  precision  with  which  routine  tests  are  per- 
formed. 


Values  for  standard  deviation  of  the  MCH 
from  the  same  199  daily  series  of  routine  tests 
are  listed  in  Table  2. 


TABLE  2 


Standard  Deviations  (S.D.)  of  Mean 
Corpuscular  Hemoglobin  (MCH)  for  Each  Day’s 
Series  of  Tests  on  “Normal”  Blood  from 
199  Consecutive  Working  Days 

Average  S.D.  of  MCH  for  the 

series 

±1.3  mmg. 

Range  for  the  series 

±0.8  to  ±1.7  mmg. 

S.D.  above  ±1.5  mmg. 

18  days  (9%) 

S.D.  above  ±1.6  mmg. 

7 days  (3.5%) 

Correlation  between  qualitatively  related 
tests  in  urinalysis  also  is  a useful  part  of  a qual- 
ity control  program.  For  example,  tests  should 
be  repeated  if  casts  are  reported,  but  no  albu- 
min. A low  urine  specific  gravity  with  4+  sugar 
should  suggest  the  need  for  rechecking  these 
tests.  The  simple  lignin  test  can  help  to  differ- 
entiate between  oxalate  and  sulfa  crystals  in  the 
urine  sediment. 

Correlation  With  Clinical  Information:  A very 
important  part  of  any  quality  control  program 
involves  the  correlation  between  test  results  and 
the  other  information  about  the  patient.  If  a 
test  result  does  not  “fit”  the  test  should  be  re- 
peated before  any  attempt  is  made  to  interpret 
it. 

The  physician  who  has  laboratory  tests  per- 
formed in  his  office  must  be  skeptical  and  criti- 
cal. Laboratory  work  of  good  quality  results 
from  constant  vigilance.  This  is  a responsibility 
he  cannot  delegate  even  to  a trained  tech- 
nologist. 
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Non-Epidemic  Staphylococci: 
An  Environmental  Survey 


Carl  J.  Pfeiffer,  M.A.,  Carbondale, 
and  Ladistav  Stef  aim,  M.D.,  Quincy 

A growing  interest  in  the  prevention  and 
management  of  hospital-acquired  staphylococ- 
cal sepis  has  inspired  numerous  clinical  investi- 
gations of  these  problems  during  recent  years. 
Many  reports  about  staphylococcal  epidemics 
have  dealt  with  the  people  aspect  of  the  hos- 
pital environment,  especially  in  terms  of  staphy- 
lococcal epidemics.1-2  Although  investigations 
of  inanimate  hospital  environment  have  been  re- 
ported, the  studies  have  usually  been  limited  to 
air  sampling,  epidemic  situations,  or  specific  ob- 
jects such  as  mattresses  or  floors.3'5  Thus,  it  is 
the  purpose  of  the  present  communication  to 
report  the  findings  of  a general  survey  of  staphy- 
lococci in  relation  to  the  inanimate  hospital  en- 
vironment in  a hospital  where  no  epidemic 
exists.  In  addition,  an  associated  study  of  ex- 
pectant mothers  and  newborn  infants  implicat- 
ing environmental-patient  transmission  of  stap- 
hylococci will  be  reported.  The  investigation 
was  undertaken  during  the  summer  months  at 
Blessing  Hospital,  a 196-bed  general  hospital  in 
Quincy,  Illinois. 

Procedure 

On  the  premises  that  1 ) uniform  sampling  of 
a small  surface  area  of  all  typical  inanimate  ob- 
jects in  all  hospital  rooms  would  provide  an 
index  to  the  relative  contamination  of  these  ob- 
jects with  staphylococci,  and  2)  that  the  in- 
cidence of  any  type  of  staphylococci  on  an  ob- 
ject indicates  a possible  or  actual  reservoir  for 
pathogenic  strains,  the  following  procedures 
were  undertaken. 
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Over  3,250  individual  cultures  were  studied 
following  the  systematic  sampling  of  about  19 
inanimate  objects  in  each  of  the  hospital  rooms. 
All  cultures  were  made  by  swabbing  one  square 
inch  of  surface  of  the  object  with  a sterile, 
moistened,  cotton-tipped  applicator,  and  by 
incubating  inoculated  Staphylococcus  Medium 
#110  (Difco)  at  38°  C for  48  hours.  Because  of 
the  mass  production  of  cultures,  colonies  of 
staphylococci  were  periodically  checked  by 
Gram  staining;  indeed,  very  few  contaminants 
were  noted  on  the  selective  staphylococcus 
medium.  It  was  impossible  to  carry  out  phage 
typing  and  coagulase  testing  on  all  the  cul- 
tures, but  the  medium  permitted  differentiation 
of  non-pathogenic  and  pathogenic  staphylococ- 
ci by  nature  of  chromogenic  properties  of  the 
latter. 

The  articles  selected  for  culturing,  as  indi- 
cated in  Table  1,  were  chosen  on  the  basis  of 
either  frequent  contact  with  patients  or  visitors, 
or  lack  of  attention  in  the  housekeeping  pro- 
cedure. In  the  cases  of  the  laundry  room,  cafe- 
teria, surgical  rooms,  etc.,  equivalent  objects 
with  the  above  characteristics  were  selected  for 
culture. 

Results 

General  Hospital  Environment:  A compara- 
tive summary  of  the  incidence  of  staphylococci 
on  the  inanimate  objects  cultured  is  illustrated 
in  Table  1.  This  analysis,  based  on  the  study  of 
3,250  individual  cultures,  indicates  a wide  range 
of  relative  contanimation  of  objects.  Under  the 
conditions  of  this  study,  and  in  spite  of  frequent 
cleaning,  the  objects  aligned  horizontally  in  the 
environment  and  in  frequent  human  contact 
were  incriminated  as  the  most  suitable  reservoirs 
of  staphylococci  in  the  hospital  environment. 

Surgical  Ward:  The  incidence  of  staphylococ- 
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ci  was  considerably  lower  in  the  surgical  ward 
than  in  the  general  hospital  environment.  A 
comparison  of  the  relative  contamination  of 
rooms  based  upon  the  proportion  of  positive 
staphylococcal  cultures  taken  in  each  room  re- 
vealed that  60  per  cent  of  the  surgical  rooms 
had  a low  incidence  of  staphylococci  ( 10-40  per 
cent  positive  objects  per  room)  in  contrast  to 
only  41  per  cent  of  the  rooms  in  the  entire  hos- 
pital with  a similar  low  incidence.  In  the  surgi- 
cal ward  it  was  evident  that  a high  incidence  of 
staphylococci  (61-85  per  cent  positive  objects 
per  room)  occurred  in  rooms  of  personnel  traf- 
fic, i.  e.,  doctors’  lounge  and  dressing  room, 
nurses’  room,  surgical  work  room,  anesthesia 
room,  and  recovery  room.  All  major  operating 
rooms  and  the  scrub  room  were  characterized 
by  a low  occurrence  of  staphylococci  ( 10-40  per 
cent  positive  objects  per  room). 


TABLE  1 

Analysis  of  Objects  Cultured  for  Staphylococci 


% of  Objects 
Yielding 

Object  Staphylococci 

Alignment 

in 

Environment 

Cleaning 

Attention 

Direct 

Human 

Contact 

Wall 

10 

Vertical 

Seldom 

No 

Windowshade 

15 

Vertical 

Seldom 

Yes 

Headboard  of  Bed 

16 

Vertical 

Seldom 

Yes 

Mattress 

18 

Horizontal 
( covered ) 

Seldom 

No 

Curtain  Divider 

19 

Vertical 

Seldom 

No 

Drapes 

23 

Vertical 

Seldom 

No 

Pillow 

30 

Horizontal 

Seldom 

Yes 

Bedpan 

31 

Horizontal 
( covered ) 

Often 

Yes 

Main  Light  Switch  35 

Slanting 

Seldom 

Yes 

Bed  Lamp  Switch 

36 

Slanting 

Seldom 

Yes 

Wastebasket 

43 

Vertical 

Seldom 

No 

Toilet  Seat 

57 

Horizontal 

Often 

Yes 

Food  Tray 

58 

Horizontal 

Often 

Yes 

Nightstand 

66 

Horizontal 

Often 

Yes 

Lavatory 

67 

Horizontal 

Often 

Yes 

Chair  Seat 

70 

Horizontal 

Seldom 

Yes 

Floor  (Traffic) 

85 

Horizontal 

Often 

Yes 

Floor  (Comer) 

85 

Horizontal 

Often 

Yes 

24-Hr.  Air  Fallout 

92 

Horizontal 

Yes 

Obstetrical  Ward:  In  an  associated  study, 
nose,  throat,  and  perineal  cultures  were  taken 
on  expectant  mothers  at  admission  to  and  dis- 
charge from  the  hospital,  and  nose,  throat,  and 
abdominal  skin  cultures  were  taken  on  their 
newborn  babies  at  discharge  from  the  hospital. 
It  was  evident  in  this  study  of  1197  individual 
cultures  that  the  hospital  environment  was  in- 


volved in  the  transmission  of  staphylococci  to 
the  patients.  Although  38  per  cent  of  180  ex- 
pectant mothers  empirically  harbored  coagu- 
lase-positive  (fresh  human  serum)  staphylo- 
cocci in  the  nose,  throat,  or  on  the  perineum  at 
admission,  54  per  cent  harbored  coagulase-posi- 
tive  staphylococci  at  discharge  from  the  hospi- 
tal. Also,  37  per  cent  of  the  107  newborn  in- 
fants examined  acquired  coagulose-positive 
staphylococci  before  discharge.  It  is  of  interest 
that  in  a study  of  40  newborn  infants  and  their 
mothers,  19  of  the  infants  acquired  coagulase- 
positive  staphylococci  although  their  mothers 
did  not  demonstrate  coagulase-positive  staphy- 
lococci under  the  given  conditions.  From  this 
associated  investigation  it  is  possible  to  con- 
clude that  both  newborn  infants  and  their 
mothers  acquire  coagulase-positive  staphylococ- 
ci from  the  hospital  environment.  However,  it 
can  only  be  ascertained  by  phage  typing  wheth- 
er the  inanimate  aspect  and/or  the  personnel 
aspect  of  the  hospital  environment  is  respon- 
sible for  cross-infection  in  this  case. 

Discussion 

It  is  noteworthy  that  in  Table  1,  five  of  the 
six  objects  in  the  slightly  contaminated  group 
(10-35  per  cent)  are  aligned  vertically  in  the 
environment.  It  might  be  thought  that  the  rela- 
tively low  incidence  of  staphylococci  on  these 
articles  is  due  to  the  lack  of  dust,  which  has  a 
proclivity  to  settle  on  horizontal  surfaces.  Wal- 
ter6 has  reported  that  organisms  associated  with 
staphylococcal  infections  are  found  in  rapidly 
settling  particles  such  as  dust  and  droplets. 
However,  in  the  present  investigation  the  wall, 
windowshade,  curtain  divider,  and  drapes  were 
cleaned  relatively  seldom  in  the  housekeeping 
procedure,  and  the  swabbing  of  a windowshade 
or  the  shaking  of  a drape  readily  indicated  the 
presence  of  dust.  Thus,  question  is  raised  con- 
cerning the  nature  of  the  correlation  of  dust  and 
staphylococci.  At  any  rate,  an  examination  of 
the  six  objects  in  the  highly  contaminated  group 
(66-92  per  cent)  reveals  that  these  articles  are 
aligned  horizontally  in  the  environment,  are  in 
frequent  contact  with  patients  and  visitors,  and 
are  cleaned  often  in  the  housekeeping  proce- 
dure. The  present  study  indicts  the  hospital 
floors  as  the  primary  reservoir  of  staphylococci, 
thereby  substantiating  the  work  of  Walter6  in 
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regard  to  floors.  Not  only  are  the  floors  the 
largest  and  lowest  horizontal  surface  in  the  hos- 
pital room,  but  they  are  continually  subject  to 
human  contact  as  visitors,  hospital  personnel, 
and  ambulatory  patients  walk  about  the  hos- 
pital. It  is  not  the  purpose  of  the  present  paper 
to  discuss  housekeeping,  but  it  must  be  men- 
tioned that  judicious  housekeeping  is  certainly 
the  major  factor  in  controlling  staphylococci  in 
the  inanimate  hospital  environment.  Although 
the  floors  were  generally  wet-washed  with  a 
detergent  once  a day,  the  incidence  of  staphylo- 
cocci in  the  center  of  activity  on  the  floors  was 
reduced  from  85  per  cent  to  59  per  cent  when 
additional  male  help  was  hired  for  cleaning  and 
when  a detergent  solution  with  optimal  cleans- 
ing and  germicidal  properties  (Tergisyl)  was 
utilized.  Similarly,  the  incidence  was  decreased 
at  the  corners  of  the  floor  from  85  per  cent  to 
45  per  cent  positive  cultures.  The  fact  that  the 
operating  rooms  have  a low  occurrence  of 
staphylococci  is  undoubtedly  due  to  the  excel- 
lent, frequent,  scrubbing  of  the  objects  in  these 
rooms,  and  to  the  low  amount  of  traffic  therein. 

The  present  investigation  demonstrated  a 38 
per  cent  incidence  of  coagulase-positive  staphy- 
lococci on  expectant  mothers  who  were  cul- 
tured (nose,  throat,  and  perineum)  at  admis- 
sion to  the  hospital.  This  can  be  compared  to 
Millian’s  et  al7  record  of  37.5  per  cent  white, 
male  and  female,  non-hospitalized  nasal  car- 
riers of  coagulase-positive  staphylococci,  to 
Lind,  Sullivan,  and  Boggs’8  record  of  25  per 
cent  incidence  of  nasal  carriers  of  coagulase- 
positive  staphylococci  from  300  personnel  out- 
side the  hospital,  and  to  Poth,  Lepper,  and 
Smith’s9  account  of  38  per  cent  incidence  of 
virulent  strains  of  staphylococci  in  the  anterior 
nares  of  667  employees  in  a Wisconsin  hospital. 
Thus,  the  present  study,  which  is  supported  by 
the  work  of  other  investigators,  also  reveals  an 
inevitable  route  by  which  staphylococci  are 
brought  into  the  hospital  environment. 

Summary 

An  environmental  survey  of  staphylococci  has 
been  undertaken  in  a general  hospital  in  which 


no  epidemic  exists.  Nineteen  inanimate  objects 
were  systematically  cultured  in  each  hospital 
room,  and  associated  studies  of  expectant  moth- 
ers and  newborn  infants  were  made;  in  all, 
about  4,500  individual  cultures  were  studied. 
The  ubiquity  of  staphylococci  has  been  demon- 
started,  with  the  floors  and  other  objects  of  hu- 
man contact  and  horizontal  alignment  yielding 
the  highest  incidence  of  staphylococci.  As  dem- 
onstrated in  the  surgical  ward  and  in  the  hos- 
pital as  a whole,  increased  traffic  increases  the 
incidence  of  staphylococci  on  inanimate  ob- 
jects, and  improved  housekeeping  methods 
greatly  reduce  the  incidence  of  staphylococci 
on  the  floors  and  objects  in  the  rooms.  Asso- 
ciated studies  of  expectant  mothers  and  new- 
born infants  indicated  that  38  per  cent  of  180 
expectant  mothers  brought  exogenous,  coag- 
ulase-positive staphylococci  into  the  hospital 
environment,  and  that  16  per  cent  of  180  moth- 
ers and  48  per  cent  of  40  infants  acquired  coag- 
ulase-positive staphylococci  of  probable  hospital 
origin.  It  was  found  that  37  per  cent  of  107 
newborn  infants  acquired  coagulase-positive 
staphylococci  of  maternal  or  hospital  origin  ac- 
cording to  cultures  of  the  anterior  nares,  throat, 
and  abdominal  skin. 

Acknowledgement 

The  authors  express  their  appreciation  to  Miss 
Jan  Caldwell  for  her  technical  assistance. 

REFERENCES 

].  Vogel,  R.  A.,  et  al.:  The  Genesis  and  Spread  of  a Hospital 
Staphylococcal  Epidemic  on  an  Adult  Medical  Ward,  New 
England  J.  Med.  261:1301,  1959. 

2.  Rogers,  D.  E.:  The  Current  Problem  of  Staphylococcal  In- 
fection, Ann.  Int.  Med.  45:748,  1956. 

3.  Howe,  C.  W.,  et  al.:  Staphylococcal  Contamination  of  Mat- 
tresses and  Blankets  on  a Surgical  Ward  Under  Nonepidemic 
Conditions,  New  England  J.  Med.  264:625,  1961. 

4.  Collbeck,  J.  C.:  Environmental  Aspects  of  Staphylococcal 
Infections  Acquired  in  Hospitals,  Ann.  J.  Pub.  Health  50: 
468,  1960. 

5.  Communicable  Disease  Center,  Environmental  Aspects  of 
Staphylococcal  Disease,  U.S.  Dept,  of  Health,  Ed.  and 
Welfare,  Jan.  1959. 

6.  Walter,  C.  W.,  and  Kundsin,  R.  B.:  The  floor  as  a Reservoir 
of  Hospital  Infection,  Surg.  Gynec.  Obsto.  3:412,  1960. 

7.  Millian,  S.  J.,  et  al.:  Studies  on  the  Incidence  of  Coagulase- 
Positive  Staphylococci  in  a Normal  Unconfined  Population, 
Ann.  J.  Pub.  Health  50:791,  1960. 

8.  Lind,  H.  E.;  Sullivan,  M.  L.,  and  Boggs,  E.:  So  You  Have 
Staphylococci  in  the  Hospital,  Ann.  J.  Pub.  Health  50:882, 
1960. 

9.  Poth,  E.  J.;  Lepper,  M.  H.,  and  Smith,  M.  B.:  Resistant 
Staphylococcal  Infections,  Postgrad.  Med.  27:500,  1960. 


for  September,  1964 


329 


Granulomatous  Angiitis  of  the 
Central  Nervous  System 


Bernabd  Prison,  M.D.,  and  Regina  Padleckas, 
M.D.,  Chicago 

The  vessels  of  the  central  nervous  system 
may  be  affected  by  a form  of  granulomatous  in- 
flammation which  generally  leads  to  death  in  a 
short  period  of  time.  This  condition  is  uncom- 
mon and  has  been  reported  under  other  desig- 
nations. The  case  to  be  reported  is  of  unusual 
interest  for  two  principal  reasons:  first,  the 
clinical  state  was  that  of  a rapidly  fatal  neuro- 
logic disease  which  simulated  a ruptured  berry 
aneurysm;  second,  the  histological  changes  in 
the  nervous  system  were  those  of  a granulo- 
matous angiitis.  An  analysis  of  the  findings  in 
this  case,  together  with  a review  of  the  few  re- 
ported instances  of  granulomatous  angiitis  stud- 
ied pathologically,  permit  certain  conclusions 
concerning  the  relationship  of  granulomatous 
angiitis  and  infectious  granulomas. 

Case  Report 

The  patient  was  a 45-year-old  Negro  male  with  a 
6-month  history  of  headaches  and  personality  changes, 
becoming  more  severe  the  week  before  admission.  On 
July  7,  1962,  one  week  prior  to  admission,  he  experi- 
enced severe  progressive  biparietal  headaches  followed 
by  vomiting,  coma  and  cardiac  arrest.  He  was  resus- 
citated by  closed  cardiac  massage  in  the  emergency 
room.  The  past  history  was  essentially  unremarkable, 
with  only  mild  alcohol  intake. 

Physical  examination  revealed  a well  developed,  well 
nourished,  deeply  comatose  male.  The  blood  pressure 
was  120/70  mm./Hg.  with  intravenous  Levophed  run- 
ning, and  temperature  95°  F.  The  pupils  were  fixed 
and  asymmetrical,  the  right  measuring  0.4  cm.  and  the 
left  0.2  cm.  in  diameter.  There  was  a flaccid  quad- 
riplegia  with  no  pathological  reflexes.  The  corneal, 
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abdominal,  cremasteric  and  deep  tendon  reflexes  were 
all  absent.  A spinal  puncture  revealed  bloody  fluid 
under  increased  pressure.  The  clinical  impression  was 
a ruptured  berry  aneurysm.  X-ray  of  the  chest  showed 
a density  in  the  right  upper  lobe  which  was  interpreted 
as  an  aspiration  pneumonia.  EKG  showed  a right  bun- 
dle branch  block.  The  patient  was  maintained  on  Ben- 
net  positive  respirator  and  6 ampules  of  intravenous 
Levophed.  A tracheostomy  was  performed,  but  he  re- 
mained in  poor  condition  and  expired  six  hours  after 
admission. 

Laboratory  data  revealed:  hemoglobin  17.7  gm.; 
hematocrit  55;  serum  glucose  274  mg.  % (intravenous 
fluids  running);  serum  urea  nitrogen  15  mg.  %;  chloride 
97  mEq.;  serum  Na  143  mEq.;  serum  K 8.3  mEq.; 
serum  pH  7.05. 

Pathological  Findings.  The  major  pathological  find- 
ings were  confined  to  the  lungs,  kidneys,  lymph  nodes 
and  central  nervous  system. 

Both  lungs  together  weighed  900  grams  and  showed 
a retracted,  somewhat  thickened  pleura  with  marginal 
vesicular  and  bullous  emphysema.  The  cut  surface  was 
reddish-gray  in  color  and  edematous.  The  tracheo- 
bronchial lymph  nodes  were  slightly  enlarged  and  soft, 
some  being  focally  replaced  by  grayish-white,  mod- 
erately firm  tissue. 

The  kidneys  together  weighed  300  grams.  The  cortical 
surfaces  were  smooth  and  on  section  the  cortex  and 
medulla  displayed  several  slightly  depressed  areas  of 
grayish-white  soft  tissue  measuring  up  to  1.5  cm.  in 
diameter. 

The  brain  was  roughly  of  normal  size.  The  hemis- 
pheres were  symmetrical  with  slight  narrowing  of  the 
sulci  and  flattening  of  the  gyri.  The  leptomeninges 
showed  areas  of  subarachnoid  hemorrhage  in  the  right 
and  left  frontoparietal  lobes  and  superior  and  inferior 
surfaces  of  the  cerebellum.  Coronal  sections  through  the 
cerebrum  revealed  two  areas  of  intracerebral  hemor- 
rhage; one  located  in  the  left  parietal  lobe  involving 
the  cortex  and  white  matter  measured  2. 5x1. 4 cm.  and 
the  other  involving  the  right  parietal  lobe  measured 
3x1.3  cm.  The  brain  stem  exhibited  areas  of  fresh 
hemorrhage,  measuring  4x1.5  cm.,  which  extended  to 
the  midline  and  had  partially  raptured  into  the  sub- 
arachnoid space  of  the  right  cerebellar  hemisphere. 

Histological  examination  of  the  lungs  revealed  fibrous 
thickening  of  the  pleura  and  scattered  areas  of  emphy- 
sema. The  alveoli  contained  edema  fluid  and  histiocytes 
loaded  with  hemosiderin  and  anthracotic  pigment.  There 
were  small  localized  areas  of  bronchopneumonia,  thick- 
ening of  the  blood  vessels,  a few  recent  and  organized 
fibrin  thromboemboli  and  a few  isolated  small  groups 
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Figure  1.  Giant  cell  granuloma  in  lung  with  asteroid  in- 
clusion body  in  cytoplasm  of  one  of  the  giant  cells.  Hema- 
toxylin and  eosin  stain,  x!50. 


of  multinucleated  giant  cells  showing  clear  vacuoles  in 
their  cytoplasm  and  an  asteroid  inclusion  body  (Fig.  1). 
On  one  occasion  the  giant  cells  were  seen  forming 
part  of  a small  perivascular  non-caseating  granuloma. 

The  lymph  nodes  revealed  many  circumscribed  and 
confluent  non-caseating  granulomas  containing  num- 
erous multinucleated  giant  cells  of  the  Langhans  and 
foreign  body  type,  the  latter  showing  ingested  lipid 
material  (Fig.  2). 

In  the  cortex  and  medulla  of  the  kidneys  there  were 
large  confluent  and  circumscribed  granulomas  contain- 
ing a number  of  large  multinucleated  giant  cells  whose 
nuclei  were  centrally  or  peripherally  located.  There 
were  no  distinct  areas  of  caseous  necrosis  and  only 
small  areas  of  central  necrosis  in  a few  of  the  granu- 
lomas. The  cortex,  and  to  a lesser  extent  the  medulla, 
showed  areas  of  fibrosis  infiltrated  by  lymphocytes  and 
plasma  cells.  Additional  findings  were  hyalinized 
glomeruli,  periglomerular  fibrosis,  atrophic  tubules  and 
medium-sized  arteries  and  arterioles  with  thickened 
hyalinized  walls.  A few  of  the  convoluted  tubules  re- 


Figure 3.  Kidney  showing  giant  cell  granulomas.  Note  con- 
fluence and  absence  of  necrosis.  Hematoxylin  and  eosin 
stain,  x60. 
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Figure  2.  Lymph  node  showing  giant  cell  granulomas.  Hema- 
toxylin and  eosin  stain,  x60. 


vealed  calcium  concretions  and  hemoglobin  casts  in 
their  lumens  (Fig.  3). 

The  muscularis  of  the  stomach  was  infiltrated  by 
numerous  foci  of  polymorphonuclear  leukocytes;  the 
liver  showed  a small  non-caseating  epithelioid  granu- 
loma. 

The  central  nervous  system  revealed  focal  inflam- 
matory vascular  lesions  in  the  brain  and  leptomeninges 
with  the  latter  being  more  severely  affected.  These 
lesions  involved  arteries  and  veins  (the  former  more 
frequently)  and  were  characterized  by  a diffuse  ac- 
cumulation of  large  mononuclear  cells  and  many 
multinucleated  giant  cells,  predominantly  of  the  foreign 
body  type  but  some  characteristically  Langhans  in 
type.  There  were  no  eosinophils.  These  cells  were  pres- 
ent for  the  most  part  in  the  adventitial  tissue  and  peri- 
vascular spaces.  Although  the  media  was  not  spared,  it 
was  involved  to  a lesser  degree.  The  vascular  lesions  were 
numerous  and  present  in  every  brain  section  examined. 
No  vascular  changes  such  as  those  seen  in  the  brain 
were  present  in  sections  from  other  viscera.  The  lumens 


Figure  4.  Large  leptomeningeal  vessel  in  sulcus  of  cerebellum 
with  granulomatous  changes  in  all  layers  of  wall.  Hema- 
toxylin and  eosin  stain,  x60. 
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Figure  5.  Granulomatous  changes  evident  in  large  leptome- 
ningeal  cerebral  artery.  Note  absence  of  leptomeningitis. 
Hematoxylin  and  eosin  stain,  x60. 

were  narrowed,  in  some  cases  markedly,  and  this  was 
particularly  true  of  the  smaller  vessels.  The  vascular 
changes  were  present  primarily  in  the  subarachnoid 
space  of  the  cerebrum  and  cerebellum  (Figs.  4 and  5) 
and,  to  a lesser  extent,  within  the  neural  parenchyma. 
In  the  latter  the  tendency  was  to  affect  smaller  blood 
vessels  and  to  show  small  granulomas  unrelated  to 
blood  vessels  (Figs.  6 and  7).  At  times  the  granulomas 
would  involve  two  blood  vessels  simultaneously.  One 
of  the  blood  vessels  affected  by  the  granuloma  in  an 
area  of  subarachnoid  hemorrhage  showed  at  one  end 
a very  thinned  wall  which  was  believed  to  represent 
the  point  of  bleeding  (Fig.  8).  The  leptomeninges 
were  fibrotic  and  infiltrated  by  chronic  inflammatory 
cells,  but  there  was  no  leptomeningitis.  The  subarach- 
noid space,  cerebral  and  cerebellar  parenchyma  showed 
large  areas  of  fresh  hemorrhage  accompanied  in  the  lat- 
ter by  areas  of  myelin  loss,  disrupture  of  the  neural 
parenchyma  and  numerous  ischemic  neurons. 

Postmortem  cultures  of  the  kidneys  and  brain  tissue 
showed  no  pathological  fungi  or  acid-fast  bacilli.  Special 
stains  for  fungi  (Gomori  methenamine  silver),  for  acid- 

Figure  7.  Granulomas  involving  wall  and  perivascular  con- 
nective tissue  of  small  vessels  in  white  matter  of  brain. 
Hematoxylin  and  eosin  stain,  xl  50. 


Figure  6.  Granuloma  in  basis  pontis  unrelated  to  blood 
vessels.  Hematoxylin  and  eosin  stain,  xl50. 

fast  bacilli  (Ziehl-Nielsen)  and  for  spirochetes  (Kan- 
zler  silver)  all  were  negative. 

Comment 

The  morphological  changes  in  our  case  were 
somewhat  different  in  the  central  nervous  sys- 
tem as  compared  to  the  other  organs.  In  the 
brain  the  granulomas  were  very  numerous, 
many  being  present  in  every  section  examined. 
Confluence  of  the  lesions  was  not  infrequently 
observed.  The  granulomas  contained  lympho- 
cytes, large  mononuclear  cells,  a few  poly- 
morphonuclear leukocytes,  but  no  eosinophils. 
There  were  many  multinucleated  giant  cells  of 
both  the  foreign  body  and  Langhans  type,  as 
well  as  many  fibroblasts.  The  lesions  had  a 
tendency  to  involve  the  entire  thickness  of  the 

Figure  8.  Subarachnoid  cerebellar  blood  vessel  with  granu- 
lomatous inflammation  involving  wall.  Note  at  one  end  the 
markedly  thinned  vessel  wall.  Hematoxylin  and  eosin,  x30. 
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vessel  walls,  although  in  a similar  case  reported 
by  Cravioto  and  Feigin1  the  intimal  and  adven- 
titial tissues  were  often  more  severely  affected 
than  the  media  which  was  frequently  spared. 
In  one  of  their  cases  the  process  was  confined  to 
the  intima  of  major  vessels  where  it  formed  a 
sharply  localized  projection  into  the  lumen, 
causing  narrowing.  Arteries  and  veins  both 
were  involved,  the  former  more  commonly.  Gen- 
erally the  smaller  and  medium-sized  intracere- 
bral and  leptomeningeal  vessels  were  affected. 
The  wall  of  one  of  the  implicated  blood  vessels 
(artery)  near  an  area  of  subarachnoid  hemor- 
rhage was  markedly  thinned  at  one  point.  It  is 
not  surprising  that  walls  of  vessels  damaged  as 
severely  as  those  in  our  case  are  no  longer  ca- 
pable of  adjusting  to  the  changing  demands  of 
blood  supply,  and  this  failure  is  liable  to  bring 
about  serious  cerebral  damage.  It  is  believed 
that  probably  this  and  other  similarly  affected 
blood  vessels  were  the  cause  of  the  fatal  cere- 
bral hemorrhage.  The  lumens  of  many  blood 
vessels  were  markedly  narrowed  though  throm- 
botic occlusion  was  not  observed.  A few  small 
granulomas  composed  of  epithelioid  and  mul- 
tinucleated  giant  cells  unrelated  to  blood  ves- 
sels were  seen  involving  the  cerebral  white  mat- 
ter, the  hypothalamus,  the  granular  layer  of  the 
cerebellum  and  the  basis  pontis.  The  cerebrum 
and  cerebellum  disclosed  large  areas  of  sub- 
arachnoid and  parenchymal  hemorrhage  with 
rarefaction  and  ischemic  necrosis  of  the  adjacent 
neural  substance. 

Vascular  lesions  such  as  those  in  the  brain 
were  not  present  in  the  remainder  of  the  organs 
which  showed  different  morphological  changes. 
These  organs  revealed  either  no  discernible 
morphological  histopathological  changes  or 
were  characterized  by  epithelioid  granulomas 
which  were  almost  exclusively  unrelated  to 
blood  vessels.  The  granulomas  were  found  pri- 
marily in  the  lymph  nodes  and  kidneys.  They 
appeared  to  be  well  circumscribed  or  confluent, 
containing  numerous  multinucleated  giant  cells 
(at  times  extremely  large)  with  occasional  rare 
central  areas  of  necrosis.  In  the  lungs  the 
changes  were  less  marked,  with  a few  isolated 
small  perivascular  granulomas  composed  of 
epithelioid  and  multinucleated  giant  cells,  one 
of  which  contained  an  asteroid  inclusion  body 
in  the  cytoplasm.  None  of  the  vessels  in  the 


remainder  of  the  viscera  showed  granulomas 
similar  to  those  described  in  the  brain. 

This  case  will  emphasize  that  granulomatous 
angiitis  is  not  a disease  confined  primarily  to 
the  cerebral  blood  vessels,  as  were  the  two  cases 
reported  by  Budzilovich  et  al.6  and  four  of  the 
eight  cases  reviewed  by  Cravioto  and  Feigin,1 
including  a case  of  their  own. 

It  is  easy  to  understand  how  an  incomplete 
picture  of  a similar  case  would  be  obtained  if 
an  autopsy  were  confined  only  to  the  central 
nervous  system  or  not  including  examination 
of  the  cranial  cavity,  with  a completely  differ- 
ent diagnosis  being  entertained. 

In  a small  proportion  of  patients  with  peri- 
arteritis nodosa,  the  vessels  of  the  central  nerv- 
ous system  alter  as  do  other  organs  and  cause 
hemorrhage  and/ or  ischemic  changes  in  the 
brain  with  neurologic  signs  and  symptoms.  It 
may  be  distinguished  by  the  presence  of  fibrin- 
oid or  hyaline  necrosis  of  the  media,  destruction 
of  all  coats  by  inflammatory  cells  with  a variable 
number  of  eosinophilic  leukocytes.  Temporal 
arteritis  ( giant  cell  arteritis ) is  distinguished  by 
being  a relatively  benign  condition  of  elderly 
people  with  a tendency  to  involve,  for  the  most 
part,  the  temporal  arteries  and  other  large  ar- 
teries in  the  body.  The  internal  elastica  lamina 
and  media  are  always  severely  damaged.  The 
cerebral  vessels  are  rarely  involved  and  no 
granulomas  are  found  elsewhere  in  the  body. 
Most  other  vascular  processes  are  less  likely 
than  the  entity  being  discussed. 

In  recent  and  older  reports  of  sarcoidosis  af- 
fecting the  central  nervous  system,2'5  emphasis 
has  been  placed  on  the  association  of  granu- 
lomas with  blood  vessels  of  all  sizes.  More  fre- 
quently the  granulomas  were  found  in  the  ad- 
ventitia of  the  blood  vessels,  but  occasionally 
the  media  and  intima  were  involved  as  well. 
The  affinity  of  the  sarcoid  lesions  in  general  for 
the  walls  of  the  blood  vessels  seems  more  fre- 
quent in  the  central  nervous  system  where  it 
was  found  virtually  in  all  instances  in  which 
careful  histologic  examination  was  made.3  A 
somewhat  striking  similarity  is  present  between 
our  case  and  the  case  reported  by  Meyer  et  al .4 
under  the  name  of  granulomatous  angiitis  of 
the  meninges  produced  by  sarcoidosis. 

The  pathogenesis  of  this  condition  is  obscure. 
Hypertension  is  not  clearly  a factor,  nor  is  there 


for  September , 1964 


333 


clinical  evidence  of  an  allergic  background  or 
hypersensitive  states  resulting  from  therapy 
with  many  drugs  in  most  cases.  Neither  bac- 
teria nor  fungi  have  been  isolated  in  life  or  by 
staining  procedures  in  the  autopsy  material. 
Nevertheless,  the  granulomas  morphologically 
appear  to  be  of  infectious  nature  and  not  unlike- 
ly at  all  to  be  a manifestation  of  sarcoidosis, 
even  though  we  do  not  have  sufficient  evidence 
to  support  such  a diagnosis.  Granulomatous  an- 
giitis in  the  central  nervous  system  has  been 
stressed  in  documented  cases  of  sarcoidosis.5 

Clinically  the  disease  is  characterized  by 
signs  and  symptoms  referable  to  the  nervous 
system,  even  in  instances  in  which  significant 
involvement  of  other  organs  was  present.  The 
neurological  changes  are  generalized  and  may 
produce,  as  in  our  case,  a fatal  intracerebral 
hemorrhage  clinically  indistinguishable  from  a 
ruptured  berry  aneurysm. 


Summary 

A case  of  granulomatous  angiitis  is  reported 
in  which  changes  were  present  in  both  the  cen- 
tral nervous  system  and  the  rest  of  the  viscera. 
In  the  brain  the  changes  consisted  primarily  of 
a granulomatous  inflammation  involving  the  en- 
tire wall  of  arteries  and  veins.  One  or  more 
such  affected  vessels  led  to  the  fatal  intracere- 
bral hemorrhage.  The  disease  is  systemic  and 
believed  to  be  of  infectious  nature. 
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Enzymes  in  Mental  Retardation 

Albert  R.  Rosanova,  M.D.,  Henry  Neimeyer,  M.D.,  Theodore  Compall,  M.D., 
and  Albert  Stephan  Michaelson,  Ph.D.,  Chicago,  Illinois 

(Part  II  of  the  Report) 


Part  II  marks  the  conclusion  of  this  report.  Its  purpose 
is  to  explore  the  roles  enzymes  play  in  producing — or 
preventing — those  metabolic  disturbances  which  are  as- 
sociated with  mental  retardation.  Part  I — which  ap- 
peared in  the  July  issue  of  IMJ  discussed  conditions 
caused  by  faulty  action  of  enzymes  on  proteins  or  amino 
acids.  Part  II  discusses  conditions  caused  by  faulty 
action  of  enzymes  on  carbohydrates;  enzymes  which 
have  faulty  action  on  lipoid  materials;  and  miscellaneous 
enzymes  and  substrates — The  Authors. 


Conditions  Caused  by  Faulty  Action  of 
Enzymes  on  Carbohydrates 

Galactosemia 

Galactosemia  is  a metabolic  disorder  in  which 
the  body  cannot  convert  galactose  to  glucose. 

The  infant  appears  normal  at  birth,  but  sev- 
eral days  after  feeding  is  begun  he  loses  weight, 
refuses  part  of  the  feedings,  vomits,  and  fre- 
quently becomes  jaundiced.  The  liver  becomes 
enlarged.  Cataracts  are  an  early  finding.  The 
child  becomes  mentally  retarded. 

There  is  an  increase  of  galactose  in  the  blood 
and  urine.  Albuminuria  is  present.  Anderson, 
Kalchkar,  Kurahashi  and  Isselbacher32  showed 
the  absence  of  an  enzyme,  pliosphogalaetose- 
uridyl  transferase  which  is  responsible  for  mak- 
ing galactose-l-phosphate  into  glucose-l-phos- 
phate  in  the  erythrocytes.  This  disease  should 
be  diagnosed  as  early  as  possible  in  the  neonatal 
period — before  permanent  damage  is  done.  All 
lactose-containing  food  should  be  withdrawn. 
When  milk  substitutes  are  used,  vitamin  B6 
should  be  supplemented. 


Dr.  Rosanova,  Dr.  Neimeyer,  and  Dr.  Compall 
are  Attending  Staff  members  of  St.  Mary  of  Naza- 
reth Hospital,  Chicago,  Illinois.  Dr.  Michaelson  is 
Director  of  the  Precision  Laboratories,  Chicago, 
Illinois. 


Patients  do  very  well  when  galactose  is  with- 
held from  their  diets.  This  indicates  that  the 
absence  of  phospho-galactose-uridyl  transferase 
does  not  in  itself  impair  the  metabolic  functions 
of  the  tissues.  Since  symptoms  of  galactosemia 
appear  only  when  galactose  is  ingested — and 
since  galactose  itself  is  not  toxic  in  normal  in- 
dividuals— and,  finally,  since  galactose-l-phos- 
phate accumulates  to  a considerable  extent  in 
the  red  cells  of  galactosemia  patients — it  is 
therefore  reasonable  to  assume  that  galactose- 
l-phosphate  is  responsible  for  the  toxic  effect. 

Posternack  and  Rosselet33  showed  that  phos- 
phoglucomutase  converts  glucose-1 -phosphate 
to  glucose-6-phosphate,  and  galactose-l-phos- 
phate into  galactose-6-phosphate.  The  latter  re- 
action takes  place  at  a rate  of  about  l/400th 
that  of  the  former.  This  slow  conversion  in  the 
presence  of  excess  amounts  of  galactose-l-phos- 
phate causes  many  enzyme  molecules  to  be — 
at  any  one  time — without  a phosphate  group  on 
its  active  surface.  This  is  because  the  first  step 
of  phosphoglucomutase  is  to  transfer  from  its 
active  surface  its  only  phosphate  group  to  a car- 
bon 6 of  galactose-l-phosphate.  In  the  next  step 
the  enzyme  proceeds  to  replace  the  lost  phos- 
phate group  by  detaching  the  phosphate  from 
carbon  1 of  galactose-1,  6-diphosphate  to  yield 
galactose-6-phosphate,  and  at  the  same  time 
recovering  the  phosphate  group  to  its  active  site; 
and  is,  thus,  ready  for  another  run  of  activity. 

However,  since  the  reaction  rate  is  l/400th 
that  of  the  transformation  of  glucose-l-phos- 
phate  to  glucose-6-phosphate,  many  of  the  mol- 
ecules would,  at  any  one  time,  be  without  a 
phosphate  group  on  their  active  surface.  This 
makes  galactose-l-phosphate  a trapping  agent 
for  the  phosphate  of  the  enzyme  phosphoglu- 
comutase. The  dephosphorylated  enzyme  is  in- 
active towards  glucose-l-phosphate,  and  in 
other  syntheses  of  carbohydrates,  nucleic  acids 
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and  mucopolysaccharides. 

Sidbury34  using  rabbit  enzyme,  showed  that 
about  one  one-hundredth  of  the  concentration  of 
galactose-l-phosphate,  obtained  in  the  red  cells 
of  galactosemic  patients,  sufficed  to  inhibit  the 
activity  of  phosphoglucomutase  about  80  per 
cent  when  tested  in  vitro.  This  is  a high  degree 
of  inhibition  for  such  an  important  enzyme  as 
phosphoglucomutase.  It  could  well  explain  why 
the  galactose-l-phosphate  accumulation  in  ga- 
lactosemic patients  produces  mental  deficiency, 
liver  cirrhosis  and  jaundice,  cataracts,  kidney 
tubule  damage  with  albuminuria,  and  amino- 
aciduria. As  a matter  of  fact,  this  inhibition 
slows  the  total  body  growth. 

In  summary,  the  absence  of  the  enzyme 
phospho-galactose-uridyl  transferase  is  not  de- 
trimental in  itself  as  long  as  galactose  is  with- 
held from  the  patient.  When  galactose  is  in- 
gested, galactose-l-phosphate  accumulates  in 
great  amounts  in  tissue  cells.  This  inhibits  phos- 
phoglucomutase activity  by  trapping  the  essen- 
tial active  phosphate  group  of  the  enzyme.  Now, 
since  phosphoglucomutase  cannot  convert  glu- 
cose-1-phosphate  into  glucose-6-phosphate  (a 
very  important  step  in  energy  metabolism ) , and 
none  of  the  syntheses  of  carbohydrates,  nucleic 
acids,  and  mucopoly-saccharides  can  take  place, 
the  reasons  for  the  widespread  symptoms  in  this 
disease  become  apparent. 

Glycogen  Storage  Disease  (Von  Gierke’s35 
disease) 

Mental  retardation  develops  in  some  cases  of 
Von  Gierke’s  disease,  but,  this  is  considered 
most  likely  to  be  caused  by  an  insufficient  sup- 
ply of  glucose  to  the  brain.  This  syndrome  ap- 
pears in  infancy.  It  is  characterized  by  a pro- 
gressive enlargement  of  the  liver  and  kidneys, 
hypoglycemia  with  convulsions,  ketosis,  and 
hyperlipemia.  The  child’s  growth  is  retarded. 
There  is  an  abnormal  response  to  the  glucose 
tolerance  test.  Also,  there  is  a flat  serum  glucose 
response  to  glucagon  or  epinephrine  injections, 
instead  of  the  normal  hyperglycemic  response  to 
these  injections. 

Usually,  the  first  signs  are  episodes  of  staring 
and  seizures.  Later,  fatigue,  weakness,  flushing, 
sweating,  speech  and  visual  disturbances,  inco- 
ordination, tremor,  syncope  and  coma  manifest 
themselves.  Treatment  is  frequent  feedings  with 


a high  protein  diet.  ACTH  injections  have 
helped,  indicating  that  there  may  be  an  asso- 
ciated adrenal  cortical  hypofunction.  Steroids 
will  also  elevate  the  blood  glucose. 

There  is  a marked  deficiency  of  hepatic  and 
renal  glucose-6-phosphatase  in  this  condition. 
Glucose-6-phosphatase  is  responsible  for  the 
dephosphorylation  of  glucose-6-phosphatase  to 
glucose  and  is  normally  found  only  in  the  liver 
and  kidneys.  Glucose  diffuses  freely  across  cell 
membranes  whereas  glucose-6-phosphate  does 
not.  Therefore,  this  final  step  is  necessary  in 
order  to  get  the  glucose  into  the  circulation 
when  the  glycogen  in  the  liver  is  called  upon 
as  a source  for  the  glucose  of  the  blood. 


The  symptoms  of  idiopathic  hypoglycemia  are 
almost  the  same  as  those  in  Von  Gierke’s  disease. 
In  idiopathic  hypoglycemia,  however,  there  is 
no  enlarged  liver  or  kidneys,  and  the  fasting 
blood  sugar  is  normal.  However,  the  blood  sugar 
does  go  low  at  the  time  of  symptoms!  Glu- 
cose tolerance  tests  are  helpful  in  establishing 
the  diagnosis.  Treatment  is  the  same  as  in  Von 
Gierke’s  disease. 

Gargoylism  (Hurler-Pflaundler  Syndrome)37 

There  are  two  forms  of  gargoylism:  (1)  An 
infantile  form  with  definite  moderate  to  severe 
mental  retardation,  and  (2)  a juvenile  form 
which  is  not  accompanied  by  retardation. 

The  patient  with  gargoylism  presents  a strik- 
ing appearance,  with  a large  head  and  deformed 
skull  that  appears  to  be  planted  directly  on  the 
shoulders.  The  grotesque  skeletal  deformities 
give  it  the  name  gargoylism.  X-rays  are  diag- 
nostic. The  bones  have  an  increased  density. 
The  ribs  are  spatula-like.  The  small  vertebrae 
are  concave  anteriorly.  Phalanges  are  widened 
and  irregular  in  outline,  and  the  epiphysial  ends 
of  the  bones  are  irregular.  The  sella  turcica  may 
be  enlarged. 

The  cornea  is  cloudy.  The  liver,  spleen,  and 
often  the  heart  are  enlarged.  Paroxysmal  at- 
tacks of  dyspnea,  cyanosis  and  dependent  edema 
are  common.  The  stature  is  short,  with  flexed 
hands.  Often  there  is  a moderate  flexion  deform- 
ity of  the  elbows,  hips  and  knees.  Mild 
kyphosis  of  the  lower  spine  may  be  present.  The 
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abdomen  is  prominent,  with  a large,  palpable 
liver. 

Histologically,  the  epithelial  cytoplasm  of  the 
liver,  pituitary  gland,  reticulo-endothelial  cells, 
and  mesodermal  connective  tissue  cells  is  en- 
larged and  vacuolated,  giving  the  impression  of 
a foamy  or  granular  structure.  This  picture  may 
suggest  a lipid  storage  disease,  which  it  is  not. 
Brante38  in  1952  first  showed  that  there  is  an 
accumulation  of  mucopolysaccharides  in  the 
tissues  in  gargOylism.  The  enzymes  responsible 
for  the  breakdown  of  these  mucopolysaccharides 
have  not  as  yet  been  identified. 

Enzymes  Which  Have  Faulty  Action  On 
Lipoid  Materials 

The  diseases  included  in  this  group  are  char- 
acterized by  cerebroretinal  degeneration.  In 
each,  there  is  a normal  neonatal  development 
period  followed  by  progressive  motor  and  men- 
tal degeneration.  Pathologically  there  are  abnor- 
mal deposits  of  lipids.  These  occur  mainly  in 
the  neurons  and,  at  times,  in  the  reticuloendo- 
thelial cells.  These  lipids  are  sphingomyelins, 
cerebrosides  and  gangliosides.  All  are  classified 
as  sphingolipids.  Cerebrosides,  sphingomyelins, 
and  cholesterol  are  usually  found  in  the  myelin 
sheaths  of  the  nerves.  The  gangliosides,  which 
contain  neuraminic  acid,  are  found  in  the  nerve 
cells  and  nerve  fibers. 

All  affected  cells  in  these  sphingolipidoses 
contain  a mixture  of  lipids.  In  each  of  the  dis- 
orders to  be  described  individually  hereafter 
there  is  a characteristic  predominance  of  one 
particular  lipid  in  the  affected  cells. 

Amaurotic  Familial  Idiocy39 

There  are  four  forms  of  amaurotic  familial 
idiocy.  These  are:  (1)  The  early  infantile  type, 
better  known  as  Tay-Sachs40  disease,  (2)  the 
late  infantile  type,  which  is  also  known  as  the 
Spielmayer-Vogt  disease,  (3)  the  juvenile  form 
(Jansky-Bielschowsky  disease),  and  (4)  the 
adult  type,  or  Kufs  disease. 

The  Infantile  Form  or  Tay-Sachs  Disease: 

The  patient  is  normal  at  birth,  but  becomes 
listless  at  about  four  to  six  months  after  birth. 
A gradual,  progressive  weakness  develops  with 


hyperemesis,  visual  disturbances  with  cherry- 
red  spots  in  the  macula  ( the  cells  in  the  macular 
region  become  swollen  and  filled  with  lipids, 
but  the  choroidal  blood  vessels  remain  visible 
as  a red  spot),  clonic  muscular  twitching,  con- 
vulsions, and  decerebrate  rigidity.  The  general 
nutrition  remains  good,  but  the  muscles  are 
flabby  in  spite  of  the  muscular  twitchings  and 
rigidity.  The  reflexes  become  hyperactive.  Ex- 
tension spasms  or  bouts  of  “explosive  laughter” 
develop.  The  infant  becomes  sluggish,  does  not 
see  well,  is  not  as  alert,  does  not  hold  up  its 
head  as  well  as  before.  In  the  final  phases  it 
cannot  see,  grasp  or  sit.  It  lies  apathetically  un- 
til it  succumbs  to  an  intercurrent  infection. 

This  disease  is  recessive  and  familial.  It  oc- 
curs usually  in  Jewish  children — rarely  in  any 
other  race.  Death  usually  occurs  by  two  years 
of  age. 

In  early  cases  of  Tay-Sachs  disease,  ganglio- 
sides free  of  neuraminic  acid  accumulate  in  the 
ganglion  cells.  The  neuraminic  acid  becomes 
secondarily  bound  to  the  abnormal  metabolic 
products.  The  ganglioside  content  of  grey  mat- 
ter is  distinctly  increased  up  to  10  times  the 
normal  value.  In  these  same  cells  there  are  also 
very  small  quantities  of  sphingomyelins,  choles- 
terol esters,  and  glycerophophatides.  The  ac- 
cumulation of  these  lipoid  materials  in  the  cells 
would  indicate  the  presence  of  certain  enzymo- 
pathies in  the  lipase  group. 

The  Late  Infantile  Type  (Spielmayer-Vogt) 

This  condition  is  very  rare.  The  symptoms, 
which  appear  at  three  to  four  years  of  age,  are 
the  same  as  those  for  the  Tay-Sachs  type  with 
one  exception — instead  of  the  typical  cherry-red 
spot,  there  is  a macular  degeneration,  which 
occurs  in  non-Jewish  children.  The  progress  is 
the  same  as  for  the  Tay-Sachs  type. 

The  Juvenile  Type  (Jansky-Bielschowsky) 

This  type  occurs  between  four  and  10  years 
of  age.  There  is  loss  of  vision,  ataxia,  mental 
retardation,  spasticity  of  muscles,  and  optic 
atrophy  with  macular  degeneration  and  pig- 
mentation of  the  retina.  There  is  no  cherry-red 
spot.  The  slowly  progressive  course  extends  over 
about  a 10  year  period. 
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The  Adult  Type  (Kufs) 

This  type  is  exactly  the  same  as  the  Juvenile 
Type  above  except  that  it  occurs  between  10 
and  15  years  of  age.  The  course  is  also  the  same 
as  the  Juvenile  Type  above. 

Niemann-Pick  Disease41 

The  child  is  apparently  normal  at  birth.  In  a 
few  months,  however,  it  begins  to  lose  weight, 
becomes  dehydrated,  and  a progressive  paraly- 
sis without  reflex  changes  appears.  Mental  de- 
terioration and  deficiency  also  appears.  A cher- 
ry-red spot  at  the  macula — identical  with  that 
seen  in  infantile  amaurotic  idiocy  (Tay-Sachs)  — 
is  present.  A reliable  differential  point  is  that 
the  liver  and  spleen  are  greatly  enlarged  in 
Niemann-Pick  disease,  but  not  in  Tay-Sachs  dis- 
ease. Niemann-Pick  disease  is  also  recessive  and 
familial.  It  occurs  mainly  in  Jewish  children. 

The  lipid,  sphingomyelin,  is  greatly  increased 
in  the  ganglion  cells,  and  in  histiocytes  and 
reticular  cells,  forming  the  so  called  Niemann- 
Pick  foam  cells  which  are  seen  in  biopsy  sec- 
tions of  the  liver,  spleen,  lymph  glands  or  cen- 
tral nervous  system  tissues.  These  lipids  are  also 
commonly  seen  in  the  monocytes  and  lympho- 
cytes of  the  blood.  Cholesterol  and  lecithin  are 
also  found  in  this  lipid  material. 

Gaucher’s  Disease42 

Mental  retardation  is  found  only  in  the  acute 
type  of  Gaucher’s  disease — not  in  the  chronic 
type.  Typically,  the  affected  child  is  normal  at 
birth.  In  a few  months  the  spleen  and  liver  be- 
come enlarged.  Soon  the  child  becomes  hyper- 
tonic and  spastic,  and  may  have  opisthotonos, 
cough,  laryngospasm,  and  cyanosis.  Lymphade- 
nopathy,  pulmonary  infiltration,  anemia,  and 
thrombocytopenia  develop.  There  are  no  char- 
acteristic retinal  changes.  Death  occurs  at  one 
to  two  years  of  age  in  this  acute  form.  The 
chronic  form,  which  progresses  more  slowly, 
may  have  long  periods  of  remission.  Its  ultimate 
outcome,  however,  is  the  same. 

The  cells  of  the  reticuloendothelial  system  are 
affected  mainly  by  an  accumulation  of  cere- 
broside-like  glycolipids  which  are  firmly  bound 
to  proteins.  The  ganglion  cells  do  not  partici- 
pate in  this  storage  process.  Besides  spleen, 


lymph  nodes,  liver,  bone  marrow,  and  lungs,  the 
adventitial  cells  of  the  brain  may  be  affected. 
Involvement  of  the  cerebral  vessels  by  the 
abnormal  process  serves  to  explain  the  neuro- 
logic phenomena  seen  in  Gaucher’s  disease. 

Miscellaneous  Enzymes  and  Substrates 

The  Fanconi  Syndrome43 

The  Fanconi  syndrome  is  usually  not  asso- 
ciated with  mental  retardation.  Any  mental  re- 
tardation that  may  be  present,  however,  is  mild 
and  is  due  to  failures  of  proper  nourishment. 
The  infant  or  young  child  usually  fails  to  thrive, 
has  a severe  form  of  rickets  which  is  resistant  to 
vitamin  D in  ordinary  doses,  chronic  acidosis, 
polyuria,  renal  glycosuria,  hypophosphatemia, 
amino-aciduria,  and  often  electrolyte  disturb- 
ances with  hypokalemia.  Dwarfing  and  con- 
comitant ricketsial  deformities  are  present.  Bone 
marrow  biopsies  or  other  biopsies — such  as  in 
the  conjunctiva  or  cornea  or  lymph  nodes — re- 
veals a widespread  deposition  of  cystine  crystals 
throughout  the  tissues  ( cystinosis ) . The  plasma 
amino  acids  are  all  within  normal  limits  in  spite 
of  the  severe  amino-aciduria.  Therefore,  this 
condition  may  be  due  to  a defect  in  the  renal 
tubular  reabsorption  mechanism  or  to  a gen- 
eralized defect  in  protein  metabolism  with  an 
overflow  phenomenon  occuring  in  the  kidneys. 

Congenital  Familial  Nonhemolytic  Jaundice 
With  Kernicterus44 

Jaundice  is  not  present  at  birth,  but  it  may 
appear  usually  between  the  first  to  the  sixth 
days  of  life.  This  jaundice  can  especially  be 
noted  in  the  sclera  of  the  eyes.  The  jaundice  is 
followed  by  lethargy,  petechiae,  muscle  spasm 
or  hypotonia,  respiratory  difficulty,  and  loss  of 
the  Moro  reflex.  Most  infants  who  have  ker- 
nicterus do  not  survive.  If  they  do  survive,  there 
is  marked  delay  in  neuromuscular  maturation — 
usually  with  spasticity,  but  occasionally  with 
hypotonia — and  a severe  mental  retardation 
which  may  or  may  not  be  accompanied  by 
aphasia,  deafness,  blindness,  athethosis  and  con- 
vulsions. 

Kernicterus  is  most  commonly  found  in  in- 
fants from  Rh  factor  incompatibilities  leading 
into  erythroblastosis.  Other  blood  incompatibil- 
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ities — such  as  the  ABO  factors,  the  Kell  factor, 
the  MNS  factor,  hemolytic  disease  of  the  new- 
born, jaundice  in  the  premature,  overdosage 
with  Vitamin  K or  its  analogues  in  the  early 
newborn  period,  etc. — can  also  lead  to  bilirubi- 
nemia  and  kernicterus. 

Kernicterus  should  be  suspected  when  the 
cord  blood  level  of  bilirubin  is  3 mg.  or  more, 
or  when  the  serum  bilirubin  level  is  about  10 
mg.  in  the  first  24  hours  of  life.  The  critical 
level  of  indirect  bilirubin  is  15  to  20  mg. 
Treatment  by  exchange  transfusions  should  be 
given  before  these  toxic  levels  are  reached.  A 
second  and  even  a third  exchange  transfusion 
may  be  necessary  if  the  serum  development 
indirect  bilirubin  level  reaches  15-20  mg.,  if 
kernicterus  development  is  to  be  prevented. 

The  possibility  that  the  indirect  bilirubin  is 
toxic  and  causes  the  brain  damage  instead  of 
the  direct  bilirubin  is  supported  by  in  vitro 
studies  which  showed  an  inhibitory  effect  on 
brain  respiration  of  the  indirect,  but  not  of  the 
direct,  bilirubin.  Lathe45  and  his  co-workers  in 
England,  and  Schmid46  in  the  United  States, 
showed  that  the  direct  reacting  bilirubin  was 
a bilirubin  glucuronide  and  that  the  conversion 
of  indirect  bilirubin  to  direct  bilirubin  glu- 
curonide required  the  prsence  of  an  enzyme 
in  the  liver,  glucuronyl  transferase.  It  has  been 
shown  by  many  workers  that  there  is  a defi- 
ciency of  glucuronyl  transferase  in  the  newborn 
and  premature  infants.  In  the  fetal  guinea  pig 
there  is  no  glucuronyl  transferase  enzyme  ac- 
tivity, but  this  rises  rapidly  to  adult  levels  by 
20  days  of  age.  This  could  explain  the  disap- 
pearance of  physiological  jaundice  with  the  full 
development  of  this  enzyme  system. 

It  is  altogether  conceivable,  therefore,  that  in 
future  years  more  effective  means — at  an 
enzyme  level — may  be  used  to  control  hyper- 
bilirubinemia, obviating  the  necessity  for  the 
much  more  tedious  (and  not  without  risk)  ex- 
change transfusion  procedure. 

Congenital  Methemoglobinemia47 

The  child  with  this  condition  is  intensely 
cyanotic  at  birth.  All  of  the  symptoms  of 
anemia — such  as  weakness,  dyspnea,  rapid 
pulse,  etc. — are  apparent.  Mental  retardation 
may  or  may  not  occur,  depending  on  the  amount 
of  anoxic  brain  damage  (which  could  be  sus- 


tained while  still  in  utero  or  at  birth).  Dwarf- 
ing also  occurs  in  these  more  severe  cases. 

Many  of  these  individuals  show  a marked 
slaty  blue  cyanosis.  Others  frequently  appear  to 
suffer  from  no  physical  disability  and  are  able 
to  lead  perfectly  healthy  and  active  lives  with- 
out specific  treatment.  Still  others,  however, 
show  a certain  degree  of  dyspnea  on  effort,  and 
there  may  be  a marked  compensatory  poly- 
cythemia. The  more  severe  cases  show  the 
dwarfing  and  mental  retardation. 

In  methemoglobinemia,  a substantial  propor- 
tion of  the  circulating  hemoglobin  exists  as 
methemoglobin.  This,  of  course,  is  a pigment  in 
which  the  hemoglobin  iron  resides  in  the  ferric 
state,  and  is  thus  incapable  of  transporting 
oxygen.  In  congenital  methemoglobinemia  there 
is  a hereditary  absense  of  activity  by  the  eryth- 
rocyte enzyme  diaphorase,  which  acts  to  reduce 
methemoglobin  through  the  DPNH  (reduced 
diphosphopyridine  nucleotide)  system.  This 
anomaly  is  apparently  inherited  as  an  autosomal 
recessive  trait. 

In  the  normal  individual,  the  DPNH  system 
reduces  methemoglobin,  keeping  the  level  be- 
low 0.15  Gm.  per  100  cc.  Although  five  Gm.  per 
100  cc.  of  reduced  hemoglobin  are  necessary  to 
produce  cyanosis,  a level  of  about  one  gm  per 
100  cc  of  methemoglobin  will  result  in  apparent 
cyanosis.  Individuals  with  this  disease  show 
fluctuating  levels  of  methemoglobin.  This  fluctu- 
ation may  be  caused  by  the  dietary  intake  of 
substances  which  act  as  reducing  agents — such 
as  ascorbic  acid — or  to  the  intake  of  methemo- 
globin-producing  substances. 

The  percentage  of  methemoglobin  can  be  re- 
duced by  the  administration  of  ascorbic  acid  or 
methylene  blue.  Ascorbic  acid  in  extra  large 
doses  does  not  completely  eliminate  methemo- 
globin, however.  About  500  mg.  of  ascorbic 
acid  per  day  will  gradually  bring  the  methemo- 
globin level  down  to  about  one  to  two  per  cent 
of  the  total.  This  renders  the  patient  asympto- 
matic except  for  the  social  stigma  of  being 
“blue”. 

The  action  of  methylene  blue  is  more  rapid 
and  complete  than  that  of  ascorbic  acid.  It  is 
thought  that  methylene  blue  causes  methemo- 
globin to  be  reduced  by  alternative  enzyme  sys- 
tems which  are  otherwise  unable  to  do  this,  or 
to  do  this  at  too  slow  a rate.  Gibson,48  in  1948, 
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suggested  that  methylene  blue  opened  up  path- 
ways involving  DPNH  and  the  erythrocyte 
diaphorase. 

Autosomal  Trisomy  Conditions49 

Autosomal  trisomy  conditions  have  been  char- 
acterized by  mental  retardation  and  multiple 
malformations.  Autosomal  trisomy  G or  21  is 
better  known  as  Down’s  syndrome,  or  mongo- 
lism. Autosomal  trisomy  D or  13-15,  and  autoso- 
mal trisomy  E or  16-18,  have  also  been  de- 
scribed. Because  of  the  multiple  malformations 
and  the  mental  retardation  it  is  conceivable  that 
the  extra  chromosome  in  these  conditions  may 
cause  the  formation  of  some  as  yet  unknown 
protein  or  proteins  which  could,  in  turn,  inhibit 
one  or  more  enzymes  with  multiple  functions 
(like  the  phosphoglucomutase  which  is  in- 
hibited in  galactosemia),  thus  accounting  for 
the  many  and  diverse  malformations  in  these 
conditions. 

Professor  Helmuth  Haubokl, 50-60  of  Germany, 
along  with  many  others,  has  approached  the 
treatment  of  these  conditions  by  giving  the  af- 
fected children  all  of  the  vitamins  ( the  fat  solu- 
ble vitamins  being  given  in  a non-homogenized, 
emulsified  form  for  better  absorption ) , all  of  the 
minerals,  all  of  the  enzymes,  all  of  the  en- 
docrines,  plus  the  cellular  therapy  of  Dr.  Nie- 
hans.61-62  Remarkable  results  were  achieved, 
provided  that  all  foci  of  infection  were  first 
eliminated.  Physiologically,  the  children  so 
treated  were  almost  normal  physically.  Men- 
tally, there  is  an  average  increase  in  I.Q.  of  from 
five  to  50  points.  Stopping  this  treatment  caused 
noticeable  retardations  in  learning  power  and 
in  certain  physiological  phenomena.  Restarting 
the  treatment  brought  analogous  improvements 
again.  This,  in  itself,  is  proof  of  the  efficacy  of 
this  type  of  treatment. 

Upon  analyzing  the  therapy  of  Professor  H. 
Haubokl  it  will  be  noticed  that  all  of  the 
enzyme  systems  in  the  body  are  definitely  being 
affected  by  this  type  of  treatment.  Plausible  ex- 
planations of  these  effects  may  be  derived  from 
these  facts: 

(1)  All  vitamins  have  been  shown  to  act  as 
co-enzymes  in  the  human  and  animal  body. 

(2)  Minerals  have  been  shown  to  act  as  ac- 
tivators of  enzymes  in  the  body. 

(3)  The  interaction  of  hormones  and  en- 


zymes is  well  known  since  many,  if  not  all,  of 
the  physiological  effects  of  hormones  are  medi- 
ated by  their  regulation  of  specific  enzyme  reac- 
tions within  the  cells. 

(4)  The  oral  administration  of  enzymes 
would  help  in  the  digestion  of  food  locally  in 
the  intestines  and  achieve  better  nutrition  for 
the  entire  body.  However,  the  absorption  of 
enzymes  through  the  intestinal  tract  into  the 
blood  stream  has  been  proven  beyond  question 
by  Gustave  Martin63  and  others. 

(5)  Finally,  cellular  therapy  in  the  form  of 
lyophilized  ( deep  frozen  and  dehydration  under 
deep  freeze  by  vacuum)  cells  from  different 
parts  of  the  animal  body  (usually  sheep)  is  also 
given  in  the  Haubold  Therapy.  Because  one  of 
the  authors  has  been  making  enzymes  for  many 
years  by  lyophilization,  the  analysis  of  enzymes 
in  different  lyophilized  animal  cells  was  done. 
It  was  found  that  liver  lyophilized  animal  cells 
when  activated  with  water  contained  all  of  the 
enzymes  to  be  found  in  the  normal  liver  cells 
of  the  same  type.  Therefore,  it  becomes  obvious 
that  when  injecting  lyophilized  animal  cells,  the 
enzymes  contained  therein  are  certainly  also 
being  injected. 

The  conclusion  to  be  drawn  from  the  Hau- 
bokl therapy  of  Autosomal  Trisomy  conditions 
in  the  above  analysis  is  that  enzymes  are  at  the 
basis  of  this  type  of  treatment.  Until  such  times 
as  the  individual  enzymes  affected  in  autosomy 
trisomy  conditions  are  detected  and  isolated, 
this  comprehensive  type  therapy  of  Haubold  is 
the  best  available  treatment  of  these  conditions. 

Summary 

The  metabolic  potential  of  a tissue  is  but  a 
reflection  of  the  enzymes  which  are  contained 
within  its  cells.  The  many  “inborn  errors  of 
metabolism”  which  cause  mental  retardation 
and  are  described  in  this  paper,  and  the  many 
yet  unknown  and  still  to  be  described  similar 
conditions  in  the  field  of  mental  retardation, 
would  seem  to  justify  the  basic  approach  of 
enzymology. 

The  results  already  obtainable  even  with  the 
present  limited  knowledge  in  this  area,  plus  the 
rapidly  expanding  field  of  enzymes  in  mental 
retardation,  would  seem  to  justify  further  and 
more  extensive  and  detailed  studies  of  enzymes 
in  mental  retardation. 
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Fifteen  Years  of  Cesarean  Sections 


T.  R.  Wilson,  M.D.,  and  J.  A.  Stephens,  M.D., 
Urbana 

One  of  the  more  rewarding  types  of  medical 
research  available  to  the  practicing  physician  is 
a periodic  review  of  his  work.  (The  reward 
comes  if  the  survey  reveals  the  results  to  be  as 
good  as  the  researcher  thinks  they  are.)  We  are 
presenting  such  a review  of  a 15  year  period 
from  1948  through  1962.  Carle  Memorial  Hos- 
pital now  has  150  beds  of  which  15  are  obstet- 
rical beds.  The  Obstetrical  Department  con- 
tains two  delivery  rooms  and  three  labor  rooms. 
Approximately  95%  of  the  patients  are  private 
cases.  All  of  the  physicians  who  practice  obstet- 
rics in  this  hospital  are  either  board  certified  or 
are  eligible  for  certification.  Twenty-four  hour 
anesthesia  coverage  is  provided  by  either  nurse 
or  physician  anesthetists.  Since  Carle  Memorial 
Hospital  is  located  in  Urbana,  Illinois,  the  home 
of  the  University  of  Illinois,  there  is  a broad 
racial  mixture  of  patients  from  many  countries 
of  the  world.  More  than  90%  of  the  obstetrical 
patients  are  Caucasian. 

The  incidence  of  cesarean  section  is  an  inter- 
esting and  revealing  statistic.  During  the  period 
of  time  from  1948  to  1962  sentiment  among 
obstetricians  changed.  A cesarean  section  was 
almost  a last  resort  procedure  at  one  time.  To- 
day most  obstetricians  believe  in  doing  this  op- 
peration  sooner,  and  prefer  it  to  a difficult  and 
traumatic  mid  forceps. 


Department  of  Obstetrics  & Gynecology,  Carle 
Memorial  Hospital,  Urbana. 


TABLE  1 


Incidence  Cesarean  Sections 
and  Mid-Forceps 


Sections 

1948-62 

2.93% 

Sections 

1948-52 

2.43% 

Mid  Forceps 

1948-52 

1.01% 

Sections 

1958-62 

3.05% 

Mid  Forceps 

1958-62 

0.87% 

The  results  of  this  trend  are  apparent  in  our  sta- 
tistics, which  show  a 25%  increase  in  incidence 
between  the  last  five  and  the  first  five  years. 
The  overall  incidence  during  the  last  five  years 
was  3.05%  compared  to  2.43%  during  the  first  five 
years.  The  incidence  of  mid-forceps  decreased 
from  1.01%  in  the  first  five  years  to  0.87%  in  the 
last  five  years — or  14%.  The  number  of  mid- 
forceps are  perhaps  too  few  to  be  of  real  statis- 
tical significance.  It  was  also  noted  that  some 
of  the  obstetricians  were  less  likely  to  label  an 
operative  delivery  mid-forceps  than  others.  To 
underestimate  the  magnitude  of  a forceps  de- 
livery is  easy. 

There  were  202  patients  in  this  series,  and  264 
cesarean  sections  were  done. 


TABLE  2 


264  Cesarean 

Sections 

Primary 

106 

40.15% 

Secondary 

158 

59.85% 

One  patient  had  six  cesarean  sections.  There 
were  106  primary  sections  for  an  incidence  of 
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40.15%.  During  the  past  6 or  7 years  the  obste- 
tricians of  Carle  Hospital  have  all  adopted  the 
dictum  of  “once  a cesarean,  always  a cesarean” 
except  in  unusual  circumstances.  Should  a pa- 
tient, on  admission  to  the  hospital,  be  essen- 
tially ready  for  delivery,  vaginal  delivery  would 
be  done.  We  also  might  elect  to  deliver  a pa- 
tient vaginally  should  she  go  into  labor  before 
24-26  weeks.  About  ten  years  ago,  it  was  the 
policy  of  some  obstetricians  on  the  staff  to  de- 
liver a select  few  patients  vaginally.  Gradually, 
and  without  any  particular  pressure,  the  obste- 
tricians have  changed.  The  two  case  reports 
that  follow  any  may  have  been  part  of  the  reas- 
son  for  this  change. 

Case  Reports 

Case  1.  Age  33,  G iv,  Para  ii.  The  first  pregnancy 
was  uneventful  and  terminated  in  a rountine  low  for- 
ceps delivery  of  an  8#, 5 oz.  infant  after  a 12  hour 
labor.  The  second  pregnancy  terminated  at  35  weeks 
with  an  emergency  cesarean  section,  done  because  of 
abruptio  placenta.  The  infant  weighed  4#,  12  oz.  and 
survived.  A third  pregnancy  ended  in  a spontaneous 
abortion  at  6 weeks  gestation.  During  the  fourth  preg- 
nancy the  patient  and  her  husband  expressed  a strong 
desire  to  have  the  child  born  vaginally.  After  discussing 
the  possible  hazards,  it  was  decided  that  a trial  of  labor 
would  be  attempted.  At  38  weeks  gestation  the  patient 
entered  the  hospital  in  mild  desultory  labor.  The  station 
was  0 to  plus  1,  the  cervix  was  well  effaced  and 
dilated  2 cm.  The  delivery  room  was  prepared  for  an 
emergency  cesarean  section,  the  patient  was  cross- 
matched  with  2000  cc.  of  blood.  Mild  contractions  con- 
tinued, but  the  cervix  remained  unchanged.  After  60 
hours  of  this  vigil,  during  which  time  the  obstetrician 
remained  in  the  hospital,  it  was  decided  to  rupture  the 
membranes.  This  was  done.  Eighteen  hours  later  the 
situation  remained  unchanged.  Finally  after  78  hours, 
labor  began  and  four  hours  later  the  patient  spon- 
taneously delivered  a 5#,  14  oz.  infant.  Immediate 
post-delivery  exploration  of  the  uterus  revealed  the  scar 
to  be  apparently  firm  and  in  good  condition.  During 
this  82  hour  session,  mother,  father,  nurses,  and  last  but 
hopefully  not  least,  the  physician  became  somewhat 
discouraged  about  the  situation. 

About  18  months  later  the  patient  returned  for  pre- 
natal care  for  a fifth  pregnancy.  She  was  accompanied 
by  her  husband.  Each  expressed  appreciation  in  glowing 
terms  of  the  previous  pre-natal  care  and  the  manage- 
ment of  the  labor  and  delivery.  Both  husband  and  wife 
stated  flatly  and  unequivocally  that  neither  could  per- 
sonally endure,  nor  would  they  see  their  friendly  ob- 
stetrician endure,  another  such  ordeal.  Husband,  wife 
and  obstetrician  promptly  agreed  that  the  ideal  method 
of  delivery  for  the  fourth  child  would  be  by  elective 
low  cervical  section,  which  was  done. 

Case  2.  W.  F.,  age  23.  This  patient  apparently  had  a 


face  presentation  with  her  first  pregnancy.  She  had  a 
cesarean  section  done  after  20  hours  of  labor  and  after 
complete  dilatation  of  the  cervix  for  some  hours.  This 
section  was  of  the  classical  type  and  was  not  done  in 
Carle  Hospital.  Near  term  with  the  second  pregnancy 
the  cervix  was  well  effaced,  2-3  cm.  dilated  and  the 
station  was  plus  one.  Patient  and  husband  were  desirous 
of  a “normal  delivery”  if  possible.  After  an  uneventful 
five  hour  first  stage  and  a 20  minute  second  stage  the 
patient  was  delivered  by  outlet  forceps  of  a 7 lb.  infant. 
Immediate  exploration  of  the  uterus  revealed  the  scar  of 
the  previous  section  to  be  firm  and  intact. 

Fourteen  months  later  the  patient  returned  for  pre- 
natal care  for  the  third  pregnancy.  It  was  decided  to 
again  deliver  the  infant  vaginally.  At  38  weeks  gesta- 
tion the  patient  was  admitted  to  the  hospital  with  mild 
uterine  contractions  of  one  hours  duration.  Ten  minutes 
after  admission,  and  before  initial  examinations  were 
made,  the  patient  complained  of  severe  abdominal  pain, 
chiefly  in  upper  mid-abdomen.  Immediate  cesarean 
section  (50  minutes  later — it  was  2:00  a.m.)  was  done. 
The  fetus  was  dead,  and  the  abdomen  filled  with  blood. 
The  uterus  was  ruptured  from  the  superior  portion  of 
the  fundus  to  within  1 cm.  of  the  external  cervical  os. 
The  uterus  was  so  damaged  that  total  abdominal  hys- 
terectomy was  done.  3500  cc.  of  blood  and  500  cc.  of 
dextran  were  administered.  The  patient  recovered  and 
was  dismissed  from  the  hospital  eight  days  later.  This 
was  the  only  case  of  true  rupture  of  the  uterus  in  the 
series. 

Type  of  Section 

The  type  of  cesarean  section  was  low  cervical 
in  95.8%;  classical  in  1.20%  and  cesarean  hyster- 
ectomy in  3.0%.  One  classical  section  was  done 
for  extensive  carcinoma  of  the  cervix,  one  be- 
cause of  “fetal  distress,”  and  one  because  of 
“hydrocephalus  of  the  fetus.”  There  were  eight 
hysterectomies  done  at  the  time  of  cesarean 
section. 


TABLE  3 


Cesarean  Hysterectomy 

Myomata 

3 

Sterilization 

2 

Ruptured  uterus 

1 

Prev.  menorrhagia 

1 

Control  bleeding 

1 

Three  were  done  because  of  uterine  fibroids. 
Two  were  done  for  sterilization  and  also  be- 
cause of  “marked  thinning  and  scarring  of  the 
lower  uterine  segment”  (one  of  these  patients 
had  5 cesarean  sections).  One  hysterectomy 
was  done  because  of  a ruptured  uterus,  one  be- 
cause of  a long  prior  history  of  severe  menor- 
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rhagia,  and  one  was  done  three  hours  after  the 
cesarean  to  control  bleeding. 

Indications 

The  largest  indication  for  cesarean  section 
was  a previous  section,  in  158  cases  or  59.8%. 


TABLE  4 


Indications  for  Cesarean  Sections 

No  Cases  % Total 

Previous  section 

158 

59.8 

Cephalopelvic  disproportion 

46 

17.1 

Placenta  praevia 

20 

7.6 

Abruptio  placenta 

14 

5.3 

Diabetes  mellitus 

7 

2.7 

Multiple  leiomyomata 

3 

1.1 

Prolapse  of  umbilical  cord 

3 

1.1 

Dysfunctional  labor 

2 

0.8 

M alpresentation 

1 

0.4 

Others 

10 

3.8 

Mortality  and  Morbidity 

No  deaths  occurred  in 

the  series.  The  patient 

who  had  the  stage  iv  carcinoma  of  the  cervix 

died  nine  months  later. 

Sixteen  patients  were 

morbid,  for  an  incidence  of  6.06%.  The 

causes  of 

the  morbidity  are  shown 

in  Table  5. 

TABLE  5 

Causes  of  Morbidity 

Urinary  infections 

9 

Endometritis 

4 

Respiratory 

3 

16 

or  6.06% 

The  incidence  for  vaginal  deliveries  of  all 
types  during  the  same  period  was  1.21%.  Thus, 
the  incidence  of  morbidity  was  almost  exactly  5 
times  as  great  in  cesarean  section  as  in  vaginal 
delivery. 

Anesthesia 

All  of  the  obstetricians  of  Carle  Hospital  pre- 
fer some  form  of  regional  anesthesia  for  sec- 
tions. The  anesthetics  are  usually  administered 
by  a physician  anesthetist. 

The  majority  of  the  spinal  and  caudal  anes- 
thetics were  supplemented  by  intravenous  anes- 
thesia after  the  infant  was  delivered.  Cyclopro- 
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pane  was  used  in  virtually  of  the  general 
anesthetics. 


TABLE  6 


Types  of  Anesthesia 

Spinal 

78.8% 

Caudal 

10.2% 

General 

10.2% 

Local  infiltration 

0.8% 

Blood  Transfusions 

The  incidence  of  single  transfusions  is  high, 
but  the  overall  incidence  of  transfusion  is  low. 
Certainly  transfusions  are  not  routinely  ad- 
ministered. 


TABLE  7 


Blood  Transfusions 

500 

12 

1000 

cc.  or  more  11 

23 

or  8.7% 

Premature  Births 

Using  the  birth  weight  as  the  only  criterion 
for  prematurity,  23  infants  weighed  5 8 oz. 
or  less,  and  were  classified  as  premature.  The 
indications  for  the  delivery  are  shown  in  Table 
8. 

TABLE  8 

Indications  for  Delivery 

Abruptio  placenta  10 

Placenta  praevia  5 

Diabetes  3 

Uterine  inertia  1 

Repeat  cesarean  section  4 


In  four  cases  of  the  264  the  infant  was  pre- 
mature by  weight,  and  there  was  no  circum- 
stance apparent  which  made  delivery  impera- 
tive. The  majority  of  elective  sections  were 
done  about  the  38th  week  of  gestation,  de- 
pending somewhat  upon  estimated  size  of  the 
fetus. 
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TABLE  9 


Age  Group 

Less  than  20  years 

15 

20-29  years 

139 

30-39  years 

101 

Over  40 

9 

264 

TABLE  10 

Perinatal  Mortality  (Uncorrected) 

Neonatal  deaths 

8 

Fetal  deaths  (stillboms) 

6 

14  or  5.30% 

The  uncorrected  perinatal  mo 

rtality  in  9150 

vaginal  deliveries  during  these  same  years  was 

2.55%,  or  approximately  one-half 

as  much. 

TABLE  11 

Associated  Surgery 

Tubal  ligations 

58 

Appendectomies 

31 

Hysterectomy  ( 6 total,  2 subtotal ) 8 

Myomectomy 

6 

Hernia  repairs 

4 

Ovarian  cysts 

3 

The  policy  regarding  sterilizations  has  been 
modified  through  the  years.  Tubal  ligation  to- 


day is  most  usually  done  after  three  sections, 
and  strongly  recommended  after  four. 

During  the  past  ten  years,  the  appendix  has 
been  removed  in  an  increasing  number  of  cases. 
There  have  been  no  complications  to  date  due 
to  appendectomy.  There  is  no  apparent  increase 
in  morbidity  or  increased  length  of  hospital  stay 
with  appendectomy,  though  admittedly  the 
series  is  small.  The  appendix  had  previously 
been  removed  in  61  of  the  202  patients. 

Total  abdominal  hysterectomy  at  the  time  of 
section  is  done  in  a smaller  number  than  in 
most  series.  This  is  certainly  a challenging  op- 
eration though  not  necessarily  a formidable  one. 
Three  of  the  eight  patients  who  had  a hysterec- 
tomy received  blood  transfusions,  and  the  aver- 
age hospital  stay  was  increased  from  8 days  for 
the  usual  section  to  10  days.  One  of  the  eight 
patients  was  morbid. 

Conclusion 

A summary  of  15  years  of  cesarean  sections 
comprising  264  operations  has  been  presented. 
During  this  time  in  Carle  Hospital,  as  in  most 
hospitals,  there  has  been  a trend  toward  more 
liberal  use  of  cesarean  section  for  delivery. 
There  also  is  a trend  toward  doing  more  associ- 
ated surgical  procedures  and  more  routine  ab- 
dominal explorations,  a trend  that  the  authors 
follow  and  believe  will  continue. 
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Tuberculin  Testing:  Clinical  Applications 

R.  J.  Dancey,  M.D.,  Danville 


Today  most  physicians  encounter  tuberculosis 
only  infrequently.  Most  know,  however,  that 
tuberculosis  is  still  prevalent  enough  to  be  an 
important  consideration  in  differential  diagnosis. 
They  know  that  tuberculosis  intrudes  into  the 
clinical  situation  when  least  expected.  Con- 
versely, there  are  several  rather  common  dis- 
eases which  mimic  tuberculosis — such  as  lung 
cancer  and  histoplasmosis. 

A further  practical  consideration,  important 
to  the  physician  who  believes  in  preventive 
medicine,  is  that  the  best  practice  detects  tuber- 
culosis before  the  patient  has  symptoms — and 
before  the  disease  becomes  communicable. 

The  tuberculin  skin  test  is  a simple  tool, 
available  to  all  physicians  in  the  office  as  well 
as  in  the  hospital.  The  purpose  of  this  paper 
is  to  illustrate  the  usefulness  of  the  test  in  both 
the  diagnostic  and  preventive  aspects  of  prac- 
tice. The  experiences  to  be  related  are  drawn 
from  a rural-industrial  county  of  100,000  people 
in  central  Illinois.  Cases  will  be  presented  in 
the  following  order: 

1.  In  differential  diagnosis. 

2.  In  case  detection. 

a.  In  tuberculin  reactors. 

b.  In  contacts  of  reactors:  source  cases. 

3.  In  detection  of  infection  in  contacts  of 
cases. 

Differential  Diagnosis 

Tuberculous  meningitis  today  has  a good 
prognosis  for  complete  recovery,  provided  that 
vigorous  treatment  is  started  before  irreversible 
brain  damage  has  occurred.  To  this  end,  treat- 
ment should  be  started  not  later  than  3 weeks 
after  the  first  symptoms.  However,  the  initial 
symptoms  are  likely  to  be  protean — hence  the 
value  of  the  routine  Mantoux  test  for  all  sick 
children. 


September  is  “ TB  Prevention”  month  in  Illinois, 
during  which  time  the  Illinois  State  Medical 
Society  and  Illinois  Tuberculosis  Association 
are  cooperating  in  a full-scale  educational  cam- 
paign to  encourage  TB  testing  for  Illinois  citi- 
zens. For  this  reason  1MJ  considers  it  especially 
timely  and  appropriate  to  publish  the  following 
article  on  tuberculin  testing. 

The  Editor 


Case  1.  A 3-year-old  boy  was  brought  to  a physician 
with  mild  fever,  vomiting  and  loose  stools.  The  parents 
failed  to  tell  the  doctor  that  until  2 month  previously 
the  child  had  frequent  contact  with  a tuberculous  aunt. 
Treatment  was  given  for  a presumed  virus  infection. 
The  child’s  fever  increased  and  the  mother  noted  that 
the  left  eye  became  crossed.  He  was  admitted  to  a gen- 
eral hospital  under  care  of  a pediatrician  about  2 weeks 
after  the  onset,  and  at  the  time  of  admission  was  still 
bright  and  alert.  Four  days  later  a Mantoux  test  was 
given  with  positive  result.  By  this  time  the  patient  was 
comatose,  and  the  physical  findings,  spinal  fluid  ex- 
amination, and  chest  X-ray  picture  were  those  of  miliary 
tuberculosis  with  meningitis.  Under  treatment  with 
anti-tuberculosis  drugs  and  prednisone  the  child  sur- 
vived, but  remained  in  a decerebrate  state. 

Cancer  of  the  lung  presents  itself  to  the  physi- 
cian in  various  disguises,  and  not  infrequently  the 
roentgenographic  picture  is  indistinguishable  from  that 
of  tuberculosis.  It  is  not  unusual  to  have  the  situation 
further  confused  by  an  equivocal  report  of  acid-fast 
bacilli  in  the  sputum.  When  the  physician  fails  to  take 
advantage  of  the  help  which  a tuberculin  test  can  give, 
an  unfortunate  delay  in  making  the  proper  diagnosis 
may  occur. 

Case  2.  A 63-year-old  man  was  admitted  to  a general 
hospital  because  of  fever  and  symptoms  of  respiratory 
infection,  of  2 weeks’  duration.  Exactly  the  above  com- 
bination of  circumstances  occurred.  The  result  was  that 
his  physician  placed  him  on  anti-tuberculosis  chemo- 
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therapy  for  6 weeks  and  then  discharged  him  to  a 
tuberculosis  hospital.  There,  the  admission  Mantoux 
tests  were  negative  with  intermediate  and  second 
strength  Old  Tuberculin,  although  the  X-ray  appearance 
was  quite  compatible  with  tuberculosis  of  the  right 
upper  lobe.  Pneumonectomy  was  performed  1 week 
later.  The  surgeon  found  squamous  cell  carcinoma  of 
the  bronchus  with  regional  metastasis;  there  was  no 
evidence  of  tuberculosis. 

Case  Detection  in  Tuberculin  Reactors 

As  a screening  test  for  tuberculosis  in  routine 
health  examinations,  the  skin  test  has  a great 
advantage  in  economy  and  specificity  as  com- 
pared with  X-ray  examination,  especially  in  age 
groups  under  40  years.  For  this  purpose  Tuber- 
culin, Purified  Protein  Derivative  (PPD)  in 
Intermediate  Strength  (5  Tuberculin  Units  per 
dose  of  0.1  cc. ) is  preferred.  In  our  area,  I read 
as  positive  those  reactions  which  have  palpable 
induration  measuring  10  mm.  or  more  in  di- 
ameter. 

Case  3.  A 9th  grade  girl  had  a positive  Mantoux  test 
in  health  examinations  conducted  at  school  ( induration 
25x30  mm.  in  diameter).  She  had  no  symptoms.  X-ray 
examination  showed  mild  infiltrates  in  both  upper  lobes, 
without  visible  cavitation.  Gastric  cultures  were  posi- 
tive. An  uncle  was  the  likely  source  of  infection;  his 
tuberculosis  had  been  previously  discovered  and  treated. 

Case  Detection  in  Contacts  of  Reactors; 

Source  Cases 

Case  4.  A 5th  grade  girl  had  a positive  Mantoux  test 
at  school  (induration  13x15  mm.  in  diameter).  She  was 
healthy,  and  showed  no  X-ray  evidence  of  active  infec- 
tion. Her  father,  who  was  without  symptoms  and  work- 
ing regularly,  was  examined  as  a contact.  He  had  far 
advanced  bilateral  cavitary  tuberculosis. 

Detection  of  Infection  in  Contacts  of  Cases 

When  a new  case  of  tuberculosis  is  discov- 
ered in  a communicable  phase,  the  skin  test  will 
reveal  which  contacts  have  been  infected  and 
which  have  escaped  infection.  Prophylactic 
treatment  for  the  infected  persons  can  be  start- 
ed when  appropriate  (this  has  been  termed 
“secondary  prophylaxis”,  signifying  the  preven- 
tion of  tuberculosis  disease  as  distinct  from  pre- 
vention of  tuberculous  infection).  The  physi- 
cian must  not  forget  that  there  is  a latent  period 


of  approximately  3 to  8 weeks  between  infection 
and  detectable  skin  hypersensitivity. 

Case  5.  A 2-year-old  boy  was  admitted  to  a general 
hospital  with  a large  mass  protruding  from  the  left  side 
of  his  neck.  A skin  test  for  tuberculosis  was  not  done, 
but  surgical  excision  was  attempted,  and  fragments  of 
caseating  nodes  were  removed.  Following  surgery  the 
wound  drained  copiously,  and  the  drainage  was  positive 
for  typical  M.  tuberculosis.  Some  17  recovery  room  and 
ward  personnel  had  contact  with  this  child.  They  were 
given  Mantoux  tests  2 weeks  after  the  contact,  and  3 re- 
acted; these  were  certainly  old  infections.  Six  weeks 
later  the  non-reactors  were  retested;  2 now  had  positive 
tests — on  a young  Nurse  Aid  in  the  recovery  room,  the 
other  a young  R.N.  in  the  pediatrics  ward.  Both  were 
started  on  a year’s  course  of  isoniazid. 

Technical  Considerations 

The  intradermal  tuberculin  test  (Mantoux) 
is  one  of  the  most  reliable  tests  in  the  field  of 
medicine,  provided  certain  simple  details  of 
technique  are  conscientiously  practised.  An 
intradermal  needle  should  be  used,  having  a 
short  bevel*.  It  should  be  fixed  firmly  to  the 
hub  of  the  tuberculin  syringe,  with  the  bevel  of 
the  needle  on  the  same  side  as  the  metric  gradu- 
ations on  the  syringe  barrel.  Holding  the  barrel 
at  about  a 45  degree  angle  to  the  skin,  barely 
catch  the  needle  point  in  the  skin  of  the  volar 
surface  of  the  forearm  or  of  the  scapular  region, 
bevel  up.  Then  lower  the  barrel  until  it  is 
nearly  parallel  with  the  skin,  and  advance  the 
needle  point  1 to  2 mm.,  until  the  needle  open- 
ing is  barely  within  the  outer  layer  of  the  skin. 
Watching  the  scale  on  the  syringe,  inject  exactly 
0.1  cc  of  tuberculin.  This  should  raise  a well 
defined  wheal;  if  it  does  not  do  so,  the  needle 
is  too  deep  (but  do  not  re-inject).  Slight  oozing 
of  blood  from  the  puncture  may  occur  in  some 
cases. 

The  test  may  be  read  in  2 to  5 days,  prefera- 
bly in  72  hours,  and  it  is  read  by  palpation  and 
with  a millimeter  ruler.  According  to  national 
standards  (Diagnostic  Standards,  National  Tu- 


0 A disposable  needle  with  30  degree  intradermal  bevel  is 
being  marketed  by  BD,  at  4-5(1  each.  Disposable  tuberculin 
syringes  graduated  in  1 /100th  cc.  are  being  offered  very  in- 
expensively by  BD,  MONOJECT,  and  other  firms. 

°In  this  country  PPD  is  marketed  by  P.D.  & Co.,  and  by 
M.S.  & D.  It  is  available  in  1,  5 and  250  TU  strengths  and  in 
10-dose  and  50-dose  packages. 

In  Illinois  the  state  Department  of  Public  Health  distributes 
without  charge  a buffered  solution  of  PPD  5 TU,  carrying 
a 9-month  expiration  date.  This  may  be  obtained  in  10  cc. 
vials  from  the  Bureau  of  Biological  Products,  Division  of 
Laboratories,  Chicago  12. 
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berculosis  Association),  palpable  induration  6 
mm.  or  more  in  diameter  is  a positive  test.  For 
screening  purposes,  10  mm.  is  probably  a better 
dividing  line,  and  will  eliminate  most  false  posi- 
tive (non-specific)  reactions. 

The  material  used  for  the  test  may  be  either 
Old  Tuberculin  ( OT ) , or  Purified  Protein  Deriv- 
ative (PPD).  Commercial  PPD  appears  to  be 
well  standardized,  and  is  generally  preferred 
to  OT.  * The  various  strengths  are  best  ex- 
pressed in  Tuberculin  Units  (TU).  For  screen- 
ing, the  5 TU  strength  is  standard,  and  will 
reveal  practically  100  per  cent  of  significant  in- 
fections. For  diagnosis,  it  may  be  preferable  to 
start  with  1 TU,  and  to  follow  with  5 TU  and 
250  TU.  A negative  test  with  the  latter  will 
eliminate  the  possibility  of  tuberculosis  except 
in  the  acute  miliary  case  or  in  the  markedly  de- 
bilitated or  aged  patient. 

If  screening  is  being  carried  out  in  the  age 
group  past  60,  in  which  diminished  skin  re- 
activity is  the  rule,  5 TU  probably  should  not 
be  relied  upon.  A dose  of  25  or  50  TU 
would  be  more  dependable.  More  investigation 
is  needed  on  this  question. 

For  relief  of  the  occasional  severe  hypersensi- 
tivity reaction,  which  may  even  present  lym- 
phangitic  streaks  on  the  upper  arm,  dressings 


of  cold  magnesium  sulfate  solution  usually  suf- 
fice. The  occurrence  of  necrosis  at  the  center  of 
the  reaction  may  be  headed  off  by  application 
of  a corticosteroid  cream  or  ointment.  This 
should  be  started  not  later  than  24  hours  after 
the  test  is  applied,  when  it  appears  that  the  re- 
action is  unusually  severe. 

Conclusion 

The  physician  who  routinely  uses  the  tuber- 
culin test  in  his  practice  is  not  likely  to  be 
caught  unawares  by  unsuspected  active  tuber- 
culosis. The  skin  test  is  also  a useful  tool  for 
ruling  out  tuberculosis  in  the  diagnosis  of  di- 
sease which  simulates  TB. 

It  is  estimated  that  20  to  30%  of  the  present 
U.S.  population  carry  tubercle  bacilli  within 
their  tissues,  as  evidenced  by  skin  reactivity  to 
tuberculin.  It  is  further  estimated  that  1 or  2 
per  thousand  of  such  tuberculin  reactors  de- 
velop active  tuberculosis  each  year. 

If  we  are  ever  to  eliminate  tuberculosis  as  a 
threat  to  health,  we  shall  need  all  available 
man-power  in  the  program  of  early  detection 
and  preventive  treatment — certainly  including 
the  private  physician  in  his  daily  practice  in 
office  and  hospital. 
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New  Clinical  Techniques 


Rapid  Therapy  with  Betamethasone  in 
Severe  Intermittent  Asthma 

Donald  L.  Unger,  M.D.;  Leon  Unger,  M.D.;  and  Gerald  Cohen,  M.D.,  Chicago 


Many  papers1’2  have  been  written  on  the  use 
of  steroids  in  bronchial  asthma.  In  a study  of 
the  literature,  however,  the  investigators  were 
unable  to  find  articles  on  the  use  of  steroids  for 
only  4-6  days  in  status  asthmaticus,  although 
Gant3  did  use  a “6  day  regimen”  in  poison  ivy. 
In  a previous  study,4  we  found  that  0.6  mg. 
tablets  of  betamethasone  ( Celestone® )  *  * are 
more  potent  than  5 mg.  tablets  of  prednisone  in 
chronic  bronchial  asthma.  Also,  betamethasone 
seemed  to  be  effective  in  2-4  hours  as  opposed 
to  about  6-8  hours  for  prednisone  in  relief  of 
asthmatic  symptoms.  We  therefore  decided  to 
try  betamethasone  in  a group  of  acutely  ill 
asthmatic  patients  who  might  otherwise  have 
required  hospitalization.  We  wanted  to  see  if 
their  symptoms  could  be  abated  with  sufficient 
safety,  speed,  and  efficiency  to  prevent  any 
serious  disability.  Because  many  of  the  attacks 
were  precipitated  by  infections  which  might  be 
masked  by  the  steroids,  most  of  the  patients 
were  also  given  tetracycline;  this  was  especially 
true  for  the  children.  No  double  blind  studies 
were  attempted  as  these  patients  were  generally 
quite  ill.  All  of  them  had  had  complete  allergic 
investigations  and  many  were  being  hyposensi- 


Clinical  Associate  in  Medicine  (Allergy),  Stritch 
School  of  Medicine  (Loyola);  Associate  Professor  of 
Medicine,  Northwestern  University  Medical  School; 
Clinical  Instructor  in  Medicine,  University  of  Illinois 
Medical  School. 

*Celestone®  furnished  courtesy  of  the  Schering 
Corporation,  Union,  N.J. 


tized.  At  the  time  the  betamethasone  therapy 
was  initiated,  all  patients  were  no  longer  bene- 
fited by  isoproteronal  inhalations  or  ephedrine 
preparations. 

Method 

Fifteen  patients  with  severe  intermittent  asth- 
ma were  given  a total  of  41  courses  of  beta- 
methasone, the  doses  varying  from  3 to  6 
tablets  ( 0.6  mg. ) the  first  day  and  then  decreas- 
ing dosage  by  one  tablet  a day  until  the  steroid 
therapy  was  completely  eliminated.  In  several 
cases  only  two  tablets  were  given  the  first  day 
as  it  was  evening  or  night  when  the  treatment 
was  begun.  The  children  and  most  of  the  adults 
were  also  given  tetracycline  in  full  therapeutic 
doses,  the  exception  being  patients  with  known 
causes  of  difficulty,  such  as  house  cleaning  or 
exposure  to  paint. 

Case  History 

This  6-year-old  white  male  patient  was  said  to  have 
wheezed  with  his  first  breath,  and  was  put  on  Mull-soy 
immediately  after  birth.  He  was  first  hospitalized  for 
asthma  at  18  months  of  age  in  October,  1959,  at  which 
time  his  dyspnea  was  so  severe  that  a tracheotomy  was 
considered.  He  was  hospitalized  seven  more  times  for 
asthma  before  we  first  saw  him  in  January,  1962,  each 
attack  having  been  precipitated  by  a bronchial  infec- 
tion; pneumonia  was  usually  found  on  chest  x-ray.  He 
was  worse  in  spring  and  fall,  and  was  especially  bad  in 
October.  Between  attacks  he  was  apparently  normal. 
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On  physical  examination  no  abnormalities  were  found 
except  for  some  pallor  and  bogginess  of  his  nasal  mu- 
cosa. Laboratory  work  revealed  5%  eosinophils  in  the 
peripheral  blood  smear  and  45%  in  the  nasal  smear. 
Skin  testing  revealed  large  scratch  reactions  to  dust,  cat, 
and  feathers;  other  tests,  including  foods,  were  negative. 
The  dog  and  the  cat  were  eliminated  from  the  house- 
hold and  a dehumidifier  installed  in  the  basement.  Hy- 
posensitization was  attempted  but  later  abandoned  be- 
cause of  repeated  systemic  reactions  to  even  dilute  ex- 
tracts. In  October,  1962,  the  patient  again  developed  a 
severe  attack  of  asthma  and  was  promptly  given  two 
0.6  mg.  tablets  of  betamethasone  as  well  as  125  mgms. 
of  tetracycline.  Two  hours  later  he  was  hospitalized 
at  Michael  Reese  Hospital  (Chicago),  by  which  time 
his  symptoms  had  almost  abated.  The  chest  X-ray  re- 
vealed brochopneumonia  which  responded  to  tetracy- 
cline and  aerosol  treatment.  Sweat  electrolytes  and 
serum  electrophoresis  were  normal.  This  was  his  last 
hospitalization.  On  six  subsequent  occasions  the  patient 
was  given  betamethasone,  four  tablets  the  first  day,  three 
the  second,  two  the  third,  and  one  on  the  fourth  day, 
as  well  as  125  mgms.  of  tetracycline  four  times  a day. 
Each  attack  cleared  within  2 to  3 hours,  an  event  which 
was  unheard  of  for  this  particular  child.  Between  at- 
tacks he  remained  asymptomatic.  He  has  never  mani- 
fested any  signs  of  steroid  dependency. 


Summary  and  Conclusions 

Fifteen  patients  were  given  a total  of  41 
courses  of  betamethasone  because  of  severe 
intractable  asthma.  In  all  cases  they  were  mark- 
edly improved  within  2 to  4 hours  and  stayed 
virtually  symptom-free  despite  decreasing  the 
dosage  one  0.6  mgm.  tablet  a day  from  the  3-6 
tablets  given  the  first  day,  until  the  patient  was 
off  of  steroids.  Almost  never  was  there  any  re- 
bound asthma  from  these  short  courses  of 
steroids  and  no  side  effects  were  observed. 
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The  View  Box 

Leon  Love,  M.D. 

Director,  Diagnostic  Radiology 
Cook  County  Hospital 


Figure  1 


This  56-year-old  male  fell  down  a flight  of 
stairs  and  complained  of  pain  in  the  left  hip. 

On  physical  examination,  deformities  of  the 
hands  and  feet  and  contracture  of  the  knees 
and  elbows  were  noted. 


What  is  your  diagnosis? 

1)  Rheumatoid  arthritis 

2)  Multiple  myeloma 

3)  Gout 

4)  Metastases 

5)  Hyperparathyroidism 


(Continued  on  next  page) 
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The  View  Box 


— diagnosis  and  discussion  (Continued  from  preceding  page) 


Figure  2 Figure  3 


Diagnosis:  Gout 

This  case  presented  itself  in  an  interesting 
manner.  Because  of  the  acute  trauma  to  the 
hip,  the  admitting  intern  referred  the  patient 
for  pelvis  films  only.  The  diagnosis  of  gout  was 
suggested  at  the  time  because  of  the  presence 
of  tophi,  which  were  eroding  areas  in  the  right 
femoral  neck  and  left  ischium,  and  gave  the 
appearance  of  sclerotic  cystic  areas.  The  pa- 
tient was  then  returned  for  additional  films, 
which  revealed  extensive  changes  of  gout  in  the 
feet,  hands,  knees,  and  elbows. 

Gouty  changes  are  caused  by  the  deposition 


Figure  4 


of  sodium  urate  crystals  in  tophaceous  deposits 
in  soft  tissues,  articular  cartilages,  and  in  the 
bones  adjacent  to  the  joints.  There  may  be 
massive  destruction  of  bone  with  almost  com- 
plete loss  of  tarsals,  metatarsals,  and  phalanges. 


Figure  5 
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REFERENCE  PAGE  NUMBER  47 

O National  Council  on  Radiation 
Protection  and  Measurements 

The  formation  of  the  National  Council  on  Radiation  Protection  and 
Measurements  (NCRP)  was  announced  last  month  in  Washington,  by  Dr. 
Lauriston  S.  Taylor,  President  of  the  Council.  The  Council,  a non-profit 
corporation,  was  created  by  an  Act  of  Congress  (Public  Law  88-376),  which 
was  signed  by  the  President  on  July  14,  1964.  The  Council  was  brought  into 
being  at  its  organizational  meeting  held  in  Washington  on  August  3,  1964. 

One  of  the  principal  objects  of  the  Council  will  be  to  collect,  analyze, 
develop  and  dissenunate  scientific  information  and  recommendations  about 
protection  against  radiation  and  about  radiation  measurements. 

So  that  Illinois  physicians  may  contact  the  experts  on  this  Council  quickly 
and  easily,  IMJ  this  month  lists  the  members  of  its  Board  of  Directors.  This 
page  can  be  easily  removed  for  permanent  reference. 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

-add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol' 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  'Deprol'  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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This  Sepember,  the  Illinois  State  Medical 
Society  is  cooperating  with  the  Illinois  Tuber- 
culosis Association  in  a month-long  campaign 
to  encourage  the  public  to  be  tested  regularly 
for  tuberculosis.  Hard-hitting  messages  on  the 
radio,  in  newspapers,  and  on  outdoor  billboards 
will  warn  families  to  stop  this  dread  disease 
with  regular  physical  check-ups.  In  support  of 
this  campaign,  1MJ  is  pleased  to  publish  the 
two  following  editorials,  “TB:  The  Continuing 
Problem,”  and  “Money  Well  Spent,”  both  by 
eminent  authorities  in  the  field  of  tuberculosis. 

TB:  The  Continuing  Problem 

In  the  late  1890’s  a relative  of  a member  of 
our  state  legislature  developed  TB.  It  was 
called  consumption  in  those  days.  The  legislator 
wished  to  put  this  person  in  the  state  TB 
sanitarium  and  was  surprised  and  irritated  to 
find  that  the  state  had  no  such  institution.  The 
Department  of  Public  Health  was  ordered  to 
investigate  the  situation  and  find  out  if  we 
needed  such  an  institution.  The  Health  De- 
partment reported  that  we  did  indeed  need  one. 

For  the  next  several  years  the  Governor 
sought  from  the  legislature  a $200,000  appropri- 
ation to  build  a state  sanitarium.  They  never 
succeeded  in  getting  it.  It  was  to  be  50  years — 
an  even  half-century — before  the  legislature 
got  in  the  mood  to  appropriate  money  for  TB. 
While  it  seemed  to  become  evident  that  the 
legislature  would  do  nothing  about  the  TB 
situation,  Senator  Glackin  had  his  bill  enacted 
into  law.  These  in  essence  said  that  the  state 
government  was  not  interested  in  tuberculosis 
or  how  many  of  Illinois’  citizens  got  the  disease. 
But  if  some  local  group  like  a county,  a com- 
bination of  counties,  or  certain  municipalities 
were  silly  enough  to  want  to  tax  themselves  to 
fight  the  disease,  the  state  of  Illinois  would 
graciously  permit  them  to  do  so. 

The  Glackin  Act  practically  excluded  the 
Health  Department  from  control  of  tuberculosis 


and  placed  it  in  the  hands  of  a Sanitarium 
Board.  Sure,  the  Health  Department  had  a 
representative  on  that  Board,  but  the  only 
power  left  to  the  Health  Department  was  that 
of  quarantine  and  bookkeeping. 

In  those  counties  where  a sanitarium  was  built 
the  man  in  private  practice  was  also  excluded 
from  the  care  of  his  patients  who  had  TB. 
Naturally  the  Health  Department  and  the 
private  practitioner  being  busy  persons,  they 
turned  their  attention  to  situations  about  which 
they  could  do  something  and  so  practically 
ignored  TB  for  the  next  half-century — at  least 
for  the  next  quarter  of  a century.  Now  we  need 
the  attention  of  both  of  these  people  but  they 
find  their  time  taken  up  in  other  fields  of 
endeavor. 

What  is  the  situation  now  in  Cook  County? 
We  have  the  following  agencies  engaged  in 
some  way  in  the  handling  of  this  disease:  No.  1 
is  the  Municipal  TB  Sanitarium;  No.  2 is  the 
Chicago  Health  Department;  No.  3,  the  TB 
Institute  of  Chicago  and  Cook  County;  No.  4, 
the  State  of  Illinois  has  a hospital  on  the  west 
side;  No.  5,  Suburban  Cook  County  Sanitarium 
Tuberculosis  District.  Communication  between 
these  various  organizations  and  between  them 
and  the  Chicago  Medical  Society  is  not  good. 

The  public  is  not  only  indifferent  to  TB,  it 
is  practically  oblivious  to  the  fact  that  there  is 
a TB  problem.  This  is  true  nationally  as  wtll  as 
locally  and  is  evidenced  by  the  appropriation 
which  Congress  makes  to  fight  these  various 
diseases.  It  puts  up  just  over  $5  million  dollars 
for  TB,  about  $20  million  dollars  for  VD, 
something  like  $145  to  $147  million  for  cancer, 
and  a like  amount  for  heart  disease. 

Yet  now  we  are  told  that  there  is  some  ob- 
jection to  the  intensified  skin-testing  campaign 
that  is  now  contemplated  for  some  of  the  Chi- 
cago schools,  the  objection  being  that  we  do 
not  have  facilities  for  following  up  the  con- 
tacts of  kids  that  might  be  found  positive  and 
might  be  found  to  have  a positive  reaction. 

(Continued  on  page  360) 
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Of  1,028  patients  with  confirmed 
respiratory  infections... 

954  or  92.8%  were  treated 
successfully  with  Signemycirf 


Note: 

Hammerl*  selected  his  pa- 
tients for  treatment  with 
Signemycin  on  the  basis 
of  demonstrated  bacterio- 
logical resistance  to  other 
antibiotics  or  failure  of 
previous  therapy.  Of  100 
patients  with  various  respi- 
ratory tract  infections,  95 
responded  to  Signemycin. 
Pathogens  isolated  in- 
cluded staphylococci  and 
Diplococcus  pneumoniae. 

'Hammerl,  H.:  Wien.  Med. 
Wschr.  108:629,  July  26,  1958. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Abscess,  pulmonary 

17 

16 

Bronchiectasis 

19 

13 

Bronchitis 

286 

267 

Bronchopneumonia 

192 

179 

Empyema 

12 

11 

Pneumonia,  lobar 

150 

146 

Pneumonia,  other  febrile 

160 

150 

Various  infected  pneumopathies 

192 

172 

Totals 

1,028 

954  (92.8%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

tetracycline  HCI,  167  mg.;  oleandomycin  nonoi  1 1 PQ  (9Rf)  mil  ^ 
as  triacetyloleandomycin,  83  mg.  UdpoUICO  \/UU  1 1 ly 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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Editorials  (Continued 

Well,  if  we  don’t  have  the  facilities,  why  don’t 
we,  and  what  should  we  do  about  getting  them? 
What  part  should  the  Chicago  Medical  Society 
play  in  the  procuring  of  them? 

It  seems  to  me  that  the  Chicago  Medical 
Society  should  take  the  lead,  and  should  organ- 
ize the  entire  community  in  a drive  against  TB. 
We  might  very  well  go  to  the  Mayor,  ask  his 
blessing  on  a renewed  and  more  intense  cam- 
paign. We  might  ask  the  Democratic  party  to 
also  put  something  of  the  kind  in  their  plank. 
We  might,  when  the  spring  vacation  comes 
along,  have  a luncheon  for  the  Chicago  legis- 
lators in  our  National  Congress,  and  ask  them 
to  see  that  an  adequate  amount  of  money  is 
appropriated  to  fight  TB.  We  might  also  organ- 
ize in  such  a way  that  TB  would  receive  the 
same  publicity  as  heart  disease,  cancer,  or 
polio. 

Sure,  that  would  require  some  work,  but  not 
a great  deal.  And  undoubtedly  any  organization 
approached  would  be  glad  to  cooperate  in 
bringing  about  this  highly  desirable  situation. 

A couple  of  years  ago  John  Egdorf  had  a 
meeting  attended  by  perhaps  a dozen  men, 
including  Dr.  Morris  Fishbein.  A number  of 
very  worthwhile  suggestions  were  made  as  to 
how  we  might  secure  more  nearly  adequate 
publicity  for  TB. 

I do  not  know  that  any  of  these  ideas  were 
followed  up. 

James  H.  Hutton,  M.D. 

Chicago 


Money  Well  Spent 

In  this  day  and  age,  when  millions  of  dollars 
are  spent  firing  a single  missile  into  the  air  for 
research  and  development  purposes,  it  behooves 
us  to  re-evaluate  the  status  of  modern  pre- 
ventive medicine. 

From  time  to  time  preventive  measures  are 
introduced,  and  the  extension  of  these  preven- 
tive measures  over  a period  of  time  may  appear 
to  be  too  costly. 

I have  specific  reference  to  the  use  of  chest 


from  page  358) 

X-ray  surveys  in  the  early  detection  of  active 
tuberculosis.  Almost  forty  years  ago  surveys 
were  made  with  large  (14  x 17)  films  of  the 
chest.  We  spent  several  thousand  dollars  to 
find  one  active  case  of  tuberculosis.  With  the 
development  of  modern  research  techniques, 
the  4x5,  70mm  and  the  100mm  X-ray  films 
of  the  chest  became  practical,  and  with  these 
tools  the  cost  of  finding  a person  with  tuber- 
culosis was  greatly  reduced.  However,  as  time 
passed  and  the  incidence  began  to  decrease 
the  cost  rose  proportionately.  More  individuals 
had  to  be  X-rayed  to  find  an  active  case  of 
tuberculosis.  Today,  in  some  areas  of  the  popu- 
lation one  case  of  tuberculosis  is  found  in  every 
1,000  people  X-rayed.  In  other  areas,  it  may 
take  3,000,  4,000  or  even  5,000  chest  X-rays  to 
find  one  individual  with  the  disease. 

Other  chest  abnormalities  also  are  found. 
In  a review  of  the  findings  of  the  1960  chest 
X-ray  survey  in  suburban  Cook  County,  for 
every  active  case  of  tuberculosis  found,  nine 
persons  were  discovered  with  old  tuberculous 
scars  previously  unknown.  Such  persons  need 
to  be  checked  by  large  X-rays,  by  medical 
consultation,  and  by  tuberculin  skin  test  to 
verify  the  diagnosis  of  old  tuberculous  scars. 
Many  of  these  cases  require  chemoprophylaxis 
with  Isoniazid  for  a minimum  period  of  a year 
to  reduce  possible  recurrence  of  tuberculosis. 
Everyone  knows  that  the  patient  with  a positive 
tuberculin  test  runs  a greater  chance  of  coming 
down  with  tuberculosis  than  the  one  who  has 
a negative  tuberculin  test.  Seventy-five  to  eighty 
percent  of  the  new  active  cases  in  the  future 
will  have  a positive  tuberculin  skin  test. 

Today,  in  chest  X-ray  surveys,  more  cases  of 
lung  tumor  are  discovered  than  active  tuber- 
culosis. Many  of  these  individuals  are  found  in 
the  state  where  surgical  removal  of  the  tumor 
will  extend  their  span  of  life. 

Ten  times  as  many  cases  of  other  pathology, 
such  as  enlargement  of  the  heart,  extensive 
scarring,  cysts,  diaphragmatic  hernia,  histoplas- 
mosis, pneumonitis,  sarcoidosis,  blastomycosis, 
and  coceidiomycosis  are  found  on  TB  X-ray 
surveys  as  active  tuberculosis.  These  are  re- 
(Continued  on  page  362) 
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Of  507  patients  with  confirmed 
ear,  nose  and  throat  infections... 
465  or  91.7%  were  treated 
successfully  with  Signemycin 


Note: 

Adams,*  whose  50  patients 
included  20  with  ENT 
infections,  stated  that 
Signemycin  "was  particu- 
larly valuable  in  infections 
that  did  not  respond  to 
other  antimicrobial  agents, 
and  in  patients  to  whom 
penicillin  could  not  be 
given.”  All  his  cases  re- 
sponded within  five  days; 
in  most  patients,  all  signs 
of  infection  disappeared  in 
three  days. 

‘Adams,  J..-  J.  Tenn.  Med.  Ass. 
50:446,  Nov.,  1957. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Otitis  media 

90 

86 

Pharyngitis  and  laryngitis 

162 

148 

Sinusitis 

68 

55 

Tonsillitis  and  peritonsillitis 

163 

153 

Various 

24 

23 

Totals 

507 

465  (91 .7%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

tetracycline  HCI,  167  mg.; oleandomycin  nonoi  llpQ  f9Rf)  IDfl  1 
as  triacetyloleandomycin,  83  mg.  Ua(JOUICO  ^UU  1 1 iy.; 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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ferred  to  the  family  physician  for  follow-up. 

There  is  also  a specific  value  in  a negative 
chest  X-ray  film.  In  some  areas  of  the  popula- 
tion where  chest  X-ray  surveys  are  still  being 
done  the  films  are  kept  for  many  years.  There 
are  numerous  benefits  in  having  these  films 
readily  available  for  comparison. 

Today  the  national  figures  for  the  incidence 
of  tuberculosis  indicate  that  approximately  55% 
of  the  new  active  cases  reported  are  over  the 
age  of  fifty.  This  portion  of  the  population  in- 
cludes those  who  were  exposed  to  tuberculosis 
early  in  the  twentieth  century  when  the  in- 
cidence was  much  higher.  These  men  and 
women  are  now  in  the  age  group  where  dia- 
betes, upper  respiratory  infection,  influenza, 
pneumonia  and  other  chronic  diseases  is  more 


common.  In  this  group  chest  X-ray  surveys  as 
well  as  routine  hospital  admission  films  con- 
tinue to  be  an  important  part  of  the  periodic 
medical  check-up.  IS  IT  WORTH  IT?  The 
answer  is  “a  thousand  times  yes’.” 

The  early  diagnosis  of  tuberculosis,  cancer, 
enlarged  heart,  or  other  chronic  chest  diseases, 
permits  early  treatment  to  ensure  the  best  re- 
sults. As  man’s  span  of  life  increases,  it  becomes 
more  and  more  evident  that  the  added  years 
are  empty  without  the  health  to  enjoy  them. 
We  should  extend  to  all  of  our  population  the 
benefits  of  modern  preventive  medicine  and 
early  detection  of  disease. 

Edward  A.  Piszczek,  M.D.,  M.P.H. 

President 

Illinois  State  Medical  Society 


Teaching  Machine  for  Diabetics 


The  Mark  II  Auto  Tutor  was  used  recently 
as  a teaching  machine  for  diabetic  patients.1 
It  looks  like  a small  TV  set  but  is  in  reality  a 
special  35  mm.  film  projector  with  a close  view 
projection  screen.  The  script  was  prepared  by 
specialists  in  the  field.  The  project  was  con- 
ducted by  the  Medical  Foundation,  Inc.,  under 
contract  to  the  Diabetes  and  Arthritis  Program, 
Division  of  Chronic  Disease,  U.S.  Public  Health 
Service. 

A random  selection  of  184  diabetic  patients 
was  used  to  test  the  efficiency  of  the  machine. 
The  majority  learned  and  enjoyed  it.  It  was 
of  no  value  to  the  illiterate,  language  handi- 
capped and  those  with  poor  vision.  The  method 
is  of  particular  value  to  newly  diagnosed  dia- 
betics. 

The  patient  sits  before  the  machine  and  reads 
a short  discussion  on  a phase  of  diabetes.  A 
question  is  asked  at  the  bottom  of  the  strip 
with  three  possible  answers.  If  he  pushes  the 
button  opposite  the  correct  answer,  the  machine 
automatically  advances  to  the  next  lesson.  If  the 


individual  makes  an  incorrect  choice,  he  is  told 
why  the  answer  is  incorrect  and  is  asked  to 
push  the  button  ‘R’  that  brings  back  the  original 
information. 

Automated  teaching  is  big  business.  There 
are  137  manufacturers  and  publishers  in  the 
field.  Many  medical  schools,  including  the  Uni- 
versity of  Illinois  College  of  Medicine  are  ex- 
ploring the  potential  of  this  method  of  teaching 
and  are  comparing  the  results  of  programmed 
instructional  material  with  the  standard  lecture 
approach. 

Teaching  machines  may  prove  to  be  a boon 
to  the  busy  practitioner  who  does  not  have  the 
time  or  staff  to  acquaint  his  patients  with  the 
details  of  their  ailment.  It  has  the  advantage  of 
being  available  at  a time  convenient  to  the 
patient.  This  type  of  automation  makes  sense. 
Those  with  chronic  diseases,  such  as  diabetes, 
are  most  likely  to  benefit. 

T.  R.  Van  Dellen,  M.D. 

’Nickerson,  Hiram  H.:  A Teaching  Machine  for  Diabetic  Pa- 
tients, J.  Maine  Medical  Association  54: 231  (Nov.)  1963. 
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Of  1,021  children  with 
various  confirmed  infections... 
950  or  93.0%  were  treated 
successfully  with  Signemycin® 


Note: 

The  effectiveness  of 
Signemycin  was  demon- 
strated by  Chattas  and  his 
co-workers*  who  adminis- 
tered Signemycin  to  30 
children  with  serious 
staphylococcal  infections 
resistant  to  commonly 
used  antibiotics.  Only  one 
failed  to  respond.  In  each 
case  the  use  of  this  drug 
was  indicated  by  antibio- 
gram. Those  children 
treated  with  a nonselected 
antibiotic— for  comparative 
purposes— took  three 
times  longer  to  recover. 

Chattas,  A.  et  al.:  Antibiot. 
Med.  7:300,  May,  1960. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Eye,  ear,  nose,  throat  infections 

368 

343 

Respiratory  infections 

369 

346 

Gastrointestinal  infections 

42 

30 

Skin  and  soft-tissue  infections 

38 

37 

Deep-seated  or  generalized  infections 

47 

44 

Various  conditions 

157 

150 

Totals 

1,021 

950  (93.0%) 

consistently  effective...often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Signemycin  is  also  available  as  half-strength  Capsules, 
preconstituted  raspberry-flavored  Syrup  and  Pediatric  Drops 
Brief  Summary  and  Bibliography  follow. 
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SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  percc. 

More  detailed  professional  information  available 
on  request. 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 


Miltowir 


(meprobamate) 


■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 


■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 


■ Broad  therapeutic  range  — may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 


■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 


allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 


Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


to  geriatric. 


Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 


Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 


#.  WALLACE  LABORATORIES/Cranbury,  N.  J. 


for  September,  1964 


369 


'(Tw  I A 1 

Tlhll  fl  N 111 n Pi  lh  III  r 

^7 

— 

\ \ \ W ^ r ^ 

- The  Doctor’s  Library 

The  Prospect  of  Immortality.  Robert  C.  W.  Ettin- 
ger.  $3.95.  Pp.  190.  New  York,  Doubleday  & Com- 
pany, Inc.  1964. 

The  author  proposes  a change  in  our  methods  of  dis- 
posing of  the  dead  in  order  to  ensure  immortality.  He 
suggests  freezing  and  storage  at  a low  temperature. 
Glycerol  will  be  used  to  protect  the  frozen  cells. 

Mr.  Ettinger  admits  that  the  best  technique  of  sus- 
pended death  has  not  been  developed,  but  is  bound  to 
come  with  research.  He  believes  that  most  of  us  now 
living  have  a chance  for  personal,  physical  immortality. 
If  civilization  endures,  medical  science  should  eventu- 
ally be  able  to  repair  almost  any  part  of  the  human 
body,  including  damage  from  freezing,  senile  debility, 
or  other  causes  of  death.  This  obviously  cannot  be 
done  on  the  deceased  who  are  cremated  or  are  buried 
in  the  usual  way. 

Mr.  Ettinger’s  book  is  stimulating  and  provocative. 
He  follows  up  his  unique  idea  with  several  chapters  on 
the  consequences  should  the  plan  be  adopted.  These 
include  ways  in  which  the  super  scientist  of  the  future 
will  repair  and  rejuvenate  the  individual  in  frozen 
sleep.  What  are  the  religious  and  legal  aspects?  Iden- 
tity in  2000  A.D.  may  also  be  different  along  with  the 
space  required  to  keep  billions  of  us  frozen. 

T.  R.  Van  Dellen,  M.D. 


Approaches  to  the  Study  of  Aphasia.  Edited  by 
Charles  E.  Osgood  and  Murray  S.  Miron.  $5.00  Pp. 
210.  Urbana,  University  of  Illinois  Press,  1963. 

This  book  is  the  product  of  an  interdisciplinary  con- 
ference on  aphasia  held  in  Boston  between  June  16  to 
July  25,  1958,  in  which  a group  of  40  clinical  neurolo- 
gists, psychiatrists,  psychologists  and  linguists  partici- 
pated. Bringing  together  this  interrelated  group,  one 
dealing  with  disorders  of  language  disfunctions  and  the 
other  with  structure  of  natural  languages  was  a fait 
accompli — for  such  orientation  is  seen  rarely  in  the 
comprehensive  approach  to  aphasia. 

This  small  volume  is  not  comprised  of  the  usual  sym- 
posium group  of  papers  but  is  instead  a well  written, 
free-flowing  report  beautifully  integrated,  and  the  prod- 
uct of  a series  of  informal  discussions.  There  are  six 
major  headings:  1)  Introduction,  2)  Clinical  Diagnosis 
and  Treatment  of  Aphasia,  3)  Neurological  Theory  and 
Research  on  Aphasia,  4)  Linguistics  and  Aphasia,  5) 


Psycholinguistic  Theory  and  Research  on  Aphasia,  and 
6)  Summary  and  Prospectus. 

As  difficult  as  the  concept  of  aphasia  usually  is  as  a 
language  disturbance,  in  this  book  the  readers  can 
generally  grasp  cogent  answers  to  questions  as,  what 
is  aphasia?  What  makes  up  an  aphasia  in  terms  of 
component  parts?  Are  there  behavior  disturbances  cor- 
related with  this  language  disorder?  Where  are  the 
lesion  sites  in  aphasia?  How,  or  does,  the  aphasic  re- 
cover? What  constitutes  the  speech  of  the  aphasia? 
and  what  are  the  relations  of  normal  language  produc- 
tion to  aphasia? 

Although  this  book  is  directed  to  a multidiscipline 
approach  by  clinical  neurologists,  psychiatrists,  and 
psychologists  and  written  for  them,  it  will  appeal  to 
the  internist  who  encounters  this  language  disorder  so 
regularly. 

Louis  D.  Boshes,  M.D. 

Radioactive  Isotopes  in  Medicine  and  Biology. 
I.  Physics.  Quimby  and  Feitelberg.  2nd  ed.  Lea  and 
Febiger,  Jan.  ’63;  and  Radioactive  Isotopes  in 
Medicine  and  Biology.  II.  Medicine.  Silver.  2nd 
ed.  Lea  and  Febiger,  Nov.  ’62. 

The  second  edition  of  this  very  good  reference  work 
appears  in  two  volumes  for  the  first  time.  The  increase 
in  text  is  over  200  pages.  Many  illustrations  have  been 
added  and/or  changed. 

Each  of  the  authors  has  revised  his  or  her  section  to 
include  new,  and  modify  old,  concepts  and  practices. 
The  increasingly  important  concepts  of  daughter  decay 
and  radioactive  equilibrium  are  discussed  in  greater 
detail  by  Dr.  Quimby.  The  most  outstanding  feature 
of  either  volume  is  Dr.  Feitelberg’s  excellent  chapter 
on  basic  measurements  with  radiation  detectors  guiding 
the  veteran  or  beginner  through  recording  statistics, 
digital  and  analog,  in  an  intelligent  and  understandable 
fashion.  Dr.  Silver’s  previously  outstanding  presentation 
of  diagnostic  and  therapeutic  uses  of  I131  in  thyroid 
disease  has  been  enlarged  considerably.  Other  sec- 
tions on  clinical  Nuclear  Medicine  have  been  updated. 
Unfortunately,  this  book  went  to  press  prior  to  the  de- 
velopment and  refinement  of  current  scanning  tech- 
niques so  this  area  is  discussed  only  briefly. 

Physicians  who  are  engaged  in  the  use  of  radionu- 
clides in  clinical  practice  will  find  these  volumes  val- 
uable references. 

J.  L.  Quinn,  III,  M.D. 
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ISMS  Launches  Billboard  Fight  Against  Disease 


Demonstrating  his  ability — as  well  as  agility — with  a brush  and  bucket  of  paste,  Dr. 
Edward  A.  Piszczek,  ISMS  president,  posts  the  first  billboard  message  on  the  corner 
of  Franklin  and  Wacker  in  downtown  Chicago  to  officially  launch  the  society's  state- 
wide outdoor  advertising  campaign  against  disease.  County  society  presidents  have 
been  urged  to  follow  Dr.  Piszczek's  example  as  a dramatic  means  to  kick-off  the 
monthly  display  of  billboard  health  messages  in  their  respective  locales. 

Health  Messages  Reach  People  4On  the  Go’ 


Outdoor  Health  Drive 
Is  Medical  Society  6lst’ 

The  Illinois  State  Medical  So- 
ciety has  launched  an  historic  12- 
month  billboard  campaign  urging 
Illinois  residents  to  protect  them- 
selves against  the  ravages  of  dis- 
ease. 

In  a first-time  cooperative  effort 
with  the  outdoor  advertising  in- 
dustry, the  billboard  posters  pro- 
mote immunization,  chest  x-rays 
and  periodic  medical  examinations 
as  safeguards  against  specific 
health  threats. 

The  campaign — which  features 
a different  message  each  month — 
began  in  July  with  the  theme 
“Tetanus  Kills,  Immunize  Today.” 
The  subject  for  August  was 
“Measles  Cripples  and  Kills,  Im- 
munize Today.”  The  September 
posters  proclaim  “TB  Or  Not  TB 
—Only  Tests  Can  Tell.” 

The  cost  for  such  a campaign 
normally  would  amount  to  more 
than  $125,000.  However,  the  ISMS 
has  obtained  the  cooperation  of 
32  outdoor  advertising  companies 
which  are  providing  free  space 
on  some  150  billboards  throughout 
the  state  as  a public  service. 

In  addition,  the  remaining  cost 
of  printing  the  billboard  posters 
is  being  underwritten  by  various 
voluntary  health  agencies,  includ- 
ing the  Illinois  and  Chicago  tu- 
berculosis associations  and  the 
Illinois  and  Chicago  heart  associ- 
ations. 

To  achieve  maximum  coverage, 
ISMS  also  provides  publicity  ma- 
terials on  the  subject  for  each 
month  to  newspapers,  radio  and 
television.  The  outdoor  advertis- 
ing education  program  is  the  first 
ever  to  be  conducted  by  a medical 
society  anywhere  in  this  country. 


The  ISMS  preventive  medi- 
cine campaign — which  has  been 
brought  into  homes  and  businesses 
through  radio,  television  and 
newspapers — is  now  reaching  citi- 
zens “on  the  go.” 

The  society  achieved  another 
“first”  for  the  medical  profession 
this  month  by  placing  special 
health  messages  in  over  1,000  Chi- 
cago Transit  Authority  busses  and 
subway  trains. 

The  public  transportation  car 
cards  are  replicas  of  the  150  bill- 
board posters  throughout  the  state 
currently  proclaiming:  “Measles 
Cripples  & Kills — Immunize  To- 
day.” 

This  vehicle  advertising  pro- 
gram— estimated  at  a cost  of  close 
to  $2,000— is  free  to  the  society. 
The  CTA  is  providing  the  space 
without  charge.  Merck,  Sharp  & 
Dohme  Pharmaceutical  Co.  under- 
wrote the  printing  costs. 


The  above  car  card  warning  “Measles 
Cripples  & Kills — Immunize  Today”  is  being 
seen  by  thousands  of  passengers  daily  on 
CTA  busses  and  subways.  More  than  1,000 
of  the  health  messages  are  displayed 
throughout  the  Chicago  metropolitan  area's 
public  transportation  system. 


Local  Physicians  Urged  to  Accept 
Role  in  Community  Health  Week 


Community  Health  Week,  Oct. 
18-24,  will  see  the  Illinois  State 
Medical  Society  take  the  lead  in 
encouraging  citizens  of  all  ages  to 
participate  in  a regular  program 
of  exercise. 

ISMS  will  launch  a full-scale 
promotional  effort  featuring  radio 
messages,  newspaper  ads  and 
outdoor  billboards.  But — most  im- 
portant to  the  program — phy- 
sicians are  asked  to  provide 
personal  leadership  in  their  com- 
munities by  displaying  a colorful 
“Physical  Fitness”  pamphlet  rack 
in  their  offices. 

This  free,  eye-catching  12"x 
18"  rack  invites  patients  to  “Get 
on  the  Health  Team  With  Physical 
Fitness.”  One  of  the  two  pam- 
phlets supplied  describes  a series 
of  isometric  exercises,  prepared 
especially  for  ISMS. 

The  second  pamphlet  provides 
an  order  blank  for  complete  litera- 
ture available  through  the  Presi- 
dent’s Council  on  Physical  Fitness. 

The  rack  and  refills  are  avail- 
able without  charge  by  writing  to 
Division  of  Public  Relations,  Illi- 
nois State  Medical  Society,  360  N. 
Michigan  Ave.,  Chicago,  111. 


When  ordering,  physicians  are 
urged  to  obtain  an  extra  pam- 
phlet rack  for  their  local  phar- 
macists to  display  on  drug  store 
counters.  For  maximum  effective- 
ness, pamphlet  racks  should  be  or- 
dered now  and  displayed  immedi- 
ately. 


Baseball  great  Stan  Musial  faces  the  wind- 
up of  Dr.  SIMS  on  the  Community  Health 
Week  Pamphlet  racks  to  be  displayed  in 
physicians’  offices  and  drug  stores. 


Slate  Annual  Conference 
on  Nutrition  in  Medicine 

The  Conference  on  Nutrition  in 
Medicine — annually  sponsored  by 
the  Illinois  State  Medical  Society 
and  the  Illinois  Nutrition  Com- 
mittee— will  be  held  Oct.  9 at  the 
University  of  Chicago’s  Center  for 
Continuing  Education. 

Co-sponsoring  the  event  this 
year  for  the  first  time  are  the 
Illinois  Dietetic  Association  and 
the  Chicago  Nutrition  Associa- 
tion. 

Representing  ISMS  on  the  plan- 
ning committee  are  Dr.  Paul 
Dailey  and  Dr.  James  Wilson. 

For  registration  and  informa- 
tion, write:  Nutrition  Committee, 
Illinois  State  Medical  Society,  360 
N.  Michigan  Ave.,  Chicago,  111. 


ISMS,  Hospital  Assn. 
Joint  Conference  Nears 

The  Sixth  Annual  Joint  Con- 
ference of  the  Illinois  State  Med- 
ical Society  and  the  Illinois  Hos- 
pital Association  will  be  held  Sept. 
17  at  the  Hotel  Knickerbocker  in 
Chicago. 

The  interests  of  insurance,  pub- 
lic assistance,  organized  labor, 
government,  industry,  hospitals 
and  medicine  will  be  represented 
in  the  day-long  session  of  presen- 
tations and  workshop  discussions. 
Registration  is  slated  for  8 :30  a.m. 
Co-chairmen  of  the  conference  are 
Dr.  Noel  G.  Shaw,  ISMS,  and  Wil- 
liam R.  Williams,  IHA. 


8th  District  Postgrad 
Program  in  Champaign 

The  Eighth  District  Postgradu- 
ate Program  sponsored  by  the 
Champaign  County  Medical  Soci- 
ety and  ISMS  will  be  held  12:30 
p.m.  Oct.  8 at  the  Champaign 
Country  Club,  1211  S.  Prospect 
Ave.,  Champaign. 

Subjects  will  include  “Chemo- 
therapy in  Malignant  Disease;” 
“Progress  in  Practical  Gastroen- 
terology;” “Disease  of  the  Kid- 
ney;” “The  New  Progestins;”  and 
“Trends  in  Washington.” 

The  program  will  begin  with 
luncheon.  Wives  are  invited  to 
attend  the  fellowship  hour  and 
dinner,  scheduled  for  5:00  p.m. 


Send  Coupon  for  Free 
Pamphlet  Racks 

1 

Please  send  Illinois  State  Medical  Society's  Physical  Fitness 
Pamphlet  Rack,  complete  with  pamphlets  to: 

NAME M.D.  | 

ADDRESS 

CITY,  STATE 

Please  send  a second  rack  to  me  for  my  local  pharmacist: 

NAME R.Ph.  * 

ADDRESS 

CITY,  STATE I 

Mail  to: 

ILLINOIS  STATE  MEDICAL  SOCIETY 

360  North  Michigan  Avenue,  Chicago,  Illinois  60601 


Dr.  SIMS  Draws  Record  Crowds  at  State  Fair 


ISMS  Symbolic  Emissary 
Makes  Debut  Appearance 

Dr.  SIMS— the  ISMS  corporate 
symbol — drew  curiosity,  broad 
grins  and  unprecedented  interest 
at  this  year’s  State  Fair  in  Spring- 
field. 

Record-breaking  crowds  came 
in  droves  to  meet  Dr.  SIMS  at  the 
“health  fair  within  a fair,”  sup- 
ported by  the  Sangamon  County 
Medical  Society,  ISMS  and  AMA. 
Parents  and  children  alike  shook 
hands  with  the  ISMS  symbolic 
emissary  portrayed  by  an  exhibit- 


or wearing  a three-foot  high,  pa- 
per mache  head  of  the  stylized 
cartoon  character. 

He  gave  to  throngs  of  young- 
sters some  5,000  balloons  bearing 
the  face  of  Dr.  SIMS  and  the  in- 
scription : “Measles  Cripples  & 

Kills — Immunize  Today.”  As  bal- 
loons were  being  inflated  in  the 
exhibit  area,  waiting  parents  were 
given  more  than  5,000  measles 
pamphlets  by  volunteers  of  the 
Sangamon  Women’s  Auxiliary. 
The  pamphlets  were  provided  by 
Merck,  Sharp  & Dohme  Pharma- 
ceutical Co.  of  West  Point.  Pa. 


In  addition,  Auxiliary  volunteers 
helped  to  distribute  some  3,000 
pounds  of  health  information  lit- 
erature. 

Also,  weary  Fair-goers  who  took 
advantage  of  the  chairs  in  the 
exhibit’s  hospitality  area  were 
treated  to  a continuous  sound  and 
color  slide  film  presentation  de- 
picting the  creation,  purpose  and 
usefulness  of  Dr.  SIMS. 

Supervising  the  health  exhibit 
— which  also  featured  a diet  dis- 
play and  weight  scale — was  Dr. 
Jacob  E.  Reisch  of  Springfield, 
ISMS  secretary-treasurer. 


Health  Exhibit  a Hit  With  Kids , VIPs 


Gov.  Otto  Kerner,  left,  beams  broadly  as 
he  shakes  hands  with  Dr.  SIMS.  At  right, 
Charles  Percy,  Republican  candidate  in  the 
Illinois  gubernatorial  race,  stoops  low  to 
give  a Dr.  SIMS  measles  balloon  to  a 
delighted  admirer.  In  the  background  dis- 
playing his  obvious  approval  of  the  goings- 
on  is  Dr.  Jacob  E.  Reisch  of  Springfield, 
ISMS  secretary-treasurer. 


41st  Convention  Sets  Record 


A record-breaking  registration 
of  1,421  members  and  989  children 
marked  the  41st  annual  conven- 
tion of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association. 

Mrs.  C.  Rodney  Stoltz,  Water- 
town,  S.D.,  president,  conducted 
the  sessions  which  included: 

*Amendment  of  the  Bylaws  to 
raise  national  dues  to  $2.00  a year, 
to  cover  expanded  programs  and 
communications  between  national 
and  state  and  county  levels. 

'^Presentation  of  $307,318.14, 
the  Auxiliary’s  1963-64  contribu- 
tion to  the  American  Medical 
Association  Education  and  Re- 
search Foundation.  AMA-ERF 
award  winners  were:  California, 
largest  contribution,  and  Tennes- 
see, largest  per  capita  contribu- 
tion. 

*A  National  Safety  Council 
Award  of  Honor  to  the  Woman’s 
Auxiliary  to  the  Medical  Society 
of  New  Jersey  for  its  statewide 
program  on  prevention  of  acci- 
dents and  falls  among  the  aging. 

Presentation  of  the  first  an- 
nual Health  Mobilization  Award, 
given  by  the  Health  Mobilization 
Division,  Department  of  Health, 
Education  and  Welfare,  to  the 
Woman’s  Auxiliary  to  the  Hono- 
lulu, Hawaii,  Medical  Society. 

In  her  inaugural  address 
Wednesday,  Mrs.  William  H. 
Evans,  Youngstown,  Ohio,  1964-65 
president,  urged  the  Auxiliary  to 
work  for  a better  world  through 
better  health. 


A Delegate’s  View 
of  the  AMA  Convention 

I was  impressed  with  the  en- 
thusiam  of  our  officers,  with  their 
dedication  to  our  purpose,  with 
the  endless  task  of  learning,  with 
the  thrill  of  promoting  the  medi- 
cal profession,  and  with  the  happy 
results  from  tasks  accepted  and 
fulfilled. 

This  neophyte  felt  privileged  to 
have  been  chosen  to  fill  the  spot 
of  a delegate,  unable  to  attend.  I 
came  away  convinced  all  auxiliary 
members  have  some  part  in  help- 
ing the  AMA  and  America. 

Mrs.  James  W.  Marshall 
318  E.  Boston  Ave. 
Monmouth,  111. 


On  Sunday  afternoon,  Mrs. 
Stoltz  and  Mrs.  Evans  were  hon- 
ored at  a tea  and  Oriental  fashion 
show.  On  Monday,  the  Auxiliary 
was  hostess  to  representatives 
from  75  national  voluntary  wom- 
en’s organizations  at  a luncheon. 

AMA  President  Edward  R.  An- 
nis,  M.D.,  was  the  guest  speaker 
at  the  Tuesday  luncheon. 
Margaret  N.  Wolfe 
Executive  Secretary 
Woman’s  Auxiliary  to  the  AMA 


County  Publicity  Chairmen 
Suggestions  For  Having 

a.  Use  a typewriter,  if  possible, 
and  double  space  all  news. 

b.  A name  must  be — example: 
Mrs.  W.  E.  Knaus  or  Mrs.  Wil- 
liam Knaus,  never  Mrs.  Helen 
Knaus. 

c.  If  the  name  of  your  member 
being  featured  is  unusual,  placing 
an  “OK”  above  it  assures  the  type- 
setter that  this  is  the  correct  spell- 
ing. 

d.  In  mailing  your  press  releases, 
address  should  be  Mrs.  or  Miss 

, Society  Editor,  never  to 

“Editor.” 

e.  Inviting  local  women  editors 
to  your  luncheons  or  affairs  estab- 
lishes personal  contacts  resulting 
in  co-operation  with  your  news 
releases. 

f.  One  affair  could  warrant  two 
articles — one  written  as  a future 
event  with  a photo  of  your  hostess 
or  program — one  written  with  an 
“on  the  scene  photo.”  You  could 
invite  the  photographer  from  your 
local  newspaper,  or  if  you  have  a 
member  who  is  adept  with  the 
camera,  have  her  take  photos  and 
submit  these  to  the  newspaper,  al- 
lowing them  to  make  a selection. 

g.  Thanking  the  editor  for  ar- 
ticles printed  always  smooths  the 
way  to  requesting  another  later. 

h.  A photo  taken  of  your  presi- 
dent or  members  donating  time  to 
any  civic  or  charity  affairs  is  very 
good  public  relations  and  the  kind 
of  publicity  we  are  striving  for. 

i.  Any  of  your  members  or  dele- 
gates attending  District,  State  or 
National  meetings  is  very  “news- 
worthy” to  your  local  papers. 

j.  In  the  event  there  are  two 


EDITOR 

Mrs.  Oliver 
Veneklasen 
ASS’T  EDITOR 
Mrs.  Theodore 
Proud 


Your  Articles  Printed 


newspapers  or  two  editions  of  a 
paper  in  your  locale,  one  article 
can  be  written  several  ways:  For 


instance:  Mrs.  Wm.  E.  Knaus  to 
be  hostess  to  Medics  Wives;  Mrs. 
Don  Wright  to  address  Medics 
Wives  in  the  home  of  Mrs.  Wm.  E. 
Knaus;  Hospital  Drive  subject  of 
address  to  be  given  by  etc. 


k.  Should  your  society  editor  also 
have  a column  of  her  own,  drop- 
ping a line  to  say  you  enjoyed  the 
column  will  acquire  a new  friend 
and  assure  you  an  “open  door.” 

l.  Personally  submitted  public- 
ity is  a better  policy  than  using 
the  mails. 

The  general  public  is  interested 
in  what  Medics  and  their  wives 
do.  Therefore  publishing  our  many 
unselfish  acts  of  charity  and  good 
deeds  does  help  our  Doctor  hus- 
bands. 

Please  answer  my  “ad.” 
Sincerely, 

Mrs.  W.  E.  (Helen) Knaus 
22  Country  Club  Acres 
Belleville,  Illinois 


HELP  WANTED— FEMALE 

To  fill  and  complete  a Scrap- 
book of  Press  Clippings  for  our 
state  president,  Mrs.  Willard 
Scrivner.  This  record  is  to  be  pre- 
sented to  her  at  the  tenure  of  her 
office  in  May  1965  and  is  to 
consist  of  press  releases  of  ac- 
tivities, invitations,  photos  from 
each  County  in  the  State  of  Illi- 
nois. All  answers  to  this  ad  may 
be  mailed  to  Mrs.  Helen  Knaus. 


IRx  IRettcewa 


and  New  Products 


NEW  DIAGNOSTIC  ULTRASONOSCOPE 

A diagnostic  ultrasonoscope,  the  ‘Ekoline  20,’  is  now 
available  from  Smith  Kline  Instrument  Company,  Phila- 
delphia. 

‘Ekoline  20’  can  be  used  to  detect  shifts  in  the  posi- 
tion of  brain  midline  structures  as  a rapid,  simple  and 
safe  screening  process  to  determine  the  presence  of  tu- 
mors, hematomas  and  other  space-occupying  lesions  and 
to  measure  the  biparietal  fetal  head  size  in  the  uterus. 

A medical  adaptation  of  sonar,  ‘Ekoline  20  reduces 
the  need  for  complicated  and  potentially  dangerous 
techniques  involving  contrast  media,  arterial  puncture 
and  anesthesia  in  detecting  brain  lesions.  Diagnosis 
with  ‘Ekoline  20’  can  be  performed  conveniently  and 
easily  anywhere  in  the  hospital  and  involves  no  known 
danger  to  the  patient. 

‘Ekoline  20’  detects  brain  midline  displacement  by 
converting  electrical  energy  into  low-power  sonic  en- 
ergy. Pulses  of  ultrasonic  energy  are  sent  through  the 
skull,  and  whenever  a pulse  strikes  a boundary  between 
two  substances  of  different  acoustic  resistance,  such  as 
the  midline  of  the  brain,  a portion  of  the  energy  is  re- 
flected back  to  its  source.  The  echoes  are  converted 
into  electrical  energy  and  the  signal  is  displayed  on  an 
oscilloscope.  ‘Ekoline  20’  is  equipped  with  a camera  to 
record  the  picture  in  ten  seconds. 

Measurement  of  the  size  of  the  fetal  head  with  the 
‘Ekoline  20’  helps  the  obstetrician  with  three  problems 
— determining  more  accurately  than  ever  before  the 
probability  of  successful  vaginal  delivery  in  cases  of 
suspected  cephalopelvic  disproportion,  choosing  the  op- 
timum time  in  tenns  of  fetal  maturation  for  elective 
termination  of  pregnancy  and  evaluating  the  advisa- 
bility of  intervention  when  the  course  of  fetal  growth 
is  abnormal. 

The  instrument  provides  a measurement  of  the  size 
of  the  fetal  head  by  sensing  the  echoes  produced  when 
a low-power  beam  of  ultrasound  intercepts  the  walls  of 
the  fetal  skull. 

With  the  ‘Ekoline  20’  biparietal  diameter  of  the  fetal 
head  can  be  determined  quite  consistently  within  two 
millimeters.  Accuracy  was  evaluated  by  comparing 
ultrasonic  predelivery  measurements  with  postdelivery 
measurements  by  caliper. 

Clinical  experience  and  animal  studies  have  demon- 
strated that  because  low  power  is  used,  examinations 
employing  the  recommended  technique  can  be  per- 
formed during  the  entire  period  in  which  measurements 
are  usually  feasible,  from  about  the  30th  week  until 
term,  without  untoward  effects  or  discomfort. 

Operation  of  the  ‘Ekoline  20’  is  simple,  and  Smith 
Kline  Instrument  Company  will  train  technicians  to  use 


Brain  midline  determination  with  the  ‘Ekoline  20'  Diagnostic 
Ultrasonoscope  produced  by  Smith  Kline  Instrument  Com- 
pany, 1500  Spring  Garden  Street,  Philadelphia  19101. 


it.  The  cost  of  the  instrument  is  about  $6,900.  Samuel 
H.  Gilbert,  Jr.,  is  Manager  of  Sales  and  Service. 

ORAL  CANCER  DETECTOR 

A nuclear  stain  known  as  toluidine  blue  may  provide 
dentists  with  a simple  method  of  identifying  mouth 
cancers,  Veterans  Administration  dental  researchers 
report. 

Doctors  Harold  H.  Niebel  and  Bernard  Chomet  of 
the  Chicago  West  Side  Hospital,  who  have  been  con- 
ducting tests  with  the  stain  previously  found  successful 
in  disclosing  suspected  uterine  cervix  cancers,  have  re- 
ported on  their  findings  in  the  June,  1964,  issue  of  the 
Journal  of  the  American  Dental  Association. 

When  the  stain  is  applied  to  a suspected  area  a blue 
coloration  results  if  the  lesion  is  malignant.  This  stain- 
ing effect  is  also  of  help  to  the  surgeon  in  determining 
the  extent  of  the  lesion.  Routinely,  however,  a diag- 
nosis of  malignancy  is  confirmed  by  biopsy. 

Small,  non-malignant,  traumatic  ulcers  sometimes 
confused  the  picture,  Dr.  Niebel,  chief  of  the  VA  hos- 
pital’s dental  service,  and  Dr.  Chomet,  chief  of  the  hos- 
pital’s laboratory  service,  acknowledged  in  their  pre- 

(Continued  on  next  page) 
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Rx  Reviews  ( Continued  from  preceding  page) 

liminary  report,  but  extra  care  in  cleaning  the  area 
prior  to  testing  reduces  this  possibility. 

The  article,  titled  “In  Vivo  Staining  Test  for  Delinea- 
tion of  Oral  Intraepithelial  Neoplastic  Change:  Pre- 
liminary Report”  outlines  the  staining  procedure  as 
follows: 

“The  lesion  and  surrounding  mucous  membranes  are 
gently  cleaned  with  a cotton  swab  saturated  with  one 
per  cent  aqueous  solution  of  acetic  acid.  The  mouth  is 
rinsed  thoroughly  with  water  and  the  area  to  be  stained 
is  dried  as  well  as  possible.  A second  sponge,  saturated 
with  a one  per  cent  aqueous  solution  of  toluidine  blue, 
is  applied  to  the  lesion  and  surrounding  tissue.  After 
several  minutes,  the  mouth  is  rinsed  and  a third  swab 
saturated  in  the  acetic  acid  solution  is  used.  Care  must 
be  taken  to  apply  the  acid  lightly  and  uniformly  in  this 
decolorization  process. 

“The  areas  that  stain  most  intensely  will  retain  their 
color  longest.  Therefore,  the  early  dysplastic  lesion  may 
stain  but  lightly,  and  too  vigorous  swabbing  with  acetic 
acid  will  eliminate  the  diagnostic  tinctorial  qualities. 


PESTICIDE? 
POISONING  ! 


PROTOPAM®  CHLORIDE 

(PRALIDOX1ME  CHLORIDE)  injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  poisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion,  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
of  protopam  (pralidoxinre)  at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended, at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

in  emergencies:  telephone  212  AL  4-1140. 

Agk  CAMPBELL  PHARMACEUTICALS,  INC. 

121  EAST  24th  ST.  NEW  YORK,  N.Y.  10010 


True  distribution  of  the  neoplastic  epithelium  becomes 
better  defined  after  the  second  application  of  acid,  when 
the  non-neoplastic  squamous  epithelium  becomes  de- 
colorized or  retains  only  a small  amount  of  stain.” 


VACUETTS  PEDIATRIC  Evacuant  Suppository 

What  the  Product  Is:  Pediatric  rectal  suppository 
containing  sodium  biphosphate  anhydrous,  sodium  acid 
pyrophosphate,  and  sodium  bicarbonate  in  a water 
soluble  base  of  polyethylene  glycols. 

What  It’s  for:  Use  as  a bowel  evacuant  in  most  com- 
mon types  of  constipation  and  functional  megacolon. 
Vacuetts  Pediatric  also  indicated  for  bowel  retraining, 
cleansing  of  the  lower  bowel  prior  to  administration  of 
other  rectal  medication,  or  certain  x-ray  studies. 

How  It  Works:  When  the  Vacuetts  suppository  is  in- 
serted into  the  rectum,  the  water-soluble  base  disinte- 
grates and  the  reaction  between  the  released  salts  forms 
carbon  dioxide.  The  gentle  pressure  of  the  expanding 
gas  has  a stimulating  influence  on  the  peristaltic  and 
defecation  reflexes.  Also,  the  suppository  base  pene- 
trates and  softens  the  fecal  mass  as  a further  aid  to 
evacuating  efficacy. 

Its  Advantages:  In  most  cases,  Vacuetts  completely 
supplant  the  use  of  enemas  and  harsh  cathartics  to 
empty  the  lower  bowel.  In  more  than  700  clinical  trials, 
Vacuetts  has  proved  to  be  safe,  gentle  and  effective. 
Evacuation  usually  occurs  in  less  than  30  minutes  fol- 
lowing administration.  Slim  design  of  the  Vacuetts 
Pediatric  suppository  makes  it  easy  to  insert  and  elimi- 
nates the  tortuous  stretching  of  tense  rectal  muscles. 
Stool  consistency  is  soft  and  no  significant  irritation  of 
the  mucosa  has  been  reported. 

How  Administered:  Children  2-12  years  of  age:  Re- 
move wrapper  and  moisten  suppository  in  WATER  for 
about  30  seconds.  ( Do  not  use  mineral  oil  or  petroleum 
jelly  as  a lubricant. ) Gently  insert  one  suppository  well 
up  into  the  rectum.  Child  should  retain  15-20  minutes, 
if  possible. 

For  bowel  retraining,  insert  one  suppository  daily, 
after  breakfast,  for  7-10  days. 

Warning:  Rectal  bleeding  or  failure  to  respond  may 
indicate  a serious  condition.  Physician  should  be  con- 
sulted. 

How  It’s  Sold:  OTC.  In  boxes  of  12  suppositories  in- 
dividually wrapped  in  copper-colored  foil,  in  shippers 
of  12  boxes.  Vacuetts  Pediatric  are  priced  to  the  phar- 
macist at  $2. 00/dozen  suppositories.  Suggested  retail 
price  is  $3. 34/dozen. 

Also  available:  Vacuetts  Adult,  in  boxes  of  two  sup- 
positories individually  wrapped  in  silver-colored  foil, 
packed  in  cartons  of  six  boxes. 

Who  Makes  It:  Dorsey  Laboratories,  a division  of  the 
Wander  Company,  Lincoln,  Nebraska. 

Introduced:  August,  1964. 
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B.  B.,  Age  10 —atopic  dermatitis  all  her  life . . . and  after  two  weeks  of  treatment. 


Case  History:  B.  B.  is  a 10-year  old  girl  with  a life-long  history  of  atopic  dermatitis.  Previous 
diet  therapy,  lamp  treatment,  and  antihistamine  were  of  no  avail.  First  photograph  shows  a 
severely  excoriated,  eczematized  area  with  intractable  pruritus.  ARISTOCORT® 
Triamcinolone  Acetonide  0.1%  Cream  was  prescribed,  and  relief  was  obtained  in  24  hours. 
Follow-up  photo  was  taken  two  weeks  later. 

Effective  in  atopic  dermatitis,  eczematous  dermatitis,  seborrheic  dermatitis  and  certain 
cases  of  psoriasis.  The  use  of  occlusive  dressing  in  psoriasis  will  normally  enhance  effectiveness. 
The  0.1%  Cream  or  Ointment  is  usually  effective  in  abating  symptoms  of  skin  conditions 
responsive  to  topical  triamcinolone,  but  the  0.5%  Cream  may  be  found  preferable  in  more 
resistant  cases.  Dosage:  Apply  small  quantity  to  area  3 or  4 times  daily.  Side  Effects  are  rare. 
Contraindications:  tuberculosis  of  the  skin,  herpes  simplex  and  chicken  pox.  Use  with  care  on 
infected  areas.  Supplied  in  5 and  15  Gm.  tubes  and  V2  lb.  jars.  Also  available  with  Neomycin. 


CREAM  0.1%,  0.5% 
OINTMENT  0.1% 


Triamcinolone  Acetonide 


Photographs  courtesy  of  Orentreich  Medical  Group 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Certification  of  Medical  Assistants 


One  hundred  sixty  medical  assistants  through- 
out the  country  applied  to  take  the  second 
certification  examination  on  June  26  and  June 
27,  1964.  These  assistants  were  seeking  to  be- 
come “Certified  Medical  Assistants.”  This  title 
has  already  been  earned  by  twenty  four  medical 
assistants  from  eight  states,  who  passed  the 
first  test  last  Fall.  The  tests  in  June  were  given 
in  Augusta  Georgia,  Bakersfield  California,  Mil- 
waukee Wisconsin,  Norman  Oklahoma,  Port- 
land Oregon,  San  Francisco  California  and 
Brooklyn  New  York.  Four  medical  assistants 
from  Illinois  (one  from  Chicago  and  three  from 
Rockford)  took  the  test  in  Milwaukee.  Results 
should  be  forthcoming  about  the  middle  of 
September. 

The  examination  is  given  on  two  consecutive 
days,  the  last  Friday  and  Saturday  in  June. 
The  location  for  the  1965  testing  centers  are 
not  available  at  the  present  time.  It  is  possible 
to  have  one  in  Illinois  if  we  have  at  least  ten 
applicants  before  November  1,  1964. 

Te  be  eligible  for  certification  testing,  the 
applicant  must  be: 

1.  Be  at  least  21  years  of  age  by  February  1st. 

2.  Be  a High  School  graduate. 

3.  Have  a minimum  total  of  three  years  experi- 
ence in  the  office  of  a doctor  of  medicine, 
hospital  or  clinic. 

4.  Have  at  least  twelve  months  continuous 
experience  with  one  doctor,  hospital  or 
clinic. 

5.  Letter  of  reference  from  the  present  em- 
ployer which  should  include  opinions  as  to 
the  applicant’s  readiness  for  such  testing, 
work  impressions  and  general  capabilities. 
This  letter  should  not  accompany  the  appli- 
cation but  should  be  mailed  directly  by  the 
employer  to: 

American  Association  of  Medical  Assistants 

510  North  Dearborn  St. 

Chicago  10,  Illinois  Attn:  CEC 


Fees 

Application  fee  of  $5.00  submitted  with  ap- 
plication (not  refundable  unless  applicant  is 
determined  ineligible  by  Certifying  Board. 

Examination  fee  is  $7.00  per  section,  payable 
upon  receipt  of  notice  of  acceptance.  (No  re- 
fund of  examination  fee  will  be  made  unless 
notice  of  withdrawal  is  received  prior  to  May 
15,  in  which  case  one  half  the  fee  paid  will  be 
refunded  or  applied  to  examination  in  the  fol- 
lowing year  at  the  option  of  the  applicant.  No 
refunds  will  be  made  until  after  July  1st. 
Retakes 

A candidate  must  take  the  entire  examination 
for  one  of  the  two  classifications  on  the  first 
attempt.  If  at  least  two  (2)  sections  are  passed, 
the  remaining  sections  may  be  repeated  in  a 
subsequent  year  upon  payment  of  $7.00  for  each 
section  to  be  retaken.  All  five  sections  must  be 
passed  within  a four  year  period  in  order  to 
be  considered  for  certification.  No  application 
fee  is  required  on  retake  examination. 

Making  Application 

Deadline  date  for  return  of  application  form 
is  February  1st.  Qualified  applicants  will  be 
notified  of  acceptance  and  locations  of  test 
centers  for  current  year  by  April  1st. 

Preparing  for  the  Examination 

The  examination  is  broader  than  most  any- 
one’s actual  experience.  Therefore  some  review 
of  topics  not  recently  studied  in  school  or  not 
included  in  their  work  experience  will  probably 
be  necessary.  If  you  are  an  applicant  you  may 
write  to  Mrs.  Ethel  Haase,  IMAA  Certification 
information  Chairman,  and  she  will  send  you  a 
study  outline  of  all  sections  of  the  examination, 
a list  of  reference  books,  and  an  application 
blank.  Her  address  is: 

Mrs.  Ethel  Haase,  IMAA  Certification 

Information  Chairman 
8200  S.  Blackstone 
Chicago,  Illinois 
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Improvement  in  ISMS  Convention 
Ratings  by  Medical  Exhibitors'  Association 


The  long-range  ISMS  program  to  improve 
its  convention  was  devised  after  the 
1961  meeting.  For  this  reason,  the  1961 
MEA  ratings  are  used  as  the  basis  for  the 
following  comparison.  By  comparing 
the  increase  in  “VG”  and  “0”  ratings 
for  1961  and  1964,  we  find: 


increase  for 
suitability 
of  the  hall 


increase  for 
classification 
of  meeting 

1964  - 80%  over  63 


m 200X 


increase  for 
physician 
interest 


increase  for 
physician 
circulation 


1964  - 35%  over  '63  1964  - 18%  over  '63  1964  - 15%  over  '63 


mu  i I H!  \ 


These  figures  show  that — in  the  opinion  of  the  exhibitors — much  progress  has  been 
made  since  1961.  Right  now,  even  greater  improvements  are  being  planned  to  keep 
these  ratings  spiralling  upwards  year  after  year! 
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NEWS  and  ANNOUNCEMENTS 


Meeting  Memos 

September  27-October  2 — The  Flying  Physi- 
cians’ Association  in  its  10th  Annual  Meeting  at 
the  Riviera  Hotel  in  Palm  Springs,  California. 
For  complete  registration  information  contact 
Albert  Carriere,  Inc.,  332  South  Michigan  Ave- 
nue, Chicago,  Illinois  60604. 

October  10-14 — The  American  College  of 
Anesthesiologists  will  hold  their  Annual  Meet- 
ing at  the  Americana  Plotel  in  Bal  Harbour, 
Florida. 

October  14 — The  second  in  a series  of  lec- 
ture series  under  the  general  heading  “Stress 
and  Adaptation”  will  be  presented  at  Forest 
Hospital,  555  Wilson  Avenue,  DesPlaines,  a 
suburb  of  Chicago.  Guest  Speaker  Kenneth  L. 
Attis,  M.D.,  Director  of  Research,  Chestnut 
Lodge  Research  Institute,  Maryland,  and  Dis- 
cussant Clifton  Rhead,  M.D.,  will  discuss 
“Human  Behavior  Under  Stress  II:  Small 
Groups.” 

October  18-22 — The  Executive  Board,  Gov- 
erning Council  and  House  of  Delegates  of  the 


American  Nursing  Home  Association  will  meet 
in  Miami  Beach,  Florida. 

October  19-21 — the  29th  Annual  Convention  of 
the  American  College  of  Gastroenterology  will 
be  held  at  The  Roosevelt  in  New  York  City. 

In  addition  to  the  several  individual  papers 
to  be  presented,  there  will  be  Panel  Discussions 
on  Gastric  Freezing  and  on  Benign  Diseases  of 
the  Esophagus;  Symposia  on  Gastrointestinal 
Hemorrhage;  Gastric  Mucosa;  an  afternoon  of 
Round  Tables  on  various  subjects,  and  Motion 
Pictures.  There  will  again  be  scientific  as  well 
as  commercial  exhibits  and  the  sessions  will  be 
open  to  all  physicians  without  charge. 

October  22-24 — The  Annual  Course  in  Post- 
graduate Gastroenterology  of  the  American  Col- 
lege of  Gastroenterology  will  be  held  at  the 
Roosevelt  Hotel  and  at  the  Mt.  Sinai  Hospital 
in  New  York  City.  Attendance  at  the  Course 
will  be  limited  to  those  who  have  registered  in 
advance. 

Copies  of  the  program  and  further  informa- 
tion may  be  obtained  by  writing  to:  American 
College  of  Gastroenterology,  33  West  60th 
Street,  New  York,  N.Y.  10023. 

(Continued  on  page  386) 
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OVER  80  YEARS’ 

SPECIALIZED  EXPERIENCE 

IN  THE  RESTORATIVE 

TREATMENT  OF 

"THE  PROBLEM 
DRINKER” 

At  The  Kee/ey  Institute  your  patients 
are  assured  of  receiving : 

• the  most  modern,  coordinated,  comprehensive, 
rehabilitative  regimen 

• in  addition  to  medical,  nutritional  and  physio- 
therapeutic treatment,  we  also  offer  psychiatric 
diagnosis  and  psychotherapy 

• full  cooperation  throughout  with  the  referring 
physician 

• surprisingly  low  cost — to  cover  all  medical 
care,  medicines,  laboratory  work,  room  and 
excellent  cuisine 

You  can  obtain  more  detailed  information 
by  writing  us  direct. 

WE  WELCOME  YOUR  REFERRALS... 


THE  KEELEY  INSTITUTE 

DWIGHT,  ILLINOIS 

Member  American  Hospital  Association,  Member  Illinois  Hos- 
pital Association.  Licensed  by  the  Department  of  Public  Health, 
State  of  Illinois. 
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$1 5,000.00  | 

MAJOR  HOSPITAL  AND 

NURSE  EXPENSE  INSURANCE 

■ 

Available  to  Members  of  The 
ILLINOIS  STATE  MEDICAL  SOCIETY 

This  Catastrophic  Hospital  and  Nurse  Ex- 
pense Plan  Makes  up  to  $15,000.00  Avail- 
able for  You  and  Your  Dependents. 

$300.00  OR  $500.00  DEDUCTIBLE  PLAN 
80/20  CO-INSURANCE 


This  Plan  is  Ideal  Basic  or  Supplementary 
Insurance  to  Any  Existing  Hospital  Plan. 


9933  LAWLER  AVENUE  PHONES  679-1000 

SKOKIE.  ILLINOIS  583-0800 


Care  and 
treatment 
of  emotional 
disorders 


Fully  accredited 


North  Shore* Hospital 


225  Sheridan  Rd. 
WINNETKA,  ILLINOIS 
Hlllcrest  6-021 1 


Care  and 
treatment 
of  emotional 
disorders 


for  information  contact: 
Milton  A.  Dushkin,  M.D. 

MEDICAL  DIRECTOR 
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(Continued  from  page  384) 

Fellowships 

The  Association  of  American  Medical  Col- 
leges announced  that  Smith  Kline  & French 
Foreign  Fellowships  will  be  awarded  by  the 
Association  again  next  year,  for  the  sixth  suc- 
cessive year.  Applications  will  be  accepted  from 
medical  students  in  U.S.  schools  for  grants 
which  will  enable  them  to  broaden  their  med- 
ical knowledge  by  serving  in  remote  medical 
stations  in  underdeveloped  areas  of  Africa, 
Asia,  Latin  America,  and  Oceania,  for  a period 
of  at  least  10  weeks. 

Fellowship  grants  are  available  to  students 
who  have  completed  their  junior  year,  with 
eligibility  continuing  through  their  senior  year. 
Senior  students  must  plan  on  carrying  out  their 
program  before  starting  internship. 

Descriptive  brochures  and  application  forms 
for  the  1965  program  have  been  mailed  to  all 
medical  school  deans.  The  closing  date  for 
submitting  applications  is  December  31,  1964. 


During  the  past  five  years,  152  students  have 
been  awarded  grants  from  funds  provided  by 
the  Smith  Kline  & French  Laboratories,  a 
Philadelphia  pharmaceutical  firm. 

Appointments 

Richard  E.  Gillock,  former  Assistant  Ad- 
ministrator of  Evanston  Hospital  has  been  ap- 
pointed an  Assistant  Superintendent  of  the 
Hospitals  and  Clinics  at  the  University  of 
Chicago  medical  center. 

He  has  also  been  named  a lecturer  on  hos- 
pital administration  in  the  University’s  Gradu- 
ate School  of  Business. 

As  an  Assistant  Superintendent,  Gillock  will 
be  responsible  for  the  administration  of  the 
hospital  section  of  the  professional  service  de- 
partments in  the  medical  center.  These  include 
the  blood  bank,  radiology,  anesthesiology,  EKG, 
EEG,  and  BMR  laboratories,  inhalation  thera- 
py, physical  therapy,  occupational  therapy, 
and  the  photographic  department. 
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dry  skin 

keratosis  follicularis 
ichthyosis 

pityriasis  rubra  pilaris 
night  blindness 
metaplasia  of  mucous  membranes 


PG  Courses 


The  Ames  Company,  Elkhart,  Indiana,  has 
announced  that  plans  have  been  completed  for 
“Symposium  II — Blood  Volume  in  Clinical 
Medicine”  to  be  held  October  30,  1964,  at  the 
International  Hotel,  Los  Angeles,  California. 
More  than  400  physicians  from  the  United  States 
will  discuss  recent  developments  in  blood  vol- 
ume measurement  techniques  and  application 
of  data  to  clinical  medicine  in  the  symposium 
sessions.  George  C.  Henegar,  M.D.,  Associate 
Professor  of  Surgery,  Northwestern  University 
Medical  School,  Chicago,  Illinois,  will  serve  as 
chairman.  For  further  information,  contact  Dr. 
Henegar. 

Northwestern  University  Medical  School  in 
cooperation  with  the  Cook  County  Post  Grad- 
uate School  of  Medicine  is  presenting  a special 
one  week  course  in  Surgery  of  the  Hand.  The 
course  is  scheduled  for  the  week  preceding  the 
Clinical  Congress  of  the  American  College  of 
Surgeons,  September  28-October  2.  The  pro- 


gram will  cover  all  aspects  of  Hand  Surgery.  It 
will  be  of  special  interest  to  the  Plastic,  Ortho- 
pedic, General  and  Industrial  Surgeon.  The 
first  four  days  will  consist  of  didactic  presenta- 
tions and  discussions.  The  fifth  day  will  be  de- 
voted to  operative,  out-patient  and  laboratory 
clinics.  A renowned  visiting  faculty  has  been 
invited  and  will  actively  participate  throughout 
the  week.  Attendance  will  be  limited,  and  reg- 
istrations will  be  considered  in  the  order  re- 
ceived. For  further  information,  write  the  Reg- 
istrar, Cook  County  Graduate  School  of  Medi- 
cine, 707  South  Wood  Street,  Chicago,  Illinois 
60612. 

The  Cleveland  Clinic  Educational  Founda- 
tion’s postgraduate  course  “Blood  Bank  Sympo- 
sium” will  be  presented  October  28  and  29. 
The  course  is  co-sponsored  by  the  Northern 
Ohio  Red  Cross  Regional  Blood  Center.  For 
complete  information  contact  the  Education 
Secretary,  the  Cleveland  Clinic  Educational 
Foundation,  2020  East  93rd  Street,  Cleveland, 
Ohio  44106.  , , 

( Continued  on  page  388) 
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pnySICdliy  — its  microscopically  fine  aqueous  vitamin  A 
particles  pass  through  the  intestinal  barrier  more  easily 
and  may  reach  affected  local  area  more  readily  through . . . 

faster,  more  complete  absorption 

■ 

. 

physiologically  — provides  all  the  known 

physiologically  active  isomers  of  the  natural  vitamin  A 
complex  which  are  believed  to  be  directly  utilizable  in  certain 
enzyme  processes  (in  contrast  to  certain  forms  of  synthetic 
vitamin  A which  require  conversion  in  the  body)  for. . . 

fully  comprehensive  results 

: ..  ....  ...  
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gastronomically  — with  allergenic  factors 

removed  and  free  from  “fishy”  taste,  Aquasol  A is. 

well  tolerated  and  burpless 


the  original  aqueous, 
natural  vitamin  A capsules 

aquasol.  A 

capsules 

two  potencies: 

25.000  U.S.P.  Units 

50.000  U.S.P.  Units 

water-solubilized  natural  vitamin  A 
per  capsule 

Bottles  of  100  and  500  capsules. 

Samples  and  literature  upon  request. 

u.s.  vitamin  & 
pharmaceutical  corp. 

Arlington-Funk  Laboratories,  division 
800  Second  Avenue,  New  York  17,  N.  Y. 


Obituaries 


COOK  COUNTY 

Graduate  School  of  Medicine 
CONTINUING  EDUCATION  COURSES 
Starting  Dates  — 1964 

Anesthesia,  Inhalation,  Endotracheal,  Regional, 
by  appointment 

Principles  of  Operative  Surgery,  Two  Weeks,  November  2 

Blood  Vessel  Surgery,  One  Week,  October  19 

Board  Review  Course  in  Surgery,  Part  I,  November  9; 

Part  II,  December  7 

Fractures  & Traumatic  Surgery,  Two  Weeks,  September  21 

Hand  Surgery,  One  Week,  September  28 

Pediatric  Surgery,  One  Week,  September  21 

Surgery  of  Stomach  & Duodenum,  One  Week,  September  21 

Thoracic  Surgery,  One  Week,  September  28 

Surgery  of  Face,  Neck  & Mouth,  One  Week,  September  28 

Gynecology,  Office  & Operative,  Two  Weeks,  October  12 

Vaginal  Surgery,  One  Week,  Sept.  14,  October  26 

Obstetrics,  General  & Surgical,  Two  Weeks,  September  21 

Board  Review  Course  in  Gyn-Ob,  Two  Weeks,  October  26 

Board  Review  Course  in  Medicine,  Part  I,  September  21; 

Part  II,  November  30 

Advances  in  Medicine,  One  Week,  October  5 

Hematology,  One  Week,  October  12 

Clinical  uses  of  Radioisotopes,  Two  Weeks,  October  5 

Information  concerning  numerous  other 
continuation  courses  available  upon  request. 

TEACHING  FACULTY 
Attending  Staff  of 
Cook  County  Hospital 
Address:  Registrar,  707  South  Wood  Street 
Chicago,  Illinois  60612 


Victor  J.  Anderson,  Chicago,  died  August  2,  aged  71. 
In  1918  he  had  been  a graduate  of  Loyola  University 
School  of  Medicine. 

Isaac  E.  Bartlett,  Wheaton,  died  August  12,  aged  53. 
In  1940  he  graduated  from  Chicago  Medical  School  and 
specialized  in  otolaryngology.  He  had  been  an  active 
organizer  of  the  Central  DuPage  hospital. 

Louis  J.  Bennett®,  Lawrenceville,  a graduate  of  the 
University  of  Illinois  College  of  Medicine  in  1902,  died 
July  21,  aged  88.  He  was  an  Emeritus  member  and  a 
member  of  the  Fifty  Year  Club  of  ISMS. 

Delbert  R.  Blender,  Chicago,  died  February  3,  aged  69. 

Charles  E.  Boylan,  Chicago,  was  a colon  and  rectal 
surgeon  on  the  staff  of  Edgewater  Hospital  where  he 
died  August  10,  aged  61.  He  was  a graduate  of  the 
University  of  Illinois  College  of  Medicine  in  1931. 

Philip  F.  Deaver®,  Tuscola,  a graduate  of  Chicago 
Medical  School  in  1946,  died  July  8,  aged  44.  He  was 
a past  president  of  the  Douglas  County  Medical  Society. 

Paul  A.  Gannon®,  Chicago,  died  July  20,  aged  65.  He 
was  a graduate  of  Chicago  Medical  School  in  1936. 


CONSIDER  NOW 

THE  APPROVED  GROUP  DISABILITY  PLAN 
AVAILABLE  TO  MEMBERS  OF  THE  ILLINOIS 
STATE  MEDICAL  SOCIETY 

TOTAL  DISABILITY  CAN  BE  COSTLY 
Review  Your  Needs  Today 
Amounts  Available  up  to 
$250.00  Weekly 

SPECIAL  FEATURES 

• SICKNESS  BENEFITS  TO  AGE  65  PLAN 
• THREE  EXCELLENT  PLANS  TO 
CHOOSE  FROM 

• CONVERSION  PLAN  AVAILABLE 
AT  AGE  70 

* LOW  RATES  UNDER  A 
TRUE  GROUP  POLICY 
CALL  OR  WRITE 


9933  LAWLER  AVENUE 
SKOKIE,  ILLINOIS 


E S TA/BLIS  HEP  I 9 O I 

ADMINISTRATORS 


PHONES  079-1000 
583-0800 


David  Holden®,  Chicago,  died  July  16,  aged  70.  In 
1917  he  graduated  from  Jenner  Medical  College  special- 
izing in  ophthalmology  which  he  taught  at  Chicago 
Medical  School.  He  was  also  on  the  staff  of  Mount 
Sinai  and  Franklin  Boulevard  hospitals. 

Maximilian  Kern®,  Chicago,  formerly  of  Austria,  died 
July  31,  aged  74.  A graduate  of  the  Chicago  College  of 
Medicine  and  Surgery  in  1915,  Doctor  Kern  was  a 
widely  known  endocrinologist.  He  was  a member  of  the 
American  College  of  Cardiology  as  well  as  various 
other  medical  groups.  He  was  an  emeritus  member  of 
ISMS. 

Harry  Leventhal®,  Chicago,  a graduate  of  Chicago 
Medical  School  in  1940,  died  July  20,  aged  57.  He  was 
a staff  member  of  both  Berg  and  Michigan  Avenue 
hospitals. 

Alphonse  J.  Manikas,  Kankakee,  died  July  28,  aged  55. 
He  was  a graduate  of  Loyola  University  School  of 
Medicine  in  1933  and  was  a staff  member  of  Kankakee 
State  and  St.  Mary’s  hospitals. 

Douglas  W.  Mazique®,  Chicago,  died  July  8,  aged  55. 
In  1941  he  was  a graduate  of  Meharry  Medical  Col- 
lege, Nashville,  and  he  specialized  in  ophthalmology 
and  otolaryngology. 

(Continued  on  page  390) 
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Geriatrics 
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Care 

Health  Clinic 

EsI.  1909 

RESTHAVEN 

This  modernly  equipped  institution  located  in  the  beautiful  Fox  River 
Valley  35  miles  west  of  Chicago,  cooperates  with  physicians  to  the  full- 
est extent. 

It  provides  accommodations  for  100  patients  in  single  and  double 
rooms.  Resthaven  accepts  patients  as  guests,  voluntary,  and  committed 
by  court. 

RESTHAVEN  HOSPITAL,  600  VILLA  ST.,  ELGIN,  ILL. 

Phone:  SH  2-0327 

in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL, 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Henry  J.  McCoy0,  Dixon,  died  July  2,  aged  73.  In  1917 
he  graduated  from  the  University  of  Illinois  College  of 
Medicine. 

Albert  H.  Meier®,  Evanston,  died  July  14,  aged  61.  He 
was  a graduate  of  Northwestern  University  Medical 
School  in  1937  and  became  an  associate  of  medicine  in 
1943.  He  had  been  a staff  member  of  Evanston  hospital 
since  1942. 

Fred  M.  Meixner,  Peoria,  died  January  13,  aged  80.  A 
graduate  of  Northwestern  University  Medical  School 
in  1911,  he  specialized  in  pulmonary  diseases. 

William  J.  Monilaw,  Highland  Park,  died  July  18,  aged 
89.  He  received  his  medical  degree  from  Drake  Uni- 
versity where  he  began  his  career  as  an  athletic  direc- 
tor and  founded  the  Drake  Relays,  the  Missouri  Valley 
Conference  and  the  Chicago  Suburban  High  School 
Athletic  Conference. 

Lenard  C.  Mulder,  Evanston,  was  a graduate  of  North- 
western University  Medical  School  in  1921.  He  was  on 
the  staff  of  St.  Francis  hospital  and  practiced  for  43 
years  until  retirement  in  1960.  He  died  August  2,  aged 
75. 

Charlotte  H.  Nelsen,  Chicago,  a graduate  of  Loyola 
University  School  of  Medicine  in  1922,  died  April  29, 
aged  77.  At  the  time  of  death  she  had  been  on  the  staff 
of  Belmont  hospital. 

John  W.  O’Connor®,  Oak  Park,  was  a graduate  of  the 
University  of  Illinois  College  of  Medicine,  1939  and 
chief  orthopedic  surgeon  of  West  Side  Veterans’  hos- 
pital. He  was  a staff  member  of  Garfield  Park,  St. 
Bernard’s  and  St.  Anthony’s  hospitals  as  well  as  being 
a member  of  national  and  international  boards  of  or- 
thopedic surgeons.  He  died  July  22,  aged  53. 

Homer  S.  Parker®,  Mount  Prospect,  died  August  10, 
aged  58.  In  1932  he  graduated  from  Rush  Medical 
College  and  specialized  in  pediatrics.  He  was  a staff 
member  of  Resurrection,  Cook  County,  Lutheran  Gen- 
eral and  Northwest  Community  hospitals. 


Walter  G.  Rahn®,  Chicago,  a graduate  of  Chicago  Medi- 
cal School  in  1928,  died  July  22,  aged  69.  He  had  been 
a staff  member  of  Evangelical  hospital. 

Lester  Rice®,  Evanston,  died  July  25,  aged  44.  In  1949 
he  graduated  from  Temple  University  School  of  Medi- 
cine, Philadelphia  and  specialized  in  internal  medicine. 

Paul  G.  F.  Schmitt®,  Chicago,  died  August  2,  aged  67. 
In  1923  he  graduated  from  Northwestern  University 
Medical  School  and  specialized  in  pathology.  He  was 
an  A.S.C.P.  board  member,  admitting  physician  at 
Hines  hospital  and  retired  from  Cook  County  Coroner’s 
Medical  staff. 

William  B.  Serbin®,  Chicago,  died  June  15,  aged  70. 
A graduate  of  Rush  Medical  College  in  1921,  Doctor 
Serin  had  been  senior  staff  physician  in  obstetrics  and 
gynecology  at  Wesley  Memorial  and  assistant  professor 
at  Northwestern  University  School  of  Medicine  since 
1932.  He  was  also  a diplomate  of  the  American  Board 
of  Obstetrics  & Gynecology. 

Neva  Skelton,  Eldorado,  died  August  10,  aged  67.  A 
graduate  of  Washington  University  School  of  Medicine, 
St.  Louis,  in  1923,  Doctor  Skelton  was  a general  prac- 
titioner. 

George  J.  M.  Slawikowski,  originally  from  Poland,  died 
June  18,  aged  31.  In  1954  he  was  graduated  from  the 
University  of  Edinburgh,  Scotland,  with  a degree  in 
surgery.  He  later  became  dedicated  to  cancer  research. 

James  R.  Tweedy®,  Colden,  a graduate  of  St.  Louis 
College  of  Physicians  and  Surgeons  in  1905,  died  July 
8,  aged  84,  after  56  years  of  medical  practice.  He  was 
an  Emeritus  member  and  a member  of  the  Fifty  Year 
Club  of  ISMS. 

John  B.  Vaughan,  Oak  Park,  died  August  7,  aged  94. 

Albert  J.  Zuska,  Captain,  U.S.N.,  died  July  19,  aged  48. 
A graduate  of  the  University  of  Illinois  College  of 
Medicine  in  1942,  he  became  a psychiatrist  in  the  Navy 
Medical  Corps. 

® Indicates  member  of  Illinois  State  Medical  Society. 


a Private  Psychiatric  Center  at  Jacksonville,  Illinois,  since  1901 


Complete  psychiatric  treatment  in  an  environment 
for  cure.  A 50  bed  hospital  with  the  most  modern 
diagnostic  and  therapeutic  equipment  for  the  treat- 
ment of  nervous  and  mental  disorders. 


LICENSED:  Illinois  Department  of  Mental  Health. 

MEMBER:  Illinois  Medical  Service  (Blue  Cross- 

Blue  Shield). 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


WHEN 

CONGESTION 
MOVES  down 

HYCOMINE 

SYRUP 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate 5 mg. 

(Warning:  May  be  habit-forming) 
Homatropine 

methylbromide  1.5  mg. 

Pyrilamine  maleate 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride  60  mg. 

Sodium  citrate  85  mg. 

(with  methylparaben  0.13%  and 
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in  a highly  palatable 
cherry-flavored  vehicle 

antitussive  • antihistaminic 
decongestant  • expectorant 


6.5  mg. 
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• arrests  both  productive  and  nonproduc- 
tive cough  • decongests  the  airways  • 
liquefies  secretions  responsible  for  irrita- 
tion • provides  prompt  symptomatic  relief 
of  allergic  symptoms  • is  well  tolerated  • 
rarely  causes  constipation 

DOSAGE:  Average  adult  dose  — 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6-12  years, 
Vz  teaspoonful ; 3-6  years,  % teaspoonful ; 1-3  years, 
10  drops ; 6 months  to  1 year,  5 drops.  Administer 
after  meals  and  at  bedtime  with  food.  On  oral  Rx 
where  state  laws  permit. 


treats  the  multiple 
symptoms  of  the 

COUGH/GOLD 

syndrome 


CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  hydro- 
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I SEE  IT  FROM  '360' 


By  Robert  L.  Richards 
Executive  Administrator 


The  Rewards  of  “Getting  Involved” 


Recently  i was  shocked  and  appalled  at  an 
article  in  a leading  national  magazine  entitled 
“Why  Doesn’t  Somebody  Care?”  The  article 
described  beatings,  thefts,  assaults  and  even 
murders  committed  in  broad  daylight — in  front 
of  scores  of  people.  In  most  cases  the  individ- 
uals witnessing  these  crimes  easily  could  have 
prevented  them — but  didn’t.  Why?  Simply  be- 
cause they  didn’t  want  to  “get  involved.” 

As  I read  the  article,  it  occurred  to  me  that 
the  problem  of  indifference  not  only  relates  to 
the  public  and  to  crime;  it  reaches  out  to  touch 
every  group  in  almost  every  area  of  our  so- 
ciety— professional,  political,  and  social.  In  re- 
lation to  medicine,  how  many  times  have  we 
avoided  conflict  in  the  political  arena  because 
we  thought  politics  was  “unprofessional?”  How 
often  have  we  turned  the  other  cheek  on  biased, 
untrue,  and  sometimes  even  slanderous  state- 
ments leveled  at  medicine  simply  because  we 
“didn’t  want  to  get  involved?”  With  only  a brief 
search  of  our  memories  and  conscience  we 
know  that  the  answer  to  these  questions  is  “all 
too  often.” 

This  indifference  is  no  less  disastrous  than 
standing  by  and  doing  nothing  while  a crime  is 
committed.  The  only  difference  is  that  the  crime 


is  not  being  committed  against  someone  else — 
but  against  ourselves. 

There  is  no  easy  cure  for  medicine’s  indif- 
ference to  its  own  political  fate.  It  cannot  be 
rectified  by  delegation;  it  relies  upon  the  in- 
dividual actions  and  attitudes  of  each  physician. 

just  how  effective  can  this  individual  action 
be? 

The  answer  is  dramatically  illustrated  by  a 
story  appearing  in  Pidse,  elsewhere  in  this  is- 
sue. It  concerns  an  ISMS  member  who  objected 
to  wholesale  misstatements  about  Medicare 
made  on  a national  television  interview.  By 
taking  the  time  to  send  a telegram  to  the  pro- 
ducers of  the  show  (reproduced  in  the  Pulse 
article),  this  ISMS  member  helped  to  set  the 
wheels  in  motion  for  a second  show  which 
corrected  the  misconceptions  of  the  earlier  one. 
As  a result,  ISMS  headquarters  was  swamped 
with  calls  from  citizens  to  learn  more  of  the 
facts. 

This  significant  achievement  took  place  large- 
ly because  one  individual  took  the  time  and 
effort  to  “get  involved.”  If  we  all  took  the  time 
— and  employed  the  effort — no  conceivable 
force  could  ever  threaten  the  goals  and  stand- 
ards that  have  made  ours  the  finest  system  of 
medical  care  on  earth. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin® 


Note: 

Condition 

No.  of 

No.  Cured  with 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 

Patients 

Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

treatment  failures  on 

other  therapy. I-87 
In  addition  the  following 

Genitourinary  infections 

748 

684 

the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved" 

(4)  dosage  conformed  with 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

tions  in  the  United  States 
(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemyciri 

capsules (250  mg.) 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


Science  for  the  world's  well-being®  I J Since  1849 

PFIZER  LABORATORIES  Division, Chas.Pfizer&Co.,lnc.NewYork, New  Yorkl 001 7 
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Abstracts  of  Board  Actions 

Meetings  of  September  19-20,  1964 


BASIC  SCHEDULE  FOR  1965  CONVENTION  APPROVED 

ISMS  and  the  Woman's  Auxiliary  will  open  the  1965  convention  with  a combined  memorial  service  on 
Sunday,  May  16.  The  House  of  Delegates  will  meet  on  Sunday,  Tuesday  and  Wednesday  afternoons. 
Scientific  sessions  and  Auxiliary  programs  will  be  scheduled  Monday  through  Wednesday,  with  a buffet 
Sunday  evening,  Public  Affairs  dinner  Monday,  and  banquet  on  Tuesday.  Exhibits  will  be  open  from  1 1 
a.m.  Monday  until  5 p.m.  Wednesday. 

40  PHYSICIANS  NEEDED  TO  REPRESENT  ISMS 

Each  ISMS  district  is  being  asked  to  send  four  doctors  to  the  Third  Conference  on  Physicians  and 
Schools  Dec.  3 at  the  St.  Nicholas  Hotel,  Springfield.  ISMS  is  sponsoring  the  conference  with  the  Illi- 
nois Education  Association,  Illinois  Department  of  Public  Health,  Illinois  State  Dental  Society,  and  the 
State  Superintendent  of  Public  Instruction.  It  will  be  open  to  all  physicians. 

ISMS  VIEWS  PRESENTED  TO  DEMOCRATIC  PLATFORM  COMMITTEE 

Dr.  Frank  J.  Jirka,  Jr.,  appeared  before  the  resolutions  and  platform  committee  of  the  Democratic 
National  Convention  Aug.  17  to  present  views  of  the  Illinois  State  Medical  Society.  Copies  of  Dr.  Jirka's 
statement  may  be  had  by  writing  ISMS. 

CONTINUING  EDUCATION  PROCEDURES  CHANGED 

County  societies  will  be  requested  to  extend  their  own  invitations  to  speakers  for  continuing  education 
programs  after  Jan.  1 . ISMS  will  continue  to  provide  a roster  of  available  speakers,  send  out  notices,  and 
pay  the  speakers.  It  is  thought  that  if  the  local  program  chairman  chooses  and  invites  the  speaker,  he 
will  feel  more  responsibility  for  receiving  the  speaker  and  for  working  on  a good  attendance. 

CHANGES  IN  COMMITTEE  ROSTERS  ANNOUNCED 

ISMS  members  are  advised  to  make  the  following  changes  in  committee  rosters  appearing  in  the  An- 
nual Reference  Issue  (August)  of  the  Illinois  Medical  Journal:  Norris  Brookens  replaces  I.  E.  Bartlett  as 
chairman  of  the  Committee  on  Medical  Economics  and  also  on  the  Liaison  Committee  to  Blue  Cross-Blue 
Shield;  Clark  Mangan,  Jr.,  added  to  the  Committee  on  Environmental  Health. 

CIGARETTE  ADVERTISING  TO  BE  DISCONTINUED 

No  cigarette  company  exhibits  will  be  accepted  for  the  1965  annual  meeting  and  no  new  cigarette 
advertising  will  be  accepted  by  the  Illinois  Medical  Journal  after  current  contracts  expire. 

(Continued  on  page  416) 
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SARDO  IN  THE  BATH 

BRINGS  PROMPT,  PROLONGED  RELIEF 


Microfine  globules  of  SARDO  disperse  on  the  surface  of  the  bath  water  and 
produce  an  invisible  protective  film  on  the  skin.  SARDO  soothes,  lubricates, 
augments  skin  lipids,  helps  retain  and  build  up  essential  moisture  in  the 
stratum  corneum ...  relieves  dryness  and  itching  with  the  very  first  bath. 
Adsorbed  by  the  skin,  SARDO  provides  rapid,  dependable,  allover  relief  in 
most  dry,  itchy  skin  conditions.  Your  patients  will  appreciate  non-sensitizing, 
pleasant,  economical  SARDO*,  the  clinically  proven  bath  oil. 


SARDO  ...  the 
most  widely  used 
therapeutic  bath  oil 


SARDOETTES®  (disposable  compresses  impregnated  with  SARDO)  provide  *Pat  Pseanrj  ^ M|^964 
the  same  skin-comforting  benefits  after  showering  or  local  washing. 

Write  for  samples  and  literature.  SARDEAU,  Inc.,  Dept.  IL-4,  845  Third  Ave.,  New  York,  N.  Y.  10022 
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Abstracts  of  Board  Actions 

(Continued  from  page  414) 


INSURANCE  QUESTIONNAIRES  CRITICIZED 

Legal  Counsel  advises  that  physicians  refrain  from  answering  ''opinion''  question  on  automobile 
insurance  applications  of  older  citizens.  Efforts  will  be  made  to  have  the  Health  Insurance  Council  re- 
view forms  presently  being  used  and  recommend  appropriate  changes. 

REPRESENTATIVES  TO  OTHER  GROUPS  APPOINTED 

Representatives  to  the  ad  hoc  Committee  on  Nursing  Care  of  the  Chronically  III  and  Aging  of  the 
Illinois  League  for  Nursing  are  Henry  T.  Ricketts,  Aging,  and  Henrietta  Herbolsheimer,  Nursing.  A new 
Committee  to  Revise  Birth  Certificates  and  Forms  for  Fetal  Deaths  consists  of  H.  Close  Hesseltine,  chair- 
man, Newton  DuPuy,  and  Jacob  E.  Reisch.  Harlan  English  will  represent  ISMS  on  the  Professional  Ad- 
visory Committee  of  the  Hospital  Planning  Council  of  Greater  Chicago,  in  addition,  representatives  are 
to  be  named  by  each  county  in  the  greater  Chicago  metropolitan  area. 

ISMS  STATES  POSITION  ON  BLOOD  BANKS 

The  Board  of  Trustees  has  re-affirmed  its  support  of  the  AMA  House  of  Delegates  position  statement 
on  blood  banks  which  condemns  the  establishment  or  activation  of  new  blood  procurement  facilities  with- 
out prior  approval  of  the  county  medical  society  involved.  County  medical  society  approval  is  assumed 
to  have  been  predicated  on  appropriate  surveys  of  existing  facilities  and  anticipated  needs  so  that 
wasteful  and  unnecessary  duplication  may  be  avoided. 

ISMS  and  IHA  EXPLORE  COST  OF  HOSPITAL  CARE 

The  cost  of  hospital  care  was  explored  in  depth  by  about  300  chiefs  of  medical  staffs,  hospital  ad- 
ministrators and  trustees  Sept.  17  at  the  Sixth  Annual  Joint  Conference  of  ISMS  and  the  Illinois  Hospital 
Association. 

Dr.  Noel  G.  Shaw,  co-chairman  of  the  conference,  presided  over  the  morning  session  where  speakers 
discussed  the  internal  and  external  elements  affecting  costs  and  described  some  experiments  in  control- 
ling costs. 

Richard  G.  Hershey,  Illinois  Director  of  Insurance,  addressed  the  group  at  luncheon  on  "Our  Insurance 
Department's  Role." 

The  afternoon  session  was  divided  into  eight  workshops  moderated  by  representatives  of  public  assist- 
ance, Blue  Cross,  commercial  insurance,  organized  labor,  legislature,  hospital  trustees,  government  hos- 
pitals, and  industry. 

The  success  of  the  meeting  was  indicated  by  the  attentive  audience,  participation  in  discussion  and 
the  large  number  who  remained  until  the  conference  adjourned  at  4 p.m. 
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Cryotherapy  in 

John  G.  Bellows,  M.D.,  Ph.D.,  Chicago 

In  view  of  the  current  interest  in  cryosur- 
gical techniques  in  all  fields  of  medicine,  it  is 
ironic  that  the  first  application  of  supercooling 
techniques  in  the  field  of  ophthalmology  was 
overlooked  for  almost  thirty  years.  In  1934, 
Bietti1  used  solid  carbon  dioxide  in  treating  re- 
tinal detachment  but — largely  because  of  the 
poor  conditions  for  research  in  Italy  and  Ger- 
many in  the  30’s — never  followed  up  his  early 
findings.  In  1950,  Bietti2  went  a step  further  by 
applying  solid  carbon  dioxide  to  the  scleral  re- 
gion of  the  ciliary  body  for  the  treatment  of 
glaucoma. 

Today,  we  are  becoming  more  and  more 
aware  of  the  potential  value  of  cryogenic  ther- 
apy in  several  fields  of  ophthalmic  surgery: 
glaucoma,  cataracts,  retinal  detachment,  “Coats” 
disease,  proliferating  retinopathy,  aneurysms  of 
the  retinal  arteries,  hemangiomatosis  of  the  re- 
tina and  chemical  burns  of  the  cornea.3 

Although  supercooling  has  been  used  to  pre- 
serve the  cornea  without  any  impairment  of  its 
transparency,  we  still  know  very  little  about  the 


From  the  Department  of  Ophthalmology,  North- 
western University  School  of  Medicine,  Cook  Coun- 
ty Hospital,  St.  Joseph  Hospital,  Chicago,  Illinois. 


Ophthalmology 

biophysical,  biochemical  and  physiological  ef- 
fects of  low  temperatures  on  ocular  tissues  and 
fluids. 

From  among  the  various  cryogenic  agents 
available  for  use  in  ophthalmology,  liquid  nitro- 
gen and  solid  carbon  dioxide  have  been  found 
to  be  of  the  greatest  value.  Neither  liquid  oxy- 
gen nor  liquid  hydrogen  are  suitable,  because 
of  their  flammable  and  explosive  qualities. 
Liquid  helium  produces  a temperature  much 
lower  than  is  needed,  and  it  is  not  readily  avail- 
able. 

Within  the  past  few  months,  we  have  devel- 
oped two  cryogenic  instruments:  a cryoappli- 
cator  utilizing  liquid  nitrogen,  and  a cryoex- 
traetor  using  solid  carbon  dioxide.  In  both  cases, 
the  pen-sized  instruments  contain  their  own 
supply  of  the  supercooling  agent  within  suitable 
insulating  material.  Experimental  and  clinical 
experiences  have  shown  that  the  cryoapplicator 
using  solid  carbon  dioxide  is  chiefly  used  for  the 
extraction  of  cataracts,  while  the  instrument  us- 
ing liquid  nitrogen  is  not  only  suitable  for  cata- 
ract extraction,  but  is  very  effective  for  the 
treatment  of  glaucoma,  retinal  detachment,  pro- 
liferating retinopathy,  “Coats”  disease,  heman- 
giomatosis of  the  retina  and  chemical  burns  of 
the  cornea  and  to  obliterate  vessels  in  old  cor- 
neal scars. 
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FIGURE  1.  Cyro-exfractor  using  liquid  nitrogen  composed  of  inner  teflon  and  outer 
nylon  tubes  with  a copper  rod  insertion. 


Description  of  the  Instrument 

The  instrument  using  liquid  nitrogen  consists 
of  three  tubes,  separated  by  air  spaces.  The  in- 
nermost tube  is  made  of  Teflon,  the  middle  tube 
of  nylon,  and  the  outermost  tube  of  brass.  The 
low  temperature  of  liquid  nitrogen  ( — 196°  C) 
is  transmitted  through  a copper  tip,  one  end  of 
which  is  inserted  into  the  nitrogen  and  the 
other  end  suitably  shaped  for  application  to  the 
eye.  The  teflon,  nylon  and  the  air  spaces  be- 
tween them  act  as  insulating  materials  so  that 
the  instrument  can  be  held  comfortably  in  the 
hand  (Figure  1). 

Through  experiments  I have  found  that 
liquid  nitrogen  produces  minute  ice  crystals 
that  have  no  adhesive  power.  By  contrast,  solid 
carbon  dioxide  (—69°  C)  yields  larger  ice 
crystals  with  marked  adhesive  properties.  We 
have  been  able  to  utilize  both  of  these  divergent 
properties  in  ophthalmic  surgery. 

Glaucoma 

The  use  of  cryocyclotherapy  ( the  application 
of  supercooling  agents  to  the  ciliary  body)  aims 
at  the  reduction  of  aqueous  output.  It  differs 
from  diathermy  in  that  congelation  of  the  tis- 
sues occurs  rather  than  coagulation,  and  the 
effects  are  milder  and  partially  reversible.  How- 
ever, as  in  diathermy,  the  process  may  be  re- 
peated; and  an  incision  is  not  necessary,  al- 


though in  cyclodiathermy  the  needle  does 
penetrate  part  way  into  the  sclera. 

The  hypotony  occurring  several  days  follow- 
ing cryocyclotherapy  is  explained  on  the  basis 
of  a decrease  in  the  aqueous  output.  According 
to  Bietti,  histological  examination  showed  that 
within  a few  hours  there  was  a marked  edema 
and  congestion  of  the  ciliary  body.  Within  a few 
days,  these  phenomena  decreased  gradually, 
and  after  a few  weeks  only  minute  changes 
could  be  detected  microscopically. 

Permanent  improvement  was  attributed  to  the 
atrophy  of  the  ciliary  body,  and  to  changes  in 
the  ciliary  epithelium  and  ciliary  nerve  supply. 
Postoperatively,  the  immediate  response  was  an 
increase  in  intraocular  tension,  followed  by  a 
gradual  reduction  in  tension,  reaching  its  low 
point  in  seven  to  ten  days.  This,  in  turn,  was 
followed  by  a slow  return  of  tension  to  a point 
slightly  below  the  original  level.  If  it  were  nec- 
essary to  lower  tensions  further,  it  would  be 
possible  to  repeat  the  procedure,  using  the  other 
quadrants  of  the  globe. 

Operative  Procedure 

The  patient  receives  the  usual  preoperative 
sedation;  both  block  anesthesia  (akinesia  and 
retrobulbar  injection  of  Carbocaine ) and  surface 
anesthesia  tetracaine  hydrochloride  are  applied. 
The  tip  of  the  cryoapplicator  containing  liquid 
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nitrogen  is  placed  directly  on  the  conjunctiva  in 
the  region  of  the  ciliary  body  approximately  4 
mm.  from  the  limbus  of  the  cornea.  A total  of 
eight  such  applications  are  made;  e.g.,  four  on 
the  upper  lateral  and  four  in  the  lower  lateral 
quadrants.  Twenty  seconds  has  been  found  to 
be  the  adequate  time  of  contact  to  produce  the 
desired  effect  on  the  ciliary  body. 

Postoperative  Course 

On  the  first  postoperative  day  there  is  edem- 
atous swelling  of  the  counjunctiva,  with  a mod- 
erate degree  of  pain  which  is  readily  controlled 
by  the  use  of  analgesics.  Intravenous  acetazola- 
mide  (500  mg.)  is  administered  to  reduce  the 
transient  postoperative  increase  in  intraocular 
tension  that  follows.  The  appearance  of  cells 
and  a luminous  beam  in  the  anterior  chamber 
on  the  second  day  is  an  indication  for  the  brief 
use  of  mydriatics.  Within  five  to  seven  days  the 
inflammatory  phenomena  subside  and  the  in- 
traocular tension  is  found  to  be  decreased  by 
10  to  20  points  on  the  Schiotz  tonometer. 

This  operative  procedure  is  of  value  in  glau- 
coma where  the  surgeon  seeks  only  a moderate 
degree  of  reduction  in  intraocular  tension  or 
where  a cutting  operation  is  contraindicated,  as 
in  the  patient  receiving  anticoagulants. 

Retinal  Detachment 

Experiments  indicate  that  the  application  of 
supercooling  techniques  is  effective  in  the  treat- 
ment of  holes  and  tears  in  the  retina,  uncompli- 
cated by  the  presence  of  subretinal  fluid.  Here, 
it  can  very  well  take  its  place  along  side  of 
photocoagulation,  and  has  advantages  over  the 
latter  in  that  it  does  not  require  expensive 
equipment  and  the  retinal  response  is  of  a mild- 
er type.  The  prime  indication  is  the  prophylactic 
treatment  for  tears  before  the  retina  actually 
becomes  undermined  and  elevated  by  subreti- 
nal fluid. 

Operative  Procedure 

The  usual  preoperative  sedation  is  adminis- 
tered and  then  the  cryosurgical  procedure  may 
be  performed  under  local  anesthesia.  As  in  the 
treatment  for  glaucoma,  no  conjunctival  incision 
is  necessary,  except  for  the  lesions  in  the  more 
distant  posterior  areas.  The  retinal  tear  is  ob- 


served with  the  indirect  ophthalmoscope  while 
an  assistant  applies  pressure  on  the  outside  of 
the  globe  with  a probe  in  the  region  of  the  hole 
until  the  precise  area  to  be  congealed  is  lo- 
cated. This  area  is  marked  with  gentian  violet. 
Using  indirect  ophthalmoscopy  for  observation 
and  control  the  surgeon  applies  the  cryoappli- 
cator  containing  nitrogen  to  the  point  marked 
on  the  sclera  or  conjunctiva  until  the  proper  de- 
gree of  congelation  is  produced.  This  is  de- 
termined by  the  intensity  and  extent  of  the 
blanching  of  the  retina  and  obliteration  of  the 
retinal  markings  and  vessels. 

Postoperative  Course 

Upon  removal  of  the  cryoapplicator  from  the 
operative  field,  both  the  sclera  and  retina 
rapidly  resume  their  former  appearance.  The 
sclera  itself  shows  no  permanent  change.  How- 
ever, within  10  to  14  days,  pigmentary  pro- 
liferation appears  in  the  congealed  areas  of  the 
retina,  indicating  that  the  desired  adhesive 
chorioretinitis  and  sealing  of  the  retinal  tear 
has  taken  place. 

Vascular  Lesions  of  the  Retina 

The  application  of  supercooled  agents  may 
also  be  made  to  the  sclera  in  the  treatment  of 
proliferating  retinopathy,  “Coats”  disease,  and 
hemangiomatosis  of  the  retina.  The  object  of 
cryotherapy  in  these  retinal  conditions  and  in 
the  vascularized  cornea  is  to  obliterate  newly- 
formed  vessels,  aneurysms  and  other  localized 
vascular  lesions.  Cryotherapy  for  these  diseases 
is  effective  and  yet  less  traumatizing  than  elec- 
trocoagulation and  photocoagulation. 

Chemical  Rurns  of  the  Cornea 

Experimentally  produced  alkali  and  acid 
burns  of  the  cornea  in  rabbits  were  treated  by 
supercooling  the  injured  area  with  the  cryoap- 
plicator containing  liquid  nitrogen.  The  im- 
mediate congelation  of  the  involved  area  of  the 
cornea  prevented  diffusion  of  the  noxious  agent 
both  in  depth  and  extent. 

This  suggests  a clinical  application  in  the 
treatment  of  chemical  burns  in  that,  if  this  type 
of  cryoapplicator  were  generally  available  its 
use  would  provide  sufficient  time  for  procuring 
the  proper  neutralizing  agent. 
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FIGURE  2A.  Cryocydotherapy  using  liquid  nitrogen  applicator  FIGURE  2B.  Cryotherapy  for  retinal  detachment  using  liquid 
for  the  treatment  of  glaucoma.  nitrogen  applicator. 
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FIGURE  3.  Cryoextractor  using 
solid  carbon  dioxide.  Note 
vent  on  upper  surface  for 
escape  of  vaporized  carbon 
dioxide. 

Cataract4'6 

Over  the  past  year,  I have  performed  more 
than  50  cataract  extractions  using  the  cryoex- 
tractor containing  solid  carbon  dioxide,  with 
excellent  results.  There  has  not  been  a single 
instance  in  which  the  capsule  was  ruptured. 

This  technique  of  cryoextraction  has  advan- 
tages over  the  standard  technique  (utilizing  a 
forceps  or  erisophake ) in  that  it  enables  the  sur- 
geon to  work  without  the  aid  of  a skilled  assist- 
ant, eliminates  the  need  for  a second  operative 
procedure  to  remove  lenticular  remnants,  re- 
quires a minimum  amount  of  point  pressure  and 
makes  the  use  of  enzymatic  zonulolysis  unneces- 
sary. With  this  cryo-extraction  technique  and 
the  elimination  of  capsular  rupture  the  compli- 
cations resulting  from  lens  remnants  in  the  an- 
terior chamber  is  eliminated.  Since  these  rem- 
nants are  considered  a good  culture  media, 
postoperative  infections  are  reduced  and  reac- 
tions to  lens  proteins  with  resulting  anaphylactic 
endophthalmitis  are  no  longer  a problem. 

This  operative  procedure  is  a refinement  on 
the  method  reported  in  1961  by  Krwawicz7*8 
who  dipped  a probe  in  a mixture  of  solid  carbon 
dioxide  and  alcohol.  This  new  cryoextractor 
maintains  its  supercooled  temperature  for  much 
longer  periods  than  the  Krwawicz  probe. 

An  elaborate  and  expensive  cryogenic  device 
has  also  been  employed  by  Kelman  and  Coop- 
er,9 consisting  of  a large  monitoring-and-stor- 
age  unit,  and  a long  canula  with  an  applicator. 

The  cryoextractor  I have  used  is  inexpensive 
and  compact — about  the  size  of  a fountain  pen. 
It  is  easily  manipulated,  and  has  its  own  self- 
contained  carbon  dioxide  supply.  It  is  eminently 
suited  to  the  extraction  of  intumescent  cataracts, 


FIGURE  4.  Raising  of  corneal  flap  and  the  application  of  the 
cryoextractor  using  solid  carbon  dioxide. 


which  have  posed  a major  problem  for  the  oph- 
thalmic surgeon. 

The  cryoextractor  we  have  used  is  inexpensive 
plastic  tube  and  plunger,  and  a tapered  hollow 
copper  tip.  The  end  of  this  tip  is  enlarged  into  a 

2 mm.  disc.  A vent  in  its  upper  convex  surface 
permits  the  escape  of  the  vaporized  carbon 
dioxide.  The  under-surface  is  concave,  to  con- 
form to  the  curvature  of  the  lens.  The  entire 
tip  is  insulated  with  a thin  layer  of  epoxy  ad- 
hesive which  acts  as  an  insulating  material 
and  does  not  permit  adherence  to  any  extrane- 
ous material  (Figure  2). 

Operative  Technique 

The  usual  preoperative  and  operative  cataract 
procedures  are  carried  out,  substituting  the 
cryoextractor  for  the  forceps  or  erisophake  for 
the  extraction  of  the  cataract. 

The  supercooled  tip  of  the  extractor  is  ap- 
plied to  the  moist  anterior  surface  of  the  lens. 
Within  15  seconds,  it  becomes  firmly  adherent 
with  the  depth  of  congeahnent  penetrating  2 to 

3 mm.  into  the  lens  substance  and  extending  for 
2 mm.  around  the  perimeter  of  the  tip. 

The  lens  and  the  adhering  surface  of  the  tip 
become  fused  into  a single  unit,  so  that  no  dif- 
ficulty is  encountered  in  extracting  the  intact 
lens  by  making  a few  rotary  movements  to  free 
the  lens  from  the  zonules,  and  then  withdrawing 
the  instrument.  The  completion  of  the  operation 
is  performed  in  the  usual  manner. 
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FIGURE  5.  Removal  of  mature  cataract  in  a 78-year-old  patient  with 
cryoextractor  using  liquid  nitrogen. 


Summary 

Cryogenic  operative  techniques  have  been 
found  to  be  of  value  in  the  treatment  of  certain 
ocular  diseases.  Two  new  instruments  have  been 
developed:  a cryoapplicator  utilizing  liquid  ni- 
trogen and  a cryoextractor  utilizing  solid  carbon 
dioxide.  Both  instruments  are  efficient,  com- 
pact, inexpensive  and  contain  their  own  supply 
of  the  supercooling  agent.  Reduction  in  the  in- 
traocular tension  is  readily  achieved  by  simply 
applying  the  supercooling  agent  to  the  region  of 
the  ciliary  body.  The  treatment  of  retinal  tears, 
aneurysmal  dilatations  of  the  retinal  vessels, 
hemangiomatosis  of  the  retina  and  proliferating 
retinopathy  is  simplified.  Cryoextraction  of  cata- 
racts by  eliminating  the  incidence  of  capsular 
rupture  does  away  with  the  need  for  discussion 


of  secondary  membranes,  eliminates  the  com- 
plication of  phakoanaphylactic,  endophthal- 
mitis and  reduces  the  incidence  of  postoperative 
infections. 
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ISMS  Legislative  Conference 

The  Illinois  State  Medical  Society  will  hold  its  annual  one-day  Legislative  Con- 
ference on  Sunday,  Nov.  8,  1964  at  the  Drake  Hotel  in  Chicago,  III. 

This  Conference  is  designed  to  provide  total  legislative  orientation  for  legisla- 
tive committee  chairmen,  committee  members,  county  and  branch  society  officers 
and  other  physicians  involved  or  interested  in  the  legislative  process. 

Conference  Chairman,  J.  Ernest  Breed,  M.D.,  has  arranged  a stimulating  and 
informative  program.  Wives  are  invited  to  attend. 
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Tonometric  and  Tonographic  Features 
of  Early  Open  Angle  Glaucoma 


Alex  E.  Krill,  M.  D.,  Chicago 

Data  by  leydecker  suggest  that  there  is  a 
lapse  of  more  than  one  decade  from  the  begin- 
ning of  the  pathological  increase  of  intraocular 
pressure  to  the  manifestation  of  visual  field 
loss.1  Thus  glaucoma,  as  we  know  it  with  typical 
optic  nerve  and  visual  field  changes,  is  probably 
the  result  of  years  of  insult  to  the  optic  nerve. 

Early  open  angle  glaucoma  is  the  phase  be- 
fore visual  field  changes  develop.  It  is  in  this 
phase  that  we  have  the  best  opportunity  of  pre- 
venting damage  to  the  optic  nerve  by  the  use  of 
drugs  to  lower  the  intraocular  pressure.  We  have 
designated  this  early  stage  as  tonometric  open 
angle  glaucoma  and  the  stage  with  definite 
optic  nerve  and  visual  field  changes  as  overt 
open  angle  glaucoma.  Both  stages  are  charac- 
terized by  intermittent  or  constant  measure- 
ment of  intraocular  pressure  greater  than  24 
mm.  Hg. 

The  two  questions  which  concern  the  doctor 
are:  (1)  What  are  the  most  reliable  criteria 
which  distinguish  an  eye  with  tonometric  glau- 
coma from  a normal  eye?  (2)  Is  there  any  way 
in  which  we  can  predict  the  likelihood  or  the 


From  the  Eye  Research  Laboratories,  The  Uni- 
versity of  Chicago. 
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rapidity  with  which  an  eye  with  tonometric 
glaucoma  will  develop  field  changes?  The  an- 
swer to  the  second  question  should  guide  our 
therapeutic  course  of  action. 

A comparison  of  both  outpatient2  and  in- 
patient3 tonometric  and  tonographic  data  from 
normal,  tonometric,  and  overt  glaucoma  eyes 
will  show  the  best  criteria  to  distinguish  a glau- 
comatous from  a normal  eye. 

1.  Ocular  Tension  Parameters. 

a.  Absolute  values.  A tension  greater  than  24 
mm.  of  Hg  is  rare  in  a normal  eye  under  any 
circumstances  (Table  1).  Ocular  tensions  be- 
tween 22  and  24  mm.  of  Hg  are  occasionally 
seen  in  normal  eyes,  but  are  more  likely  to  be 
from  glaucomatous  eyes.  An  ocular  tension  be- 
low 25  mm.,  or  even  below  22  mm.,  does  not 
rule  out  glaucoma.  Furthermore,  the  likelihood 
of  obtaining  an  abnormal  ocular  tension  is  less 
in  the  hospital.  This  dampening  phenomenon  is 
well  known.4  In  addition,  the  time  of  measure- 
ment is  of  importance.  In  all  eyes  the  greatest 
frequency  of  maximum  daily  tensions  measured 
are  in  the  morning;  however,  in  the  glaucoma- 
tous eye  there  is  also  a good  likelihood  of  obtain- 
ing a maximum  ocular  tension  at  other  times  of 
the  day.5  One  should  stagger  the  time  of  visit 
of  glaucoma  suspects  or  known  glaucoma 
patients. 

b.  The  daily  fluctuation  of  intraocular  pres- 
sure. A small  percentage  of  normal  eyes  will 
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TABLE  1 


Diagnostic  Criteria  in  Open  Angle  Glaucoma 
No 


N 

Measurements 

P > 21 

P > 24 

C < 0.18 

C < 0.13 

P0/C  > 100 

P0/C  > 138 

Normals 

( outpatient ) “ # 

2.5% 

.15% 

2.5% 

.15% 

2.5% 

.15% 

( inpatient ) 

60 

575 

2.0% 

0 

18.0% 

1.0% 

5.0% 

.5% 

Tonometrie 
Glaucoma 
( inpatient ) 
Overt 
Glaucoma 

36 

360 

27.0% 

14.0% 

33.0% 

35.0% 

77.0% 

51.0% 

( outpatient ) # 

600 

600 

55.0% 

35.0% 

66.0% 

45.0% 

74.0% 

51.0% 

( inpatient ) 

24 

219 

10.0% 

22.0% 

33.0% 

47.0% 

77.0% 

54.0% 

“Number  of  subjects  not  indicated 

#From  Becker,  B.  and  Shaffer,  R.  N.:  Diagnosis  and  Therapy  of  the  Glaucomas,  St.  Louis,  C.  V.  Mosby  Co.,  1961. 


show  daily  fluctuations  of  ocular  tensions  greater 
than  5 mm.  of  Hg  (Table  2),  but  it  is  quite  un- 
likely that  a fluctuation  greater  than  10  mm.  of 
Hg  will  be  found  in  a normal  eye.5-7 

c.  Difference  in  intraocular  pressure  between 
the  two  eyes.  It  is  unusual  for  two  normal  eyes 
to  show  a pressure  difference  at  any  time  greater 
than  5 mm.  of  Hg  (Table  2).  Note  that  one- 
fifth  of  the  measurements  from  both  tonometrie 
and  overt  glaucoma  subjects  show  a difference 
greater  than  5 mm.  Hg  between  the  two  eyes. 

2.  Facility  of  Outflow  (C)  Parameters. 

a.  Absolute  values.  A low  C is  a more  con- 
stant finding  in  a glaucomatous  eye  than  a high 
ocular  tension.  A C below  .13  is  rare  in  normal 
eyes,  but  is  common  in  glaucomatous  eyes  (Ta- 
ble 1).  Facility  of  outflow  values  between  .17 
and  .13  are  either  from  normal  or  glaucomatous 
eyes,  but  are  more  likely  to  be  from  the  latter. 

b.  Glaucoma  index.  The  most  constant  find- 
ing the  glaucomatous  eye,  tonometrie  or  overt, 
is  the  abnormality  of  the  glaucoma  index 
(P(i/C)  (Table  1).  Three  out  of  four  glaucoma- 


tous eyes  will  show  this  abnormality  or  about 
three  out  of  four  measurements  from  a glauco- 
matous eye  will  show  an  index  greater  than  100 
(Table  1). 

It  is  apparent,  regardless  of  the  criteria  used, 
that  a glaucomatous  eye  may  show  normal 
measurements  at  times.  Therefore,  glaucoma 
cannot  be  ruled  out  with  certainty  on  the  basis 
of  one  or  two  measurements,  particularly  when 
these  measurements  are  ocular  tensions.  These 
data  indicate  that  glaucoma  both  in  the  early 
and  advanced  stages  is  a disease  showing  fluctu- 
ation of  tonometrie  and  tonographic  parameters. 

3.  Stress  Tests. 

a.  Water  provocative.  The  most  frequently 
used  test  to  bring  out  a tonometrie  or  tonograph- 
ic abnormality  in  glaucoma  suspects  is  the 
water  drinking  provocative  test.  A liter  of  water 
is  drunk  by  the  patient  in  five  minutes  after  a 
night  of  no  food  or  water.  A positive  test  con- 
sists of  a rise  in  pressure  greater  than  8 mm.  of 
Hg  in  about  40  to  45  minutes  or  an  increase  in 
the  glaucoma  index  to  more  than  100.  With  the 


TABLE  2 


Group 

No.  of 
Subjects 

No.  of  Test 
Days 

6-10 

Diurnal  Tension 
Fluctuation* 

11  or  more 

Difference  between 
two  eyes  greater 
than  5 mm.  Hg 

Normal 

30 

172 

5% 

0 

2% 

Tonometrie 

Glaucoma 

18 

117 

11% 

o or 

O/O 

21% 

Overt 

Glaucoma 

12 

83 

6% 

n% 

20% 

Other 

Glaucoma 

32 

32 

22% 

9% 

41% 

“mm.  of  Hg 
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last  criteria,  a greater  percentage  of  glaucoma 
eyes  will  be  detected.2 

b.  Steroid  provocative  test.  Becker  has  shown 
that  subjects  with  open  angle  glaucoma,  or  car- 
riers of  the  gene  for  this  disease,  will  show  a 
significant  rise  in  ocular  tension  and  a decrease 
in  the  facility  of  outflow  after  three  to  six  weeks 
of  treatment  with  a topical  steroid  such  as  beta- 
methasone.8 After  this  type  of  treatment  almost 
96  per  cent  of  definite  glaucoma  eyes  showed 
tensions  greater  than  21  by  applanation  tonom- 
etry, 98  per  cent  of  the  subjects  showed  outflow 
facilities  less  than  .18,  and  100  per  cent  of  the 
subjects  showed  glaucoma  indices  greater  than 
100.  The  exact  criteria  for  positive  tests  remains 
to  be  worked  out  ( particularly,  in  distinguishing 
a subject  with  definite  disease  from  a carrier  of 
the  disease). 

Undoubtedly  most  doctors  would  treat  an  eye 
with  numerous  tensions  in  the  high  20’s  or  low 
30’s.  However,  the  decision  to  treat  an  eye  dem- 
onstrating intermittent  ocular  tensions  in  the 
middle  20’s  may  be  difficult  to  make.  Some  of  the 
criteria  that  can  be  used  in  borderline  patients 
are  as  follows: 

1.  Typical  visual  field  changes  in  one  eye. 
There  is  a good  possibility  that  the  second  eye 
will  develop  similar  changes,  therefore,  we 
would  want  to  use  some  type  of  therapy  in  both 
eyes. 

2.  Family  history  of  overt  open  angle  glau- 
coma. Because  of  the  hereditary  nature  of  the 
disease,  we  would  assume  that  there  is  a good 
probability  of  a similar  course  in  relatives  show- 
ing only  tonometric  glaucoma. 

3.  Patients  with  any  of  the  following  diseases: 

a.  Hypertension  under  treatment  or  about  to 
be  treated. 

b.  Severe  arteriosclerosis. 

c.  Carotid  artery  disease. 

d.  Temporal  arteritis. 

Patients  in  these  categories  may  be  more  sus- 
cpetible  to  increased  intraocular  pressure  be- 
cause of  the  likelihood  of  involvement  of  die 
blood  supply  to  the  optic  nerve,  somewhere  be- 
tween the  carotid  artery  and  terminal  branches 
directly  to  the  nerve).9 

4.  Possible  use  of  Bjerrum  sensitivity  test. 


The  sensitivity  of  an  eye  to  damage  from  intra- 
ocular pressure  may  be  detected  by  using  a test 
which  relates  the  amount  of  pressure  over  the 
globe  necessary  to  produce  a field  defect  in  the 
Bjerrum  area  (10  to  20  degrees)  to  the  retinal 
artery  pressure  of  the  eye.10  In  normal  subjects 
this  index  is  close  to  unity;  however,  subjects 
with  overt  glaucoma  develop  a field  defect  at  a 
significantly  lower  pressure  on  the  globe  (high 
index).  It  is  assumed  that  the  subjects  with 
tonometric  glaucoma  showing  a high  index  are 
likely  to  develop  early  visual  field  changes. 
Summary 

Glaucoma  is  an  intermittent  disease  charac- 
terized at  some  time  by:  (1)  an  elevation  of 
ocular  tension,  (2)  a markedly  fluctuating  ocu- 
lar tension,  (3)  an  asymmetry  of  the  intraocu- 
lar pressure  in  the  two  eyes,  (4)  a low  facility 
of  outflow,  (5)  a high  glaucoma  index,  (6)  a 
susceptibility  to  water  loading,  and  (7)  a sus- 
ceptibility to  topical  treatment  with  certain 
steroids. 

There  appears  to  be  a long  period  of  time  be- 
tween the  development  of  the  above  features 
and  the  occurrence  of  damage  to  the  optic 
nerve,  however,  the  decision  to  treat  an  eye 
must  be  based  on  numerous  considerations.  Of 
particular  importance  is  the  identification  of  the 
individuals  who  are  more  likely  to  develop  vis- 
ual field  changes  even  with  mild  or  moderate 
elevations  of  ocular  tension. 
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The  Psychiatrist  and  the  Eye 


H.  J.  Drell,  M.D.,  Rockford 

The  eye,  so  often  referred  to  as  the  mirror  of 
the  soul,  has  been  heavily  charged  with  reli- 
gious symbolism.  The  pre-Renaisance,  with  its 
mysterious  aspect  of  the  eye,  impeded  the  aca- 
demic study  of  the  organ.  In  primitive  mythol- 
ogy, the  eye  frequently  was  seen  in  various 
icons  and  portraits.  They  were  anatomically  dis- 
placed (put  into  other  than  the  usual  area)  and 
could  be  seen  in  portraits  of  the  wings  of  angels. 
The  eyes  could  be  reduced  in  number  as  in  the 
case  of  Cyclops  or  increased  as  in  the  100-eyed 
Argus  of  Greek  mythology.  Historically,  the  eye 
lias  been  used  as  a magic  protection  ( as  a talis- 
man). It  was  the  symbol  of  Divine  Providence, 
as  well  as  “Satanism”  wherein  the  vision  was 
obscured  by  pathology  or  darkness  from  with- 
out. Even  today,  the  eye  is  used  by  surrealist 
painters  such  as  Dali  and  Picasso  to  portray 
their  feelings  or  possibly  to  confess  their  inner 
struggles. 

When  we  leave  the  mystic  and  earlier  ages  of 
man  and  come  to  the  period  of  the  Renaissance, 
we  recognize  again  a great  contribution  in  the 
works  of  Lenoardo  da  Vinci  and  his  peer  paint- 
ers. To  men  of  this  period,  we  owe  much  as 
these  artists  contributed  a newly  awakened  in- 
terest in  exploring  the  world  ...  an  interest 
in  the  question  as  to  how  we  see  . . . how  we 
emotionally  look  at  things  and  in  how  we  use 
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sight  as  the  agent  to  explore  the  world. 

The  Arabs  had  specialized  hospitals  for  eye 
diseases  as  early  as  the  year  100  A.D.  Sociologi- 
cal and  geographical  forces  created  the  progress 
in  efforts  at  therapy  due  to  the  preponderance 
of  blindness  due  to  Egyptian  ophthalmy  (tra- 
choma, plus  other  eye  diseases  caused  by  peren- 
nial sand  storms).  However,  the  meticulous 
study  of  the  eye  or  other  parts  of  the  body 
could  not  be  ventured  into  as  it  violated  the  re- 
ligious ban  on  dissection. 

I could  go  on  but  there  are  cases  which  are 
frequently  seen  in  the  psychiatrist’s  office  which 
during  the  initial  or  diagnostic  visits  give  a clue 
to  the  problem,  or  to  drugs  which  are  taken  by 
the  patient  to  help  him  adapt  to  the  internal  and 
external  stresses.  When  I funcioned  as  a psychi- 
atrist in  a military  prison  during  World  War  2, 
I was  impressed  by  the  wide  pupils  seen  in 
prisoners  taking  benzedrine.  Currently,  the  in- 
cidence of  narcotics  ingestion  is  on  the  increase 
and  constricted  pupils  are  more  commonly  seen. 

Psychiatry  is  the  art  of  listening  and  observ- 
ing. How  frequently  have  I seen  patients  with 
markedly  constricted  pupils.  Often  my  question 
“What  have  you  been  taking?”  leads  to  a can- 
cellation of  the  subsequent  appointment.  T. 
Adams  stated  “The  eye  is  the  pulse  of  the  soul; 
as  physicians  judge  the  heart  and  the  pulse,  so 
we  the  eye.”  I routinely  look  into  the  eye 
grounds  as  I have  been  impressed  with  the  num- 
ber of  cases  of  increased  intracranial  pressure 
which  psychiatrists  and  other  men  of  medicine 
have  missed.  If  the  optic  nerve  is  not  greatly  vis- 
ualized, in  my  opinion,  this  calls  for  an  ophthal- 
mologic and  neurologic  consultation.  During  my 
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twenty  years  ot  practice,  I have  seen  more  than 
one  case  referred  to  me  as  emotional,  which 
turned  out  to  be  other  than  functional.  The  two 
can  exist  side  by  side  . . . the  organic  with  an 
emotional  overlay. 

Patients  who  close  their  eyes  when  relating  a 
life  incident,  a fear  or  a feeling,  often  are  shut- 
ting out  the  person  because  of  their  fear  of 
being  punished  or  judged.  It  has  a bit  of  magic 
...  in  other  words  . . . “if  I cannot  see  you,  you 
cannot  see  me.”  The  incident  requiring  eye  clo- 
sure on  the  part  of  the  patient  is  often  one  of 
the  clues  to  the  problem  he  does  not  want  to 
see.  Today,  we  do  not  attempt  to  work  with 
other  than  open  eye  reality,  in  order  to  create 
healthy  attitudinal  changes.  The  couch  has 
been  replaced  by  the  chair.  So  are  ordinary 
relationships  face  to  face.  The  patients  who  will 
not  look  at  their  environment  often  express  fear 
of  the  evil  eye,  being  turned  to  stone,  etc. 

Exhibitionism  is  the  reverse  side  of  the  coin. 
Those  who  fear  looking  or  turn  red  deny  their 
exhibitionistic  tendencies  within  them  and  cre- 
ate a wall  between  themselves  and  others.  Blush- 
ing ( erythrophobia ) is  a means  of  saying  “I’m 
sorry.  I’m  suffering.  Please  don’t  make  me  feel 
any  more  uncomfortable.  I feel  ashamed.  I do 
not  want  to  be  seen.”  Of  course,  I am  speaking 
in  symbolic  terms  and  shall  not  be  able  to  go 
into  the  psychophysiology  and  enter  into  the 
vagal  and  sympathetic  responses. 

There  is  a kind  of  magical  aura  tied  in  with 
the  belief  that  anyone  who  does  not  look,  can- 
not be  looked  at.  An  extension  of  this  I have 
observed  in  certain  paranoid  patients  who  came 
into  my  office  bespectacled  with  dark  glasses 
(non  prescription)  as  they  do  not  want  others 
to  look  at  them  and  consequently  feel  able  to 
look  and  control  the  world.  I am  cautious  of  an 
attack  if  they  refuse  to  remove  their  glasses. 

The  conversion  or  hysterical-blinded  person 
is  saying  symbolically  “I  do  not  want  to  see.” 
The  doctor,  however,  only  hears  “I  cannot 
see.”  This  is  a fear  of  looking.  From  the  puni- 
tive standpoint,  it  says  “because  you  wish  to 
see  something  forbidden  . . . you  shall  not  see 
at  all.”  Constriction  of  the  visual  field  is  often 
seen  in  conversion  cases  and  is  the  neurotic 
statement  “I  have  enough  trouble  handling  what 
is  in  front  of  me.  Don’t  make  me  face  a larger 
problem  (world  of  experience).” 


Briefly,  the  largest  problem  in  our  civilized 
culture  is  that  we  have  not  learned  how  to  han- 
dle our  aggresive  or  sexual  inner  feelings  ( com- 
fort in  close  interpersonal  relationships).  Neu- 
rotics so  often  distort,  somaticize  or  handle  these 
feelings  as  though  they  individually  were  the 
first  to  feel  them  or  think  of  them. 

On  the  severely  psychotic  wards,  we  have 
seen  eye  enucleation.  Recall  Van  Gogh  and  his 
cutting  off  his  ear?  This  was  his  “unhealthy 
way”  of  adjusting  to  his  world.  He  had  hoped 
to  cut  off  the  voices. 

I recognize  the  use  of  the  Bender-Gestalt  test 
to  rule  out  pre-senile  dementias  and  other  or- 
ganic problems  resulting  from  the  increased 
longevity  of  people.  If  there  is  pathology  in 
duplicating  the  following: 

'W  *^5.  00 

OOO 

There  is  suggested  organic  involvement  in  the 
abstract  and  judgmental  areas  of  the  brain.  This 
problem  exists  also  at  younger  age  levels  with 
birth  traumas,  poisonings,  etc.  There  are  also 
many  psychological  tests  which  can  be  utilized 
but  the  important  element  to  the  psychiatrist  is 
the  therapy.  To  see  is  to  experience  and  feel 
and  when  understanding  evolves,  changes  in 
attitudes  take  place.  Even  the  psychiatrist  must 
look  at  himself. 

I completed  by  residency  more  than  twenty 
years  ago  when  I was  in  my  late  twenties.  I 
have  yearly  filled  out  a form  for  the  American 
Psychiatric  Association  which  asks,  amongst 
other  things,  what  age  level  I enjoy  working 
with.  It  is  amazing  that  in  my  twenties,  I felt 
that  people  in  their  forties  had  lost  all  their 
elasticity  and  were  poorer  treatment  risks.  Now 
I see  how  wrong  I was!  Texts  and  verbal  out- 
put, however,  do  not  or  cannot  change  one’s 
way  of  seeing  things.  It  is  only  after  we  reach  a 
certain  chronological  age  that  we  fully  under- 
stand. 
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Emerson  wrote  (and  this  is  what  the  psychi- 
atrist watches  for)  “An  eye  can  threaten  like  a 
loaded  and  leveled  pistol,  or  can  insult,  like 
hissing  or  kicking,  or  in  its  alerted  mood,  can 
by  beams  of  kindness,  make  the  heart  dance 
with  joy  . . . some  eyes  have  no  more  expression 


than  blueberries,  while  others  are  as  deep  as  a 
well  which  you  can  fall  into.” 

In  closing,  I will  repeat  what  Colton  stated: 
“Men  are  born  with  two  eyes,  but  only  one 
tongue,  in  order  that  they  should  see  twice  as 
much  as  they  say.” 


The  View  Box 


Leon  Love,  M.D. 

Director,  Diagnostic  Radiology 
Cook  County  Hospital 


Figure  1 Figure  2 


This  48-year-old  female  entered  the  hospital 
because  of  a low-grade,  unexplained  fever  of  2 
months’  duration. 

Physical  examination  revealed  a chronically 
ill  but  well  developed  patient  with  no  signifi- 
cant physical  findings. 

Lab.  results:  3.6  RBC’s,  5500  WBC’s  with 
normal  differential  Urine  1+  albumin,  2-3 
BBC’s. 

An  intravenous  pyelogram  was  done. 

(Continued  on  page  433) 
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Paracervical  Block  for  Labor 


Thomas  J.  Durkin,  M.D.,  Rock  Island 

Medications  have  been  changing  over  the 
years  for  the  relief  of  painful  contractions  asso- 
ciated with  labor.  This  can  only  mean  that  the 
ideal  agent  has  not  yet  been  found.  To  date, 
paracervical  block  given  in  labor  offers  a more 
ideal  relief  of  the  painful  contractions.  Para- 
cervical block  is  not  something  new.  It  was  first 
reported  used  by  Gilbert  and  Pribram  in  Ger- 
many in  1927.  Until  recently  it  has  only  been 
used  sporadically.  Now,  paracervical  block  is 
gaining  more  popularity.  This  is  due  to  the  bet- 
ter agents  that  are  available  to  the  physician 
and  also  due  to  the  refinement  in  technique. 
There  are  now  articles  in  the  recent  literature 
attesting  to  the  good  results  of  this  procedure. 

Paracervical  block  consists  of  the  introduc- 
tion of  the  anesthetic  agent  into  the  base  of  the 
broad  ligament  on  each  side  through  the  vagina. 
The  ideal  time  for  the  medication  to  be  given  is 
at  3 to  4 cm.  of  cervical  dilatation  in  the 
multiparous  patient,  and  4 to  5 cm.  in  the 
primiparous  patient  who  is  in  active  labor.  The 
patient  who  is  to  receive  the  procedure  is  placed 
on  the  delivery  room  table  in  the  lithotomy  po- 
sition. The  perineum  and  genitalia  are  prepped 
with  pHisoHex®.  Sterile  gloves  are  worn  and 
the  materials  needed  are: 

* Professor  and  Chairman  Department  of  Ra- 
diology The  University  of  Chicago,  Chicago,  Illi- 
nois. 


Kobak  needle  with  guide 
1 % Carbocaine  solution  (Mepivacaine  hy- 
drochloride) 

10  cc.  Control  syringe 

The  procedure  is  given  first  on  the  right  side 
giving  4 cc.  of  Carbocaine  solution  at  five 
o’clock  and  seven  and  one-half  to  eight  cc.  at 
three  o’clock.  This  is  then  repeated  on  the  left 
side,  giving  4 cc.  of  Carbocaine  solution  at  seven 
o’clock  and  7M  to  8 cc.  of  solution  at  nine  o’clock. 
It  is  very  important  that  the  medication  be  in- 
jected outside  of  the  cervix.  Using  the  Kobak 
needle  with  guide  between  the  index  finger  and 
third  finger,  one  is  easily  able  to  inject  the  medi- 
cation. The  Kobak  needle  projects  lfi  cm.  be- 
yond the  guide  and  this  prevents  the  needle 
from  being  injected  too  deeply  into  the  broad 
ligament.  This  can  happen  when  a plain  spinal 
needle  is  used  or  with  the  needle  and  guide  as 
described  by  Davis.1  The  Iowa  Trumpet  needle 
with  guide  as  advocated  by  some,  does  not 
permit  the  ease  and  control  when  a deep  va- 
ginal vault  is  encountered. 

The  indications  for  the  procedure  are  used 
primarily  for  a patient  in  active  labor  during 
the  acceleration  phase,  but  can  be  used  in  pre- 
mature labor,  etc.  It  has  been  used  and  advo- 
cated for  minor  gynecological  procedures  but 
would  only  be  justified  in  places  where  ade- 
quate anesthesia  is  not  available.  Three  cases 
will  typify  the  results: 
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Case  Reports 

Case  1.  Tvventy-one-year  old  Gravida  I Para  0 at 
term  admitted  in  active  labor  on  3/16/64  with  con- 
tractions every  five  minutes.  Cervical  dilatation  was 
three  to  four  cms.,  and  station  was  +1.  Paracervical 
block  was  given  at  10:20  p.m.  and  BOW  ruptured  with 
the  De  Lee  perforator.  Then  five  hundred  ccs.  of  5% 
Dextrose  in  water  with  seven  and  one-half  minims  of 
Pitocin  started  intravenously  to  reduce  the  contractions 
to  every  three  minutes.  Numorphan  one-half  cc.  (0.75) 
mgms.  and  Scopolamine  grains  l/150th  given  at  10:45 
p.m.  After  the  paracervical  block  was  given  no  further 
contractions  were  felt  by  the  patient.  Patient  delivered 
a viable  female  infant  weighing  7 pounds,  4 ounces 
through  LML  episiotomy  under  general  anesthesia  at 
12:12  AM 

Case  2.  Twenty-seven  year-old  Gravida  III,  Para  II 
at  term  admitted  in  active  labor  on  March  7th,  1964 
with  contractions  every  six  minutes.  Cervical  dilatation 
was  4 cms.  and  the  station  was  0.  Paracervical  block 
was  given  at  7:40  AM  and  the  BOW  ruptured  with  the 
De  Lee  perforator.  Then  500  ccs.  of  5%  Dextrose  in 
water  with  seven  and  one-half  minims  of  Pitocin  added 
was  started  to  reduce  the  contractions  to  three  minutes 
apart.  Numorphan  Vi  cc.  was  given  IM  at  7:45  AM. 
Using  pudendal  block,  the  patient  delivered  a viable 
female  infant  at  8:31  AM  through  LML  episiotomy.  No 
further  contractions  were  felt  after  the  paracervical 
block  was  given. 

Case  3.  Twenty-eight-year  old  Gravida  V,  Para  IV  at 
twenty-one  weeks  admitted  March  5th,  1964  with 
ruptured  membranes.  Cervical  dilatation  was  two  to 
three  cms.  at  10:10  AM.  The  patient  was  very  appre- 
hensive and  Numorphan  & cc.  was  given  at  10:10  AM. 
At  10:22  AM  cervical  dilatation  was  4 cms.  Paracervical 
block  anesthesia  given,  and  500  ccs.  of  5 % Dextrose 
in  water  with  seven  and  one-half  minims  of  Pitocin 
added  was  started  at  10:47  and  an  immature  male  fetus 
was  delivered  spontaneously.  Comment:  The  patient 
felt  no  more  painful  contractions,  only  the  pressure  from 
the  contractions. 

In  the  past  year  we  have  used  the  paracervi- 
cal anesthesia  in  152  cases.  Tabulation  as  to  the 
results  of  excellent,  etc.  could  only  include  my 
own  enthusiasm  for  the  procedure.  We  have 
had  only  one  complete  failure  and  this  was  in  a 
case  of  erythroblastosis  that  we  induced  at  36 
weeks.  We  have  had  several  partial  failures. 
Painful  contractions  were  totally  eliminated  ex- 
cept in  some  at  the  end  of  the  first  stage  of 
labor.  We  agree  with  the  96.58  excellent  and 
good  results  obtained  by  Sandmire  and  Austin.2 

We  routinely  do  not  use  intravenous  Pitocin, 
but  when  we  have  a patient  in  active  labor  and 
the  contractions  are  not  three  minutes  apart  or 
closer,  then  we  start  intravenous  Pitocin.  Deliv- 
ery is  dependent  upon  uterine  contractions  for 


cervical  dilatation  and  the  contractions  are 
more  effective  when  they  are  at  least  three  min- 
utes apart.  In  addition,  paracervical  block  will 
last  approximately  one  to  one  and  one-half 
hours. 

We  have  not  found  it  necessary  to  add  epi- 
nephrine to  the  Carbocaine  since  the  procedure 
can  be  repeated.  Then  we  give  only  7/2  to  8 cc. 
of  Carbocaine  on  each  side.  We  have  repeated 
the  procedure  when  it  was  felt  necessary.  Kobak 
and  Sadove  reported  that  added  epinephrine 
will  produce  fetal  brachycardia  and  produces 
inhibition  of  uterine  contractions.3  The  only 
definite  contraindications  to  the  procedure  are 
infection  and  sensitivity  to  the  drug. 


Complications 

Maternal:  Vaginal  or  broad  ligament  hema- 
toma, infection,  intravenous  administration,  too 
rapid  absorption  and  sensitivity  have  not  oc- 
curred in  our  cases.  We  have  had  an  occasional 
patient  complain  of  numbness  or  tingling  in  one 
or  the  other  lower  extremities  which  rapidly  dis- 
appeared after  delivery;  nor  have  we  had  any 
lumbosacral  plexus  neurities.  When  we  first 
started  to  do  paracervical  blocks,  we  noticed 
some  cases  of  urinary  retention.  After  becoming 
more  adept  in  giving  the  procedure  we  have  not 
had  this  complication. 

Fetal:  Fetal  brachycardia  does  occur  even 
though  epinephrine  is  not  added  to  the  Carbo- 
caine. It  is  estimated  that  it  occurs  in  one  of 
fifteen  to  twenty  of  the  cases.  It  is  advocated 
that  inhalation  of  oxygen  by  the  mother  will 
speed  the  elimination  of  the  brachycardia.  In 
most  cases  the  fetal  brachycardia  will  last  only 
a few  minutes. 

Labor  and  delivery  are  two  separate  entities. 
Paracervical  block  anesthesia  for  labor  has  no 
bearing  on  the  type  of  anesthesia  used  for  de- 
livery. A patient  that  has  a comfortable  first 
stage  of  labor  will  not  necessarily  have  an  easy 
delivery.  This  is  particularly  true  in  primiparous 
patients.  We  use  general  anesthesia,  saddle 
blocks  and  pudendal  block  anesthesia.  We  fit 
the  anesthesia  to  the  patient  although  we  are 
more  liberal  with  a primiparous  patient  since 
first  labor  takes  longer  and  is  more  difficult. 

It  is  noticeable  that  paracervical  block  along 
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with  Pitocin  when  necessary  shortens  labor. 
This  is  strikingly  noticeable  in  the  primapara 
patients.  Whether  the  paracervical  block  soft- 
ens and  relaxes  the  cervix,  we  do  not  know;  but 
in  certain  patients,  one  gets  the  impressions 
that  this  is  happening. 

Summary 

1.  To  date,  paracervical  block  has  been  ad- 
ministered to  152  patients  in  labor  with  no  ma- 
ternal or  fetal  complications. 


2.  Because  of  its  easy  administration,  safety 
to  both  mother  and  fetus  and  its  effectiveness  in 
relieving  the  painful  contractions  of  labor,  this 
procedure  is  highly  recommended  for  vaginal 
delivery. 
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The  View  Box 


(Continued  from  page  430) 

Technique:  An  injection  of  Indigo  Carmen 
(1  cc.  + 1 cc.  of  2%  Procaine)  is  made  in  the 
webbing  of  the  toes  of  both  feet.  After  10  min- 
utes the  lymphatic  channels  are  visualized  on 
the  skin  surface.  A single  channel  is  dissected 
and  a 30  gauge  needle  is  inserted  into  the  lym- 
phatic channel.  ( A polyethelene  catheter  is  now 
being  used  as  an  easier  method).  An  injec- 
tion of  10  cc.  Ethiodol  is  injected  slowly  in 
each  foot  at  the  rate  of  1 cc.  every  3 to  4 min- 
utes. After  complete  injection,  films  are  taken 
of  the  pelvis,  abdomen  and  chest. 

Early  films  demonstrate  lymph  channel  and 
lymph  node  filling.  A film  24  hours  later  demon- 
strates nodes  only.  The  appearance  of  soap  bub- 
ble enlarged  nodes  is  characteristic  of  lymphoma 
(Films  2 and  3). 

The  procedure  is  somewhat  disappointing  for 
metastatic  disease,  particularly  if  unsuspected, 
but  will  usually  demonstrate  metastases  unless 
the  nodes  are  completely  replaced  by  tumor.  It 
has  value  in  radiation  therapy  and  surgery  for 
location  of  the  involved  nodes.  It  is  also  used 
in  demonstrating  lymph  obstruction  and  in 
cases  of  chyluria. 

Complications  are:  1)  pulmonary  fat  emboli, 
usually  not  too  serious,  and  2)  local  skin  drain- 
age from  untied  lymphatic  channels. 
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— diagnosis  and  discussion 


Diagnosis:  Lymphosarcoma 


Figure  3 


The  IVP  demonstrated  compression  and  lat- 
eral rotation  of  both  kidneys  away  from  the 
midline.  The  most  likely  consideration  is  a ret- 
roperitoneal mass,  probably  lymph  gland  en- 
largement. 
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X. 

Pudendal  Block  Anesthesia 


W.  R.  Freeman,  M.D.,  Champaign 

Although  most  obstetricians  are  fortunate 
enough  to  have  around-the-clock  anesthesia 
service  with  qualified  personnel  at  their  dispos- 
al, a considerable  number  of  obstetrical  anes- 
thetic procedures  performed  throughout  the 
state  are  administrated  by  the  physician  alone 
or  with  the  aid  of  untrained  personnel.  The 
purpose  of  this  paper  is  to  discuss  the  one  sim- 
ple and  effective  anesthetic  that  is  indicated  for 
vaginal  deliveries — pudendal  block.  We  are  con- 
vinced that  pudendal  block  is  not  utilized  to  the 
extent  that  it  deserves. 

In  a 1955  report  on  obstetrical  anesthesia  in 
Illinois,  we  urged  the  use  of  pudendal  block  for 
more  vaginal  deliveries.  At  that  time  we  re- 
ported 18  maternal  deaths  in  the  five  year  peri- 
od 1949-1954.  This  included  downstate  and 
Cook  County  outside  of  Chicago.  Fourteen  of 
these  deaths  were  due  to  inhalation  anesthesia, 
with  10  of  the  14  deaths  being  related  to  aspira- 
tion of  vomitus.  One  death  resulted  from  mas- 
sive spinal  caudal  anesthesia,  and  one  was 
associated  with  spinal  anesthesia.  This  latter 
patient  had  also  received  ether.  One  death  was 
attributed  to  pentothal  sodium.  Significantly, 
ten  of  the  deaths  cited  were  associated  with 
vaginal  delivery. 

Unfortunately,  the  statistics  for  Chicago  are 
not  available  in  Springfield.  The  only  informa- 


tion on  Chicago  we  were  able  to  obtain  for  our 
original  study  related  to  four  anesthetic  deaths 
during  the  1949-51  period,  and  six  in  1954.  No 
further  details  were  made  available. 

The  number  of  infants  lost  or  damaged  due 
to  choice  of  anesthesia  could  not  be  determined, 
either  downstate  or  in  Chicago. 

During  the  1958-1962  period  274  maternal 
deaths  occurred  in  downstate  Illinois  and  in 
Cook  County — exclusive  of  the  city  of  Chicago. 
Of  these,  15  (5.5  per  cent)  were  attributed  to 
anesthesia.  We  have  no  information  on  Chicago 
proper. 

Ten  were  attributed  to  general  and  5 to  con- 
duction anesthesia.  Again,  no  assessment  of 
fetal  damage  could  be  made.  It  is  obvious  that 
room  for  improvement  in  obstetrical  anesthesia 
still  exists. 

From  June  1,  1962  to  June  first  this  year,  we 
used  pudendal  as  outlined  below  in  98  per  cent 
of  our  vaginal  deliveries.  Extensive  repairs  in- 
cluding cervical  lacerations  were  accomplished 
without  additional  procedures.  This  included 
manual  and  forceps  rotations,  forceps  deliveries 
and  breech  deliveries  with  application  of  Piper 
forceps. 

Prerequisites  for  satisfactory  pudenal  anes- 
thesia are: 

1.  Proper  patient  education  and  instruction. 

2.  Proper  premedication  during  the  first  stage 
of  labor. 
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3.  Familiarity  with  block  technique. 

Since  1948  we  have  conducted  prenatal 
classes  for  expectant  parents  showing  a film  on 
prenatal  care  and  normal  delivery.  We  have 
attempetd  to  impart  to  the  couple  some  rudi- 
mentary information  regarding  the  physiology 
of  labor  and  the  problems,  advantages,  and  dis- 
advantages of  the  different  techniques  of  pain 
relief.  Simple  relaxation  exercises  are  outlined 
and  general  questions  are  answered  by  the 
obstetrician. 

The  classes  require  3 sessions  at  8 week  in- 
tervals and  have  been  more  satisfactory  in  our 
hands  and  less  time  consuming  than  in  giving 
individual  instruction.  We  are  convinced  that 
there  are  less  problems  of  anxiety  and  better 
relaxation  during  labor  with  those  who  attend 
the  classes  than  those  who  fail  to  do  so. 

For  the  past  few  months  we  have  been  re- 
ferring the  patients  to  hospital  parent  classes 
but  because  of  the  general  nature  of  these 
classes  they  are  less  valuable  in  this  area. 

Analgesia  During  Labor 

We  insist  that  patients  receive  meperidine  75 
mg.  and  promethazine  25  mg.  preferably  at  least 
one  hour  before  delivery,  although  the  infant  is 
not  depressed  if  delivery  is  sooner.  If  delivery 
is  imminent  and  no  premedication  has  been 
given,  meperedine  50  mg.  intravenously  is  ad- 
ministered. 

The  meperidine  and  promethazine  are  or- 
dered when  justified  by  discomfort  at  approxi- 
mately 4 cm.  dilation.  This  may  be  repeated 
only  on  direct  order.  We  administer  the  pre- 
medication even  to  patients  who  are  not  feel- 
ing marked  discomfort  as  the  delivery  and  re- 
pair with  pudendal  is  much  more  satisfactory 
than  with  no  premedication. 

In  some  instances  of  tension  and  unsatisfac- 
tory uterine  contractions,  particularly  in  early 
labor,  we  feel  that  Vistaril  100  mg.  IM  fre- 
quently provides  relaxation  and  facilitates  cer- 
vical dilation. 

Constant  support  and  reassurance  by  the  phy- 
sician and  nurses  are  extremely  important  in 
managing  the  tense  patient.  We  feel  that  the 
understanding,  experienced  nurse  makes  the 
difference  in  patient  response  in  a fair  percent- 
age of  cases. 


Technique  of  Pudenal  Block 

We  still  believe  that  the  transperineal  tech- 
nique as  originally  described  by  Klink  (Am.  J. 
Ob-Gyn  1:37:46-1953)  is  preferable  to  the 
transvaginal  techniques  as  described  by  Wilds, 
Kobak  and  others,  except  in  simpler  deliveries 
where  little  anesthesia  is  required. 

This  may  be  explained  by  a brief  review  of 
the  sensory  innervation  of  the  perivabinal  area: 

I  Pudendal  nerve  divides  into  3 branches: 

A — Perineal  nerve — supplying  filaments  to 
the  external  anal  sphincter,  perineal 
skin,  levator  muscle,  superficial  and 
deep  perineal  muscles,  ischiocavernosus 
muscles,  membranous  urethal,  anal 
sphincter,  and  the  labia  majora. 

B — Inferior  hemorrhoidal  branch — arising 
higher  and  piercing  Alcock’s  canal  to 
innervate  the  external  sphincter  and 
perineal  skin. 

C — Dorsal  nerve  of  clitoris. 

II  Perineal  branches  of  posterior  femoral  cu- 
taneous nerve  to  the  lateral  perineum  and 
labia  majora. 

Ill  Less  important  branches  to  the  pubic  area 
from  the  Ilio-inguinal  and  genitofemoral 
nerves. 

Although  admittedly  inexperienced  with  the 
Kobak  needle  and  similar  devices  there  are  in- 
herent disadvantages  to  the  transvaginal  tech- 
nique. It  is  probably  simpler  to  block  the 
pudendal  nerve  at  the  point  of  the  spine  trans- 
vaginally  but  a low  fetal  head  may  increase  the 
difficulty. With  this  technique  blocking  of  the 
important  inferior  hemorrhoidal  branches  of  the 
pudendal  as  well  as  the  perineal  branches  of  the 
posterior  femoral  cutaneous  nerve  which  lie 
deeper  is  more  difficult  and  uncertain. 

For  these  reasons  we  would  like  to  briefly  re- 
view the  Klink  technique  for  pudendal  block. 

Xylocaine  1 per  cent  seems  as  safe  and  ade- 
quate as  any  agent  as  it  diffuses  well  even  when 
placement  it’s  not  too  accurate.  A 10  cc.  syringe 
and  a 4 inch  20  gauge  spinal  will  suffice  in  most 
cases.  If  the  patient  is  obese  or  large,  a 5 inch 
needle  is  preferred. 

Guided  by  the  fingers  vaginally,  the  needle  is 
inserted  through  the  perineum  between  the 
ischial  tuberosity  and  the  anus,  somewhat  nearer 
the  anus,  advancing  through  the  ischiorectal 
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fossa  toward  the  posterior  surface  of  the  ischial 
spine. 

As  the  needle  approaches  the  spine,  the  guid- 
ing finger  pushes  it  posterior  to  the  tip  of  the 
spine.  In  the  pudendal  canal  the  needle  meets 
less  resistance  and  can  be  moved  easily  back 
and  forth. 

With  accurate  placement  the  needle  will 
penetrate  the  adjacent  pudendal  vessels  a fair 
percentage  of  the  time.  Aspiration  before  in- 
jection is  essential  as  intravenous  injection  of 
the  agent  may  create  alarming  symptoms,  and 
constitutes  the  most  serious  possible  complica- 
tion of  this  procedure. 

Three  or  four  cc.  injected  beneath  the  in- 
ferior tip  of  the  spine,  the  needle  is  then  ad- 
vanced to  the  superior  tip  and  another  3 or  4 cc. 
injected.  It  is  then  advanced  well  beyond  the 
spine  and  4-5  cc.  injected  to  block  the  hemmor- 
rhoidal  branch  and  the  posterior  femoral  cuta- 
neous nerve.  This  makes  the  difference  in  our 
opinion.  Anesthesia  is  adequate  in  5-10  minutes 
and  persists  for  30  minutes  or  longer.  It  is  well 
to  infiltrate  the  margins  of  the  episiotomy  before 
suturing  if  the  interval  is  longer  than  30  min- 
utes. 

Occasionally  there  seems  to  be  some  slowing 
of  uterine  contractions  temporarily,  particularly 
in  multipara.  This  is  not  a frequent  problem  but 
Pitocin  drip  has  been  required  on  occasion. 

For  the  patient  with  a lower  pain  threshold, 
or  where  delivery  is  difficult,  we  may  use  self- 
administered  triclilorethylene.  It  is  not  per- 
mitted in  sufficient  amount  to  make  the  patient 
incoherent  or  uncooperative.  It  should  not  be 
administered  by  a nurse  as  deepening  of  tri- 


chlorethylene  anesthesia  may  be  associated  with 
bradycardia  or  cardiac  arrythymia. 

Trilene  given  over  longer  intervals  has  a de- 
pressing effect  on  fetal  respiration.  One  must 
remember  that  trilene  should  not  be  followed  by 
closed  system  general  where  soda  lime  is  in  the 
system  as  the  combination  is  toxic. 

Summary 

Pudendal  block  anesthesia  for  routine  vaginal 
delivery  has  these  advantages: 

1.  The  technique  is  simple. 

2.  It  is  safe  for  mother  and  baby.  Infant  re- 
suscitation is  rarely  required. 

3.  There  is  less  operative  obstetrics.  With  full 
muscle  control  and  mental  awareness  the  pa- 
tients cooperate  well. 

4.  There  is  less  tendency  for  excessive  use  of 
force.  Gentleness  is  a necessity  if  this  simple 
anesthesia  is  to  be  effective,  and  in  those  trying 
situations  where  excessive  force  might  be  unin- 
tentionally utilized  one  is  soon  reminded  by 
the  patient! 

5.  There  is  less  blood  loss.  Certainly  less  than 
with  general  anesthesia. 

6.  Absence  of  nausea  and  vomiting  is  noted. 
These  symptoms  are  rare. 

7.  Decreased  patient  expense  is  an  increas- 
ingly important  item. 

8.  The  patient  is  returned  to  her  room  and 
husband  feeling  well  physically  and  mentally 
with  no  post  anesthetic  recovery  period. 
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Marital  “Ups  and  Downs' 

During  1963,  the  total  number  of  marriages  recorded  in  the 
state  was  93,420,  Dr.  Franklin  D.  Yoder,  director  of  the  Illinois 
Department  of  Public  Health,  announced  last  month. 

For  1962,  the  total  was  87,645,  down  slightly  from  the  88,692 
recorded  in  1961. 

Divorces  last  year  numbered  20,519,  as  compared  to  18,634 
during  1962,  and  25,712  for  1961.  A total  of  246  annulments  took 
place  during  1963,  compared  to  186  during  1962,  and  261  during 
1961. 

June  and  December  tied  in  popularity  for  most  favored  months 
for  marriages,  while  January  had  the  least  recorded  marriages. 
June  had  the  highest  number  of  annulments,  and  October  the 
highest  recorded  number  of  divorces. 
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The  Family  Concept  of 
Infant  and  Child  Care 


Arthur  W.  Fleming,  M.D.,  Chicago 

When  parents  come  to  the  office  with  a new- 
born infant  some  of  the  things  discussed  are: 
The  fallacy  of  extreme  permissiveness;  extreme 
rigidity,  or  too  great  flexibility  of  a schedule, 
and  the  true  meaning  of  such  words  as  hunger 
and  crying. 

Hunger 

Hunger  can  be  defined  as  want — any  strong 
or  eager  desire;  also  as  a need,  such  as  a need 
for  food.  The  latter  is  the  best  pediatric  usage 
and  the  one  applied  in  taking  care  of  children. 
An  index  of  sufficient  food  then  must  be  general 
good  health  and  normal  weight  gain.  A baby 
attaining  such  consequently  cannot  be  de- 
scribed as  hungry. 

With  the  parents,  the  physician  must  discuss 
the  cause  and  handling  of  crying.  Crying  chiefly 
occurs  at  three  times  in  relation  to  eating.  The 
first  is  right  after  eating,  and  is  treated  by 
belching  the  infant. 

Crying  one  to  three  hours  after  eating  is 
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Chairman,  Department  of  Pediatrics,  Stritch  School 
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Fleming  at  a meeting  of  Coles-Cumberland  County 
Medical  Society  and  Illinois  State  Medical  Society, 
Mattoon,  Illinois  on  April  11,  1963. 


caused  by  gas  formation  as  food  digests  and  is 
treated  in  the  following  way.  The  physician  first 
explains  to  the  parents  the  cause,  as  above;  he 
then  explains  that  such  a baby  may  kick  and 
chew  on  its  fingers.  He  asks  that  the  baby  not  be 
overhandled,  and  explains  to  the  parents  how  to 
survive  the  strain  of  the  crying  infant  without 
harming  either  themselves  or  the  infant.  He  may 
consider  using  an  antispasmodic  or  changing  to 
a more  digestible  feeding.  He  warns  the  parents 
that  such  a baby  can  be  trained  to  cry  exces- 
sively and  may  be  extra  irritable  if  it  is  over- 
handled. Crying  about  three  hours  after  a feed- 
ing is  caused  by  the  normal  emptying  of  the 
stomach  and  such  crying  may  occur  until  the 
baby  gets  used  to  it.  The  stomach  needs  a rest 
period  just  like  any  other  part  of  the  body  and 
therefore  the  baby’s  crying  is  not  necessarily  a 
cause  for  immediate  concern.  After  all,  it  is  not 
the  purpose  of  life  to  constantly  keep  one's 
stomach  full. 

Schedule 

The  schedule,  its  meaning,  application  and  ef- 
fect must  also  be  discussed.  Schedule  is  a word 
with  a bad  connotation  when  relating  to  infant 
feeding.  Everyone  enjoys  having  his  train  arrive 
on  schedule  or  his  plane  arrive  on  schedule. 
When  there  is  a variability  in  this,  which  might 
be  somewhat  comparable  to  a self-demand 
schedule,  no  one  is  particularly  happy  about  it. 
Most  things  in  this  world  operate  on  a schedule. 
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Most  homes  operate  on  a type  of  schedule  and 
most  infants  do  well  on  a schedule.  A schedule, 
as  the  physician  uses  it,  may  be  a four-hour  in- 
terval; that  is,  feedings  are  approximately  four 
hours  apart,  usually  within  twenty  minutes  of 
a designated  time.  This  flexibility  works  out 
well  for  the  household  and  for  the  infant  and 
yet  is  not  too  flexible.  A designated  time  should 
be  that  time  which  best  fits  the  activities  and 
life  of  the  family.  It  should  be  in  proper  rela- 
tion to  family  functions.  It  must  be  remembered 
that  the  baby  is  being  brought  up  to  live  in  a 
family  situation  and  eventually  in  a world  to 
which  it  must  make  some  adjustment.  To  such 
a rhythm  most  babies  adjust  very  well  and  fa- 
vorably. For  an  exceptional  or  sick  infant,  some 
variation  is  necessary,  as  for  any  family  member 
who  needs  special  attention.  Regularity  in  han- 
dling the  normal  infant  also  tends  to  make  him 
more  content  and  less  irritable  than  infants  that 
are  handled  too  frequently  and  irregularly. 

Feeding 

This  brings  the  discussion  to  the  food  on 
which  the  baby  is  maintained.  Milk  is  the  most 
important  food  in  the  first  year.  Breast  feeding 
is  preferable;  if  this  is  not  possible,  some  type 
of  formula  feeding  is  used  that  is  acceptable  to 
the  infant  and  easy  to  handle  for  the  mother. 
In  the  allergic  baby,  consideration  must  be 
given  to  special  milks  such  as  some  of  the  soy 
milks;  these  are  next  best  to  breast  milk  for  the 
allergic  baby. 

Solid  foods  have  had  considerable  variety  in 
their  starting  time  in  the  last  few  years  but  there 
is  no  proof  that  any  good  purpose  is  achieved  by 
their  early  introduction.  There  is  reason  to  be- 
lieve that  starting  solid  foods  too  early  may  at 
times  be  a factor  in  causing  a mother  to  lose  her 
milk  early.  It  may  also  be  a factor  in  developing 
an  allergic  disturbance.  The  American  Academy 
of  Pediatrics  Committee  on  Nutrition  states  that 
it  has  been  unable  to  find  any  benefit  from  early 
feeding  of  solid  food.* 

For  a suggested  average  feeding  program,  a 
starting  time  of  about  3 months  might  be  as- 
sumed which  is  between  the  very  early  and  the 
very  late.  It  is  to  be  emphasized  that  a starting 

^Collected  Reprints  of  the  Committee  on  Nutri- 
tion, 1956  to  1962,  American  Academy  of  Pediat- 
rics, pp.  14-21. 


time  of  solids  may  be  later  than  3 months. 

Using  a sample  schedule  of  6 a.m.,  10  a.m.,  2 
p.m.,  6 p.m.,  10  p.m.  and  2 a.m.  the  first  cereal 
food  would  be  started  at  the  10  a.m.  feeding. 
This  may  be  a single  serving  of  oatmeal,  rice  or 
barley  as  a cereal  food.  A small  amount  of  milk 
should  be  mixed  with  it  and  the  balance  of  the 
milk  given  out  of  the  bottle.  The  next  month 
the  vegetable  feeding  could  be  started  at  the 
2 p.m.  feeding.  Usually  three  vegetables  such 
as  carrots,  beets  and  spinach  are  given;  this 
gives  ample  variety  for  an  infant  during  the 
first  year.  Anything  new  is  always  started  with 
tastes.  Between  the  3rd  and  6th  month,  egg  yolk 
or  meat  or  iron  itself  could  be  started  as  a 
source  of  iron.  At  the  sixth  month  a cereal  feed- 
ing could  be  added  at  the  6 p.m.  feeding. 

If  the  baby  is  receiving  egg  yolk  and  a cereal, 
the  egg  white  may  be  added  gradually.  At  the 
seventh  month,  fruit  such  as  applesauce,  apri- 
cots and  prunes  may  be  added  after  the  6 p.m. 
cereal  feeding;  again,  these  give  ample  variety 
during  the  first  year.  “Cereal  substitutes”  such 
as  bananas,  baked  potatoes  and  macaroni  may 
be  given  occasionally  in  place  of  the  evening 
cereal.  At  the  eighth  month,  cottage  or  cream 
cheese  may  be  started  at  the  2 p.m.  feeding.  At 
the  ninth  month,  pudding  may  be  started  after 
the  2 p.m.  feeding.  Although  one  can  use  most 
puddings,  it  is  wise  to  avoid  chocolate. 

Important  facts  on  feeding  during  the  first 
year  are:  1.  The  digestibility  of  the  milk  feeding 
may  be  increased  by  dilution,  heat  treatment  or 
acidification.  Both  dilution  and  heat  treatment 
are  commonly  used;  acidification  is  not  used  as 
much  as  it  was  formerly.  2.  The  chopped  and 
large  particle  foods  may  be  introduced  between 
the  sixth  and  twelfth  month.  If  the  baby  ac- 
cepts them  reluctantly,  a mixture  of  large  and 
small  particle  food  may  be  used  and  gradually 
increased  to  the  large  particle  food.  3.  The  cup 
may  be  started  between  the  fifth  and  the  tenth 
month  and  is  usually  started  at  one  feeding  in 
the  middle  of  the  day  at  which  time  all  milk 
taken,  comes  out  of  the  cup.  If  the  baby  is  doing 
fairly  well  on  the  cup  after  about  a week,  a sec- 
ond cup  is  added  and  by  the  end  of  two  weeks 
he  is  completely  on  the  cup  feeding.  As  the  baby 
practices  drinking  from  a cup,  he  becomes  more 
adept  and  as  a result  gets  more  milk  from  the 
cup.  Any  temporary  diminution  of  milk  intake 
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is  of  no  particular  consequence.  4.  Changing 
from  six  meals  to  three  is  usually  started  by  one 
month  of  age.  A six  hour  night  schedule  can  be 
temporarily  assumed  by  giving  the  10  p.m. 
feeding  at  11  p.m.  and  dropping  the  2 a.m. 
feeding.  The  6 a.m.  feeding  might  be  given  any- 
time after  5 a.m.  Withing  a week  to  ten  days 
this  feeding  can  be  moved  ahead  to  6 a.m.  and 
the  late  feeding  gradually  moved  back  to  10 
p.m.  The  baby  is  usually  ready  to  go  to  four 
feedings  between  the  4th  and  8th  months.  This 
is  done  by  dropping  the  10  p.m.  feeding.  The 
change  to  three  feedings  can  usually  be  made 
between  the  sixth  and  the  twelfth  month.  In 
making  this  change  the  6 a.m.  feeding  is 
dropped;  the  10  a.m.  feeding  shifted  to  7-8 
a.m.;  the  2 p.m.  feeding  shifted  to  12-1  p.m.; 
and  the  6 p.m.  feeding  to  5-6  p.m.  This  gives 
an  approximately  5 hour  feeding  interval  which 
corresponds  to  that  used  in  most  families.  5. 
During  the  first  twelve  months  a limited  variety 
of  food  is  desirable.  Cereals,  fruits  and  vege- 
tables, usually  three  or  four  of  each  is  quite  ade- 
quate. After  this  the  variety  is  gradually  in- 
creased. One  should  be  cautious  about  foods 
difficult  to  digest  such  as  cabbage  and  corn, 
spicy  foods  and  fried  foods. 

Most  young  children  do  best  with  their  main 
meal  at  noon.  As  the  second  year  of  feeding 
begins,  it  is  found  that  the  40-70  calories  per 
pound  from  the  first  year  are  reduced  to  35-45 
calories  per  pound  in  the  second  year.  The 
average  yearly  weight  gain  in  the  first  year  is 
12-16  pounds  and  in  the  second  year  4-6  pounds. 
This  poses  a different  food  intake  and  if  parents 
are  not  made  aware  of  this  it  may  cause  consid- 
erable disturbance  to  them. 

Variety 

Food  needs  in  the  second  year  are  relatively 
small.  Variety  is  more  important  than  quan- 
tity. Variety  can  be  adjusted  by  reducing  the 
quantity  of  some  foods  rather  than  forcing 
larger  quantities  of  others.  It  must  be  remem- 
bered that  hunger  is  the  best  tonic.  Excessive 
comment  and  threatening  of  a child  is  not  a 
good  way  to  get  him  to  eat.  It  may  aggravate 
him  as  well  as  upset  the  whole  family,  and  may 
actually  make  him  sick.  Small  portions  are  de- 
sirable and  the  amounts  may  be  based  on  what 
he  has  eaten  in  the  past.  A short  but  adequate 


time  should  be  allotted  for  meals.  A very  good 
environment  is  created  if  there  is  a family  pol- 
icy that  no  comments  of  dislike  of  food  be  made 
by  anyone.  An  attempt  should  be  made  to  teach 
the  child  to  form  the  habit  of  always  taking  a 
taste  of  everything. 

Eating  at  Table 

What  about  the  criterion  as  to  when  a child 
should  eat  at  the  table  with  adults?  This  is  rela- 
tively simple:  When  he  is  able  to  feed  himself 
so  that  the  mother  is  free  to  feed  herself  and 
enjoy  a good  meal  which  she  very  much  needs. 
Many  women  eat  poorly  at  breakfast  and  lunch. 
A woman  looks  forward  to,  is  entitled  to  and  is 
often  very  much  in  need  of  at  least  that  one 
good  evening  meal  free  of  distratcion  to  be  en- 
joyed with  her  husband.  It  is  possible  that  this 
may  help  a family  over  some  of  the  rough  spots 
that  occur  in  every  marriage. 

Between-meal  snacks  are  usually  undesirable. 
If  used,  they  should  be  small  in  amount  and  as 
far  from  a meal  as  possible. 

If  a child  is  taken  out  to  a restaurant,  a time 
should  be  picked  when  it  is  not  busy  so  that 
quick  service  may  be  given  and  the  child  will 
not  have  to  be  restrained  unduly  in  unfamiliar 
surroundings. 

Growth  and  Development 

It  is  also  of  some  interest  to  the  parents  to 
know  some  general  facts  on  growth  and  devel- 
opment. In  the  first  three  months  there  is  eye 
coordination;  in  the  third  to  the  sixth  month, 
hand-eye  coordination  with  the  infant  able  to 
hold  a rattle  and  to  hold  the  bottle.  In  the  sixth 
to  the  ninth  month  there  is  back  development  as 
the  child  becomes  able  to  sit.  In  the  ninth  to 
twelfth  month  there  is  leg  development,  stand- 
ing and  the  beginning  of  speech. 

In  the  next  two  years  the  child  develops  bet- 
ter ability  at  standing,  walking  and  speech.  He 
becomes  very  interested  in  investigating  his 
surroundings  so  that  the  parents  must  be  con- 
stantly on  the  alert;  allowing  him  ample  oppor- 
tunity, but  seeing  to  it  that  things  are  done 
safely.  In  this  way  the  child  is  helped  to  grow  up 
in  his  environment  and  is  protected  from  perma- 
nent harm.  Elements  of  training  that  will  be  of 
permanent  value  are  incorporated  right  with 
the  child’s  feeding  and  rearing  of  the  first  two 
years  and  thus  also  become  a part  of  him. 
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There  has  been  a remarkable  advance  in  the 
understanding  of  problems  of  genetic  inheri- 
tance in  the  last  20  years.  Even  more  remarkable 
is  the  progress  in  knowledge  of  the  mechanism 
of  expression  of  genetic  information  in  the  liv- 
ing organism.  Some  of  the  information  obtained 
has  helped  us  to  understand  the  nature  of  some 
diseases  with  an  obvious  inherited  nature.  The 
result  thereof  has  been  better  treatment  of  such 
diseases.  The  natural  corollary  therefrom  is  that 
the  modern  physician  has  to  keep  his  eyes  open 
to  future  developments  in  order  to  be  able  to 
apply  the  newly  acquired  knowledge  for  the 
benefit  of  his  patient.  The  gastroenterologist  is 
no  exception.  It  was  therefore  thought  useful 
to  collect  the  readily  available  information  about 
genetics  of  gastrointestinal  disease,  with  the 
hope  that  it  will  focus  attention  on  this  area  and 
thereby  stimulate  work  in  this  field. 

Genetics,  in  the  past,  was  remote  from  medi- 
cine for  several  reasons: 

1.  Insufficient  information  about  familial  oc- 
curence of  disease. 

2.  Difficulties  in  diagnosis  of  heterozygote 
states. 

3.  Impossibility  to  obtain  directed  matings  or 
large  enough  progeny  in  man. 

Genetic  studies  have  advanced  therefore 
through  work  with  viruses,  bacteria,  fungi, 
plants  and  small  animals.  The  method  used  was 
experimental  breeding.  Important  results  have 
been  obtained  as  these  organisms  had  a short 
life  cycle,  large  numbers  of  offspring,  and  were 
convenient  and  economic.  From  this  work  the 
basic  laws  of  genetics  resulted,  including  Men- 
del’s laws,  the  cornerstone  of  all  genetic  sci- 
ence. This  work  proclaimed  the  persistence  of 
genetic  units,  the  purity  of  gametes  and  estab- 
lished the  laws  of  segregation. 

Statistics  have  been  a powerful  tool,  helping 


to  interpret  the  experimental  results  obtained. 
Ratios  and  laws  of  probability  have  been  of  ma- 
jor help  in  this  context.  As  an  example:  from  the 
rations  obtained  in  interbreeding  of  members 
of  F ! generation,  we  are  in  a position  to  find  out 
how  many  factors  are  contributing  to  the  inheri- 
tance of  a particular  characteristic. 

The  work  with  man  had  to  be  by  necessity 
slower  and  limited.  Pedigrees  were  used  but, 
unless  critically  evaluated,  they  may  be  biased. 
Studies  of  twins  contributed  knowledge  of  the 
influence  of  the  environment  on  individuals. 
Lately,  considerable  progress  has  been  achieved 
through  cytogenetics  and  biochemistry. 

For  the  understanding  of  genetics,  it  is  im- 
portant to  become  familiar  with  the  process  of 
mitosis,  so  fundamental  in  sexual  mating.  Even 
more  important  is  the  process  of  meiosis,  which 
is  a reduction-division  of  the  diploid  cell  chro- 
matin. A reduction  of  the  number  of  germ-cell 
chromosomes  to  the  haploid  value  is  obtained. 
During  meiosis  close  pairing  of  chromosomes 
occurs.  As  a result  of  breakage  and  rejoining 
there  is  crossing  over  with  the  net  result — re- 
combination. 

Genetics  will  assume,  in  the  future,  a more 
important  role  in  medical  education  and  in 
medical  practice.  It  will  be  useful  to  describe 
more  fully  information  of  a general  nature. 

The  genetic  code  is  contained  in  nuclear 
DNA  which  is  the  building  material  of  genes  in 
the  chromosomes.  DNA  has  a “specific”  ar- 
rangement of  purine  and  pyrimidine  bases  with- 
in the  double  stranded  helix  of  the  Crick  and 
Watson  hypothesis.  Nuclear  enzymes  synthesize 
RNA;  which  process  requires  DNA  and  the  base 
sequence  in  this  RNA  molecule  is  patterned  on 
that  of  DNA.  This  “messenger-RNA”  is  released 
into  the  cytoplasm  and  it  conveys  the  code  mes- 
sage to  the  ribosomes  of  the  endoplasmic  reticu- 
lum, where  protein  synthesis  occurs.  This  is  the 
pathway  in  which  a gene  controls  the  sequence 
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of  aminoacids  of  proteins.  The  newly  acquired 
notion  of  the  genetic  code  presupposes  that  it 
consists  of  triplets  of  nucleotides;  this  code  is 
non-overlapping  and  it  contains  portions  de- 
fined as  “nonsense  DNA.”  These  portions  are 
redundant,  and  do  not  serve  the  purpose  of 
transmitting  genetic  information. 

All  cells  other  than  germ  cells  are  diploid,  and 
the  genetic  information  is  present  on  two  corre- 
sponding genes  of  two  corresponding  chromo- 
somes. In  the  homozygotes  these  corresponding 
genes  (alleles)  are  identical.  In  the  heterozy- 
gote alleles  differ.  This  may  be  due  to  a muta- 
tion, induced  or  spontaneously  occurring,  in  one 
of  the  parents.  As  a result  of  this  difference, 
there  will  be  an  alteration  in  the  aminoacid  se- 
quence. A good  example  of  such  an  occurrence 
is  the  particular  type  of  hemoglobin  found  in 
sickle-cell  anemia  and  called  hemoglobin  S,  the 
result  of  a mutation  expressed  by  the  presence 
of  valine  instead  of  glutamic  acid  in  the  B chain 
of  the  globin  molecule  of  hemoglobin.  Hemo- 
globin C has  lysine  instead.  When  a gene  is  re- 
sponsible for  the  production  of  an  enzyme,  the 
normal  homozygote  has  a full  complement  of 
genetic  material  and  therefore  a full  measure  of 
enzyme.  In  heterozygotes  in  which  one  allele 
codes  an  abnormal  protein,  the  amount  of  en- 
zyme produced  under  the  direction  of  a certain 
gene  may  be  only  50%  of  the  normal  enzymic 
complement;  it  is  still  sufficient  in  most  of  the 
cases  to  carry  on  enzymatic  activity  for  bio- 
chemical reactions.  The  abnormal  homozygote 
will  not  have  any  enzyme  at  all.  Example:  phen- 
ylpyruvic  oligophrenia  corresponds  to  a homo- 
zygous state  with  no  enzyme  present  to  convert 
phenylalanine  to  tyrosine.  Mental  retardation 
results,  with  decreased  pigmentation  and  neu- 
rologic symptoms.  The  heterozygote  is  clinically 
normal.  If  a load  of  phenylalanine  is  given,  the 
amount  of  enzyme  present  becomes  insufficient 
and  phenylalanine  increases  in  the  blood.  Sim- 
ilar tests  are  valuable  for  the  detection  of  other 
heterozygotes,  e.g.,  galactosemia. 

The  terms  dominance  and  recessiveness  may 
become  obsolete  if  conditions  arise  when,  due 
to  environmental  factors,  a latent  condition  be- 
comes manifest,  e.g.:  excessive  use  of  carbo- 
hydrates in  latent  diabetes,  a load  of  phenyl- 
alanine in  pheylketonuric  heterozygotes  or  a 
lactose  load  in  heterozygotes  for  galactosemia. 


In  homozygous  states  complete  block  of  a bio- 
chemical reaction  may  occur  and  survival  de- 
pends on  some  compensatory  mechanisms  or 
provisions  of  the  necessary  and  blocked  end- 
product  from  the  outside.  A classic  example  of 
a homozygous  state  is  the  blocking  of  ascorbic 
acid  formation  from  glucose  in  humans  and 
guinea  pigs.  The  full  implication  of  this  block 
becomes  evident  where  there  is  no  outside  sup- 
ply of  vitamin  C (scurvey).  Sometimes  alternate 
pathways  are  available  as  in  galactose  metab- 
olism to  compensate  such  defects. 

There  are  several  patterns  of  inheritance: 

1.  Autosomal  dominant  inheritance  produces 
a given  effect  in  the  presence  of  a single  dose 
of  genetic  material.  There  are  sometimes  in 
this  type  of  inheritance,  differences  in  the 
phenotypic  expression  of  the  gene  due  to,  as  yet 
poorly  understood,  clinical  variability,  incom- 
plete manifestation,  or  to  delayed  age  of  onset. 
The  term  penetrance  refers  to  the  percentage  of 
persons  who  have  signs  and  symptoms  among 
those  who  carry  the  dominant  gene. 

2.  Autosomal  recessive  inheritance  requires  a 
double  dose  of  the  mutant  gene  for  its  phenoty- 
pic expression.  It  is  commonly  seen  in  children; 
there  is  no  apparent  disease  in  the  parents,  who 
both  are  heterozygous  carriers.  Investigation 
will  reveal  consanguinity  of  the  parents. 

3.  Sex  linked  inheritance;  may  be  dominant 
and  both  sexes  affected,  or  recessive  and  only 
females  affected.  If  mothers  are  carriers,  half  of 
the  male  sibs  will  be  affected  and  these  may 
transmit  the  disease  to  their  daughters. 

4.  Polygenic  inheritance  is  multi-factorial  and 
is  characterized  by  continuously  graded  distri- 
butions. 

Diseases  have  an  etiologic  spectrum  at  one 
end  which  diseases  stand  of  purely  genetic 
causation  (as  hemophilia,  achondroplasia  and 
congenital  errors  of  metabolism);  at  the  other 
end — diseases  of  a purely  environmental  mech- 
anism (as  fractures  and  burns).  Most  of  the  dis- 
eases lie  in  between;  i.e.,  both  genetic  and  en- 
vironmental factors  are  mingled.  An  example 
of  the  latter  is  glucose-6-phosphate  dehygro- 
genase  deficiency;  various  drugs,  foods  or  exotic 
substances  may  cause  bouts  of  hemolysis  with 
various  degrees  of  morbidity  in  patients  with 
this  enzyme  deficiency.  Genetic  factors  interact 
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with  poorly  defined  environmental  factors  to 
cause  atherosclerosis,  hypertension,  allergy  and 
a host  of  other  human  diseases.  Genetic  factors 
may  also  be  of  importance  in  infectious  dis- 
eases, and  it  is  well  accepted  that  the  sickling 
gene,  thalassemia  gene  and  the  glucose-6-phos- 
phate  dehydrogenase  gene  are  of  importance  in 
resisting  malaria. 

The  knowledge  of  the  hereditary  character  of 
certain  diseases  is  of  practical  importance.  Ga- 
lactosemia and  phenylketonuria  are  treatable, 
and  the  complications  of  diabetes  and  pernicious 
anemia  are  preventable. 

The  genetic  material  is  present  in  humans  in 
44  autosomes  and  2 sex  chromosomes.  Lack  of 
an  autosome  is  probably  lethal  since  it  has  never 
been  observed.  An  extra  autosome  has  been  ob- 
served in  mongolism.  Lack  of  a sex  chromosome 
characterizes  Turner’s  syndrome  (XO)  and  an 
extra  sex  chromosome  has  been  observed  in  the 
Klinefelter  syndrome  (XXY). 

Genes  are  units  of  inheritance;  they  are  sub- 
microscopic  and  are  located  at  various  points 
along  the  chromosomes.  Specifically,  a gene  is 
the  sequence  of  nucleotides  necessary  for  the 
production  of  a specific  protein  chain.  The 
story  of  investigations  recently  performed  to 
unravel  the  mystery  of  how  transfer-RNA  fur- 
nishes aminoacids  to  the  messenger-RNA  as- 
sembly line  and  the  steps  taken  to  break  the 
nucleic  acid  code  is  one  of  the  most  fascinating 
parts  of  modern  science. 

Genes  which  occupy  the  same  site  on  corre- 
sponding chromosomes  are  called  alleles.  Each 
person  can  have  only  2 alleles  for  one  chromo- 
somal site  or  locus,  but  in  a population  there  is 
a possibility  of  many  alleles  for  a given  locus.  A 
good  example  are  the  many  alleles  of  the  Rh 
factor  present  in  the  population. 

Mutations  do  occur  in  humans  as  evidenced 
by  appearance  of  disease  without  previous  oc- 
currence in  the  family  history  of  the  patient. 
The  mutation  rate  is  easily  estimated  if  a cer- 
tain trait  is  known  to  be  determined  by  a single 
dominant  gene  and  if  every  carrier  of  the  gene 
has  a phenotypic  expression.  Mutation  rates  of 
recessive  traits  are  more  difficult  to  detect.  The 
why  and  how  of  natural  mutations  are  poorly 
understood.  The  best  known  experimental  mu- 
tagens are  ultraviolet  and  ionizing  radiations, 
mustard  gas,  and  alkylating  agents. 


Genetics  of  Diseases  of  the  Stomach  and 
Duodenum 

1.  Gastric  carcinoma 

a)  Familial  occurrence : The  familial  gastric 
cancer  has  been  studied  in  the  past  by  many 
observers.  Paulsen1  reported  a family  in  which 
the  father,  the  mother  and  6 children  died  of 
gastric  cancer,  in  another  family  the  mother  and 
five  children  succumbed  to  the  disease.  The 
classical  example  of  a family  study  is  the  “War- 
thin  Family”  which  was  last  reported  by  Hauser 
and  Weller.2  Four  generations  were  followed. 
Cancer  occurred  in  41  persons.  Twenty-six  of  41 
occurred  in  the  gastrointestinal  tract.  Videbaeck 
and  Mosbech3  found  the  frequency  of  gastric 
carcinoma  4 times  higher  in  relatives  of  gastric 
cancer  patients  than  in  a control  series.  The  fre- 
quency of  cancer  at  other  sites  did  not  differ 
substantially  in  both  groups.  The  authors  con- 
cluded that  the  predisposition  to  gastric  cancer 
is  inherited  and  is  not  associated  with  a general 
predisposition  to  cancer.  Woolf4  selected  222 
gastric  cancer  propositi  from  the  state  of  Utah. 
Of  1639  close  relatives,  44  died  of  gastric  can- 
cer while  25  were  expected  after  due  attention 
had  been  given  to  age  and  sex.  This  result  was 
found  statistically  significant.  For  other  types  of 
cancer  no  significant  difference  existed  between 
the  observed  and  expected  gastric  cancer  deaths 
of  540  spouses  of  the  above  group  of  relatives. 

b)  Association  with  blood-group  A:  Aird5 
demonstrated  an  excess  of  group  A in  patients 
with  carcinoma  of  the  stomach  when  compared 
with  a random  group  of  patients  without  this 
disease.  It  seemed  as  if  blood  group  A antigen 
offered  a slight  susceptibility  to  and,  antigen  O 
a slight  degree  of  protection  from  gastric  cancer. 

c)  As  complication  of  pernicious  anemia: 
Kaplan  and  Rigler6  examined  the  records  of 
23,231  autopsies.  In  293  of  them  there  was  the 
diagnosis  of  pernicious  anemia.  Thirty-six  of 
293  had  carcinoma  of  the  stomach;  a frequency 
of  12.3%  or  3 times  the  frequency  found  in  the 
remaining  autopsy  material.  Olson  and  Heck7 
found  6 times  more  gastric  cancers  and  5 times 
more  gastric  polyps  when  cases  of  pre-hepatic 
treatment  of  pernicious  anemia  were  compared 
with  cases  after  the  advent  of  liver  therapy. 
Prolongation  of  life  has  been  considered  respon- 
sible for  the  increased  frequency  of  polyps  and 
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gastric  cancer.  Mosbech  and  Vicebaeck8  also 
found  an  excessive  mortality  from  gastric  cancer 
in  301  patients  who  received  treatment  for  per- 
nicious anemia.  Based  on  such  evidence,  the 
idea  came  naturally9  to  investigate  pernicious 
anemia  patients  for  early  detection  of  gastric 
cancer  and  gastric  polyps.  Five  of  25  pernicious 
anemia  patients  examined  had  polyps  in  the 
gastric  antrum.  One  of  the  five  had  at  operation 
an  unsuspected  carcinoma  of  the  stomach.  The 
genetics  of  pernicious  anemia  are  quite  obscure; 
the  disease  had  been  significantly  more  frequent 
in  patients  with  blood  group  A.10 

2.  Peptic  Ulcer 

a)  Associated  with  blood  group  O:  Aird  et 
al.11  found  an  excessive  frequency  of  blood 
group  O in  patients  suffering  from  peptic  ulcer. 
Brown  et  al.12  confirmed  this  observation  in 
duodenal  ulcer  patients.  An  even  greater  excess 
of  blood  group  O was  found  in  the  stomal  ulcer 
group.  No  correlation  has  been  observed  be- 
tween the  gastric  output  of  hydrochloric  acid 
and  the  distribution  of  ABO  groups.  Clark  et 
al.13  confirmed  the  association  of  duodenal  ulcer 
with  a higher  frequency  of  group  O,  but  a 
study  of  the  families  of  these  patients  showed 
that  individuals  with  group  O are  not  signifi- 
cantly more  likely  to  develop  a duodenal  ulcer 
than  are  their  siblings  of  any  other  ABO  group. 

These  authors  formulated  an  interesting  hy- 
pothesis that,  perhaps,  not  the  patients’  blood 
group  O is  important,  but  the  mothers’  O.  Blood 
group  substances  may  be  found  in  the  secretions 
of  the  gastrointestinal  tract  in  78%  of  individuals 
and  this  “secretor  trait”  is  an  inherited  charac- 
ter, dominant  in  successive  generations.  When 
“secretor  tests”  were  carried  out  with  the  saliva 
of  patients  with  duodenal  ulcer,  a higher  pro- 
portion of  non-secretors  was  found  than  in  con- 
trols. When  the  families  were  studied,  there  was 
a significant  association  between  duodenal  ul- 
ceration and  non-secretion  with  siblings.  Not 
only  substances  A,  B,  H,  of  the  ABO  system  are 
secreted  in  body  fluids,  but  also  Lea  and  Leb  of 
the  Lewis  system.14  In  a recent  report  by  Clarke 
et  al.15  the  greater  liability  of  the  blood  group 
O and  non-secretor  state  to  ulcer  formation,  has 
been  again  confirmed.  The  “risk”  was  2.49  com- 
pared with  1.0  of  the  A,  B,  & AB  secretor  groups 
together.  The  conclusion  of  the  authors  was  that 
an  immunological  factor  plays  a role  in  the 


pathogenesis  of  duodenal  ulcer  and  the  associa- 
tion of  this  disease  with  group  O and  the  non- 
secretor  state  is  a manifestation  of  such  a factor. 

b)  Associated  with  multiple  endocrine  ade- 
nomatosis: The  problem  is  really  not  of  a chron- 
ic peptic  ulcer  but  of  recurrent  acute  ulcerations 
of  the  stomach,  duodenum,  upper  jejunum  or 
of  the  anastomotic  site  after  gastroenterostomy. 
This  syndrome  may  be  associated  with  various 
adenomas  of  glandular  tissues  of  the  so-called 
internal  secretion.  The  most  frequent  association 
is  with  a non-insulin  producing  (non  B-cell) 
islet  cell  adenoma.  Pender16  described  a case  of 
a benign  non-insulin  producing  adenoma  of  the 
pancreas,  while  the  patient’s  daughter  had  an 
operation  for  an  insulin  producing  islet  cell 
adenoma. 

3.  Congenital  Pyloric  Stenosis 

There  are  several  facts  about  congenital  py- 
loric stenosis  which  point  to  a peculiar  heredi- 
tary nature  of  the  disease.  It  occurs  in  boys 
with  a five  fold  higher  frequency  than  in  girls; 
there  are  concentrations  of  cases  in  certain  fam- 
ilies. When  boys  are  affected,  the  disease  is  to 
be  observed  only  in  the  mother’s  siblings.  Chil- 
dren of  affected  women  are  more  frequently  af- 
fected than  children  of  affected  men.  These  ob- 
servations point  to  a sex  linked  genetic  factor 
which  may  be  involved  in  this  disease.  Knox17 
analyzed  the  likelihood  of  this  hypothesis  in  the 
light  of  calculations  based  on  frequencies  in 
different  generations  and  found  no  agreement. 
Congenital  pyloric  stenosis  should  therefore  be 
placed  in  the  category  of  diseases  with  “curious 
ancestor  patterns.” 

4.  Familial  duodenal  adenocarcinoma 

Ungar18  described  3 siblings  who  developed 

an  adenocarcinoma  of  the  duodenum  at  the 
ages  of  19,  16,  and  18  respectively.  These  pa- 
tients had  multiple  polyps  of  the  duodenum  and 
a few  discrete  polyps  in  the  colon. 

Tylosis  Associated  with  Esophageal  Cancer 

Tylosis  is  a dyskeratosis  consisting  of  thick- 
ening of  the  skin  of  palms  and  soles;  it  is  asso- 
ciated with  hyperhidrosis  and  seasonal  shedding 
of  flakes  of  the  dyskeratotic  epidermis.  This  skin 
abnoramlity  is  due  to  a single  autosomal  gene, 
heterozygous,  and  with  high  penetrance.  Howel- 
Evans  et  al.19  described  two  families  with  tylosis 
in  which  18  members  of  the  2 families  had  carci- 
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noma  of  the  esophagus.  This  association  may  be 
due  to  a mutation  of  the  normal  tylotic  gene.  In 
the  cases  examined  there  was  no  evidence  of 
hyperkeratosis  in  areas  adjacent  to  those  where 
carcinoma  developed.  It  is  well  known  that  the 
“ordinary”  carcinoma  of  the  esophagus  has  a 
five  fold  higher  frequency  in  men  than  in 
women.  A familial  history  is  exceptional.20  In  a 
thorough  investigation21  of  relatives  of  101  pro- 
bands with  esophageal  carcinoma  no  significant 
difference  was  found  in  frequency  of  this  cancer 
among  them,  and  the  relatives  of  a large  con- 
trol group.  The  conclusion  was  that  esophageal 
cancer  is  due  essentially  to  exogenous  factors. 
The  patients  reported  by  Howel-Evans  et  al.19 
are  therefore  of  high  interest. 

Epiphrenic  Diverticula 

The  esophagus  as  other  portions  of  the  gastro- 
intestinal tract  may  harbor  a variety  of  divertic- 
ulae.  Those  of  purely  congenital  nature  contain 
all  elements  of  the  esophageal  wall  while  others 
of  the  acquired  type  are  composed  of  mucosa 
only.  The  epiphrenic  diverticula  are  quite  rare. 
Only  3 cases  have  been  found  of  20,000  X-ray 
examinations  of  the  esophagus.  An  approximate 
estimate  of  their  frequency;  3%  of  other  esopha- 
geal diverticula.  This  type  of  diverticulum  may 
be  associated  with  cardiospasm  since  Vinson 
found  8 cases  of  cardiospasm  among  40  cases  of 
epiphrenic  diverticula.  Therefore,  the  finding  of 
a family22  with  father,  son,  and  daughter  af- 
fected seems  significant.  All  3 had  multiple  epi- 
phrenal  diverticula  which  emptied  their  barium 
content  with  contractile  motion. 

Familial  Multiple  Polyposis  of  the  Colon 

This  is  a disease  of  adolescence  and  early 
adulthood,  characterized  by  the  presence  of 


many  adenomas  throughout  the  colon.  Its 
heredito-familiar  nature  has  been  first  observed 
by  Cripps  in  1881.  Its  frequency  is  1 of  8300 
births,  therefore  its  gene  frequency  is  1:1600. 
One  of  the  genes  is  a mutant  and  is  transmitted 
as  a Mendelian  dominant;  therefore  50%  of  suc- 
ceeding generations  are  affected.  Forty  percent 
of  patients  come  to  medical  attention  because 
of  an  invading  lesion.  The  most  frequent  symp- 
toms are  bleeding,  diarrhea,  abdominal  cramps 
and  anemia.  Dukes23  studied  41  families  with 
156  cases,  with  a total  of  114  cases  of  carcinoma 
of  the  colon.  Smith  and  Jackman24  studied  96 
cases;  50  men  and  46  women,  whose  average 
age  was  33  years;  thirty  of  them  developed 
frank  carcinoma.  The  reported  cases  in  the 
literature  are  estimated  at  300.  Coller  and 
Flotte25  reported  40  cases  treated  with  either 
total  or  subtotal  colectomy.  Ten  of  this  group 
died  of  carcinoma  of  the  colon. 

Veale26  presented  evidence  suggesting  link- 
age between  familial  polyposis  and  MN  blood 
group  system  locus;  both  genes  would  be  lo- 
cated on  the  same  pair  of  chromosomes.  This 
may  be  of  practical  importance  in  enabling  to 
identify  high  risk  individuals,  if  confirmed. 

Occasional  Discrete  Polyps  of  Colon  and 
Rectum 

Wolf  et  al.27  described  a kindred  with  mem- 
bers who  had  few  and  scattered  polyps.  The 
type  of  inheritance  was  that  of  air  autosomal 
dominant.  When  55  of  96  individuals  of  the 
third  generation  were  examined  proctoscopi- 
cally,  twenty-five  had  polyps  (45.4%).  The  con- 
trols were  the  spouses  of  the  third  generation. 
Several  members  have  died  of  carcinoma  of  the 
colon,  but  the  age  at  the  time  of  death  was  in 
conformity  to  that  of  the  general  population. 
The  disease  was  inherited  from  a progenitor  who 
was  homozygous  for  the  dominant  factor. 


Part  2 — the  conclusion  of  this  article 
will  appear  in  the  November  issue. 
The  complete  list  of 
references  will  be 
published  in  Part  2. 
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A Comprehensive  Medical  Approach  to  the 

Person  with  Epilepsy 


Harry  H.  Garner,  M.D.,  Chicago 

The  problem  of  epilepsy  needs  to  be  seen  as 
one  dealing  with  persons  who  suffer  from 
seizures.  It  is  not  a study  of  the  syndrome  epi- 
lepsy. A basic  reference  point  is  that  the  epilep- 
tic discharged  is  a symptom  capable  of  being 
elicited  in  everyone  when  circumstances  favor- 
able for  focal  ganglionic  discharge  are  present. 
Individuals  can  be  placed  on  a continuum  of 
probability  for  seizure  discharge.  On  one  end 
are  persons  in  whom  there  is  a state  of  cerebral 
excitability  favoring  a seizure  discharge  from 
any  of  a wide  range  of  minimal  alterations  in 
body  physiology.  Their  threshold  for  seizure 
may  be  described  as  “low.”  On  the  other  end 
are  those  individuals  in  whom  epileptic  dis- 
charge is  not  easily  produced;  their  threshold 
is  “high.” 

There  are  significant  etiologic  agents:  (1) 
predisposing  factors:  inheritance  of  a nervous 
system  with  a greater  tendency  to  discharge  is 
the  outstanding  one;  (2)  perpetuating  factors: 
congenital,  infectious,  nutritional,  degenera- 
tive, metabolic,  traumatic,  toxic,  vascular,  and 
anoxic  agents,  create  changes  in  the  tissues 
which  enable  ready  discharge  to  take  place, 
and  (3)  provoking  factors:  psychological  trig- 
gers (hostility  of  an  intense  nature),  excessive 

Professor  and  Chairman,  Department  of  Psy- 
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fluids,  fever,  chemical  and  toxic  disturbances  of 
an  acute  and  transitory  nature,  flickering  lights, 
hearing  music,  fatigue.  A wide  range  of  chem- 
ical or  physiological  disturbance  may  promote 
abnormal  ganglionic  discharge. 

The  epileptic  discharge  has  been  described 
as  consisting  of  the  triad  of:  a central  nervous 
system  lesion  which  may  not  be  discernible,  re- 
current disturbances  in  consciousness,  and  a 
characteristic  pattern  in  the  electroencephalo- 
graphic  examination.1  The  significant  triggers 
are  physiologic  changes  with  or  without  psy- 
chologic influences  of  importance. 

Physiologic  changes  may  trigger  the  dis- 
charge: The  epileptic  discharge  may  be  trig- 
gered by  bodily  alterations  which  so  disturb 
the  precariously  balanced  homeostatic  state  that 
the  threshold  of  the  seizure  discharge  is  low- 
ered and  the  epileptic  attack  occurs.  Even  in 
the  absence  of  demonstrable  physical  pathology 
to  which  seizures  might  be  related,  there  is 
strong  evidence  for  patho-physiology  which 
could  be  described  as  primary  in  creating  the 
substrata  for  seizure  discharge.  This,  however, 
may  not  be  construed  to  negate  the  probability 
that  certain  qualitative  life  experiences  may  be 
the  stimulus  for  producing  seizures  in  many  pa- 
tients with  altered  physiology. 

Evidence  of  a dysrhythmic  tendency  greater 
than  for  the  general  population  is  shown  by 
persons  known  to  have  had  epileptic  discharges, 
and  among  their  relatives.2  Is  the  dysrhythmia 
an  expression  of  an  inherited  tendency,  struc- 
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tural  changes  in  the  brain,  or  a secondary  re- 
action to  experience?  The  incidence  of  a 12% 
population  predisposition  toward  epilepsy  has 
been  suggested  by  Lennox  and  Gibbs3  study 
of  the  relatives  of  epileptics  on  the  basis  of 
cerebral  dysrhythmia.  What  does  it  take  to  fire 
a seizure  in  addition  to  being  predisposed  by  a 
tendency  toward  dysrhythmic  ganglionic  dis- 
charge? It  is  to  be  noted  that  abnormal  records 
of  a dysrhythmic  character  have  been  shown  to 
occur  in  non-epileptic  patients.4  Hyperventila- 
tion was  found  to  bring  out  dysrhythmic  cere- 
bral activity  under  conditions  not  associated 
with  a convulsive  state. 

Emotions  may  influence  seizures:  Emotions 
may  influence  seizure  discharge  through  both 
direct  and  indirect  means.  Indirect  influences 
create  physiologic  changes  which  may  have  a 
trigger  or  precipitating  influence;  hyperventila- 
tion and  alkalosis  may  lower  seizure  threshold, 
hypersecretion  of  adrenal  corticoid  except  for 
desoxycorticosterone  has  been  associated  with 
lowering  seizure  threshold,  epinephrine  in  in- 
creased amounts  has  been  found  to  increase  the 
duration  of  seizures  and  has  been  found  to  be 
secreted  in  increased  amount  with  emotional 
agitation,  hypoglycemia  predisposes  to  seizures 
and  may  occur  in  neurotic  inhibitions  of  food  in- 
take, alcoholism  is  induced  by  psychic  disturb- 
ance and  is  known  to  lower  the  seizure  thresh- 
old. An  inverse  correlation  is  suggested  by 
Jeans  and  Toman,5  who  object  to  the  assump- 
tion that  anxiety  is  associated  with  hyper-ex- 
citability of  the  brain.  In  their  findings  height- 
ened anxiety  tends  to  prolong  seizure  latency. 

More  direct  psychologic  influences  have  been 
suggested  as  responsible  for  the  seizure  dis- 
charge. So-called  epileptic  personalities,  indi- 
viduals supposedly  characterized  by  traits  which 
could  identify  them  as  persons  with  epilepsy, 
have  been  described.  Psycho-social  stressors 
have  been  implicated  as  the  most  significant 
provoking  etiologic  agent  in  many  patients. 
These  may  be  evident  and  perceived  on  a con- 
scious level,  or  not  perceived  on  a conscious 
level,  but  still  capable  of  acting  to  initiate  sei- 
zures. The  facts  are  not  too  clearly  known.  Do 
such  stressors  exert  influence  only  on  a sub- 
structure prepared  for  seizures  by  heredity,  cere- 
bral lesion,  or  perpetuating  etiologic  agents?  Do 
they  act  as  agents  to  create  pathophysiology 


which  represents  a continuously  predisposed 
state  to  be  triggered  thereafter  by  psychologic 
and  physiologic  stressors? 

Bartemeier6  sees  convulsions  occurring  in  so- 
called  normal  persons  as  archaic  explosive  dis- 
charges similar  to  epilepsy.  Twitchings  while 
asleep,  teeth  grinding,  fasciculations,  and  mo- 
mentary disturbances  of  attention  can  be  con- 
sidered as  “minor  type”  seizures  initiated  by 
psychologic  stimuli.  A more  diffuse  discharge 
seems  possible  as  an  expression  of  inability  to 
react  to  intense  destructive  (possibly  homici- 
dal) desires.  Where  the  intent  to  act  is  great 
and  the  desire  to  control  likewise  intense,  the 
conflicting  tendencies  may  be  expressed  in  an 
archaic  syndrome  of  an  explosive  discharge. 
Fenichel7  mentions  that  the  experience  of  some 
clinicians  shows  the  epileptic  person  to  be  one 
in  whom  intense  destructive  and  sadistic  drives 
have  been  repressed  for  a long  time.  Others 
have  pointed  to  the  gradual  transition  between 
genuine  epilepsy  (an  archaic  discharge  pattern 
which  would  be  appropriate  to  the  emotional 

state  being  mobilized  ( rage and  hys- 

tero-epilepsy).  Here  the  discharge  pattern  may 
vary  from  only  faintly  resembling  typical  grand 
mal  to  patterns  indistinguishable  from  the  classi- 
cally described  grand  mal  seizure.  Hystero- 
epilepsy  can  be  demonstrated  to  be  a conver- 
sion reaction,  the  symbolic  expression  of  a defi- 
nite idea  or  emotion.  In  hystero-epilepsy,  the 
“as  if”  phenomenon  is  dramatically  in  evidence 
(as  if  it  were  a genitally  expressive  act).  How- 
ever, patients  who  could  have  been  considered 
as  illustrative  of  the  hystero-epilepsy  syndrome 
have  been  found  to  have  pathologic  changes  in 
the  temporal  lobes,  showing  the  danger  of  pre- 
mature diagnostic  conclusion.  Surgical  removal 
“cures”  the  discharge  tendency.  Extreme  care  is 
necessary  in  evaluating  the  significance  of  the 
claimed  psycho-social  stressors. 

Seizures  and  autonomic  symptoms:  Visceral 
reactions  have  been  better  understood  since  the 
work  of  Penfield  and  others  on  the  temporal 
lobes.  They  suggest  that  an  important  area  for 
alimentary  and  other  visceral  reactions  is  lo- 
cated in  the  so-called  limbic  lobe  or  visceral 
brain.  Attacks  of  a seizure  nature  which  origi- 
nate in  this  area  may  include  a sinking  feeling, 
nausea,  a feeling  of  “something  turning  in  the 
stomach,”  hallucinations  of  sense  of  taste  and 
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smell,  gustatory  movements,  violent  retching 
and  paraphasia.  Flushing,  pallor,  and  cardiac 
rate  changes  are  seen.  Associated  psychic  phe- 
nomena further  complicate  the  problem  of  dif- 
ferential diagnosis  by  the  presence  of  alterations 
in  consciousness  and  automatic  behavior  makes 
the  diagnosis  somewhat  more  evident. 

Paroxysmal  disturbances  in  cerebral  function 
of  a psychic  nature  have  been  produced  experi- 
mentally at  the  operating  table  and  by  epilepto- 
genic drugs.  Signs  and  symptoms  often  per- 
ceived as  “psychiatric”  in  nature  may  vary  from 
a mere  alteration  of  color  perception  to  vivid 
auditory  and  visual  hallucinations,  forced  think- 
ing, deja  vu  phenomena,  disturbances  of  mood, 
and  automatisms.  Psychiatric  symptoms  are 
then  seen  as  aurae  of  a major  attack.  Such  phe- 
nomena must  be  distinguished  from  the  psychic 
reactions  secondary  to  organic  disease.  Are  the 
psychic  elements  in  the  syndromes  significant 
for  underlying  emotional  problems  which  act 
as  precipitants  of  a seizure?  Psychiatric  symp- 
tom attacks  often  occur  simultaneously  with 
visceral  attacks  or  may  occur  in  close  relation- 
ship to  visceral  or  grand  mal  seizures.  They  are 
frequently  related  to  temporal  and  sometimes 
frontal  lobe  tumors  or  other  pathology.  (Mul- 
der).9 The  seizures,  regardless  of  their  etiologic 
significance,  tend  to  create  a further  disbalance 
in  living,  which  in  turn  induces  further  symp- 
toms of  a psycho-social  nature  or  feed  back  to 
reinforce  old  symptoms. 

Psychological  consequences  of  seizures  to  the 
patient:  Lennox  10>11  has  emphasized  that  emo- 
tional perturbation  does  not  initiate  epilepsy. 
He  calls  attention  to  the  psychological  and  emo- 
tional consequences  of  all  serious  diseases. 
Anxiety,  uncertainty,  and  fear  are  present  in 
any  serious  disease  but  public  sympathy  and 
support  for  the  sick  are  common.  The  patient 
with  epilepsy  has  oddly  enough  been  the  object 
of  dread,  public  dislike  and  rejection.  Shame, 
depression,  bitterness,  hopelessness  and  depre- 
ciation are  frequently  experienced.  The  emo- 
tional state  cause  by  such  mistreatment  can  then 
contribute  to  the  precipitation  of  a seizure.  The 
restrictions  placed  on  the  epileptic  may  further 
limit  his  prospects  and  accomplishments.  Re- 
peated rebuffs  lead  to  reactions  of  anger  ending 
in  aggressiveness  and  anti-social  behavior,  irri- 
tations, timidity  and  isolation.  “Decay  of  confi- 


dence, ambition  and  hope  may  follow.” 

The  feeling  of  shame  and  disgrace  and  the 
desire  for  secrecy  is  a frequent  family  reaction. 
Management  of  school  and  work  problems,  con- 
siderations of  marriage  and  the  advisability  of 
having  children  are  not  only  an  individual  but 
a family  problem.  Early  parental  influences  cre- 
ated by  the  manner  of  accepting  and  managing 
the  problem  in  the  family,  rejection  or  unrealis- 
tic management  of  the  child  influences  the  pat- 
tern of  the  patient’s  life  as  well  as  that  of  the 
siblings.  The  degree  to  which  prohibitions  of 
sport,  social  activity  and  work  are  planned  care- 
fully with  (or  arbitrarily  imposed  by)  patient, 
family,  and  physician  will  considerably  influ- 
ence personality  development  and  the  goals  of 
the  patient.  Lennox  has  written,  “Unhealthy 
sentiments  such  as  fear,  worry,  shame,  guilt,  and 
despair  give  up  their  entrenched  positions  to 
hope  and  confidence  only  grudgingly.” 

Treatment  of  the  patient  with  seizures  thus 
becomes  a complex  psycho-social  problem. 
Therapeutic  interventions  involve  the  detection 
and  elimination  of  all  the  perpetuating  and  pre- 
cipitating elements;  to  control  seizures  to  the 
greatest  possible  extent;  and  to  bring  about  so- 
cial participation  in  living  which  follows  closely 
the  pattern  of  activities  for  the  community  in 
which  the  patient  lives.  Efforts  need  to  be  made 
to  increase  the  skills  involved  in  successful  edu- 
cation and  easier  job  placements,  to  encourage 
recreational  and  social  activities  which  will  di- 
minish isolation,  introversion  and  psychopatho- 
logic  defenses  which  defeat  successful  living. 

“The  socio-economic  penalty  on  the  epileptic  is 
out  of  proportion  to  his  real  handicap.”  It  is 
obvious  that  this  handicap  in  turn  is  the  basis 
for  further  psychopathology. 

Epilepsy  and  the  brain  damaged  child:12  It 
is  possible  only  to  allude  to  the  complex  inter- 
mixture of  forces  that  is  present  in  the  child 
with  brain  damage  and  seizures.  Adaptations 
and  adjustments  are  limited  by  the  distortions 
and  the  incapacities  from  which  he  suffers.  The 
personality  development  is  limited  by  paucity 
and  distortion  of  responses  to  tire  environment. 
Productive  capacities  are  diverted  and  dissi- 
pated in  inappropriate  and  ineffectual  experi- 
ences. The  impulsivity  and  poor  judgment  of 
the  brain  injured  child  further  limit  family  and 
social  acceptance.  Frustration  and  ostractism  in 

i'  I 


448 


Illinois  Medical  Journal 


turn  have  their  effect  on  further  development 
and  influence  seizure  discharge.  The  obvious 
answer  in  treatment  is  the  utilization  of  all  as- 
sets toward  improving  the  living  of  the  patient. 
Control  of  seizures  and  other  symptoms  is  but 
a small  part  of  the  total  effort. 
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SPECIAL  CASE  REPORT 


Conjoined  Twins:  Report  of  Three  Cases 

William  Riker,  M.D.,  and  Howard  Traisman,  M.D.,  Chicago 


FIGURE  1.  Conjoined  Twins — Case  No.  1 — Thoraco-abdominal  Fusion. 


(Conjoined  twins  are  rare  and  their  survival 
after  birth  is  even  more  unusual.  There  is  a cer- 
tain fascination  about  “Siamese”  twins,  perhaps 
because  some  have  survived  many  years  with 
various  forms  of  attachment.  An  example  is  the 
Siamese  brothers,  Chan  and  Eng,  who  were 
brought  to  the  United  States  and  widely  pub- 
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licized  during  their  63  years  of  life  attached  to 
each  other  by  an  upper  abdominal  band  which 
is  said  to  have  contained  a band  of  liver. 

Over  a period  of  18  years  at  The  Children’s 
Memorial  Hospital  three  sets  of  conjoined  twins 
have  been  cared  for,  two  of  whom  underwent 
operative  separation. 

The  twins  may  be  symmetrical,  as  in  these 
three  cases,  with  each  twin  being  complete,  or 
nearly  so,  or  they  may  be  asymmetrical  with  the 
incomplete  twin  being  a passive  parasite  having 
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FIGURE  2.  Co  se  No.  1 — Heart  and  Liver  shared  by  Twins. 


major  structures  such  as  extremities.  Fusion  oc- 
curs along  the  long  axis  of  the  bodies  in  the 
midline — at  the  head  ( craniopagus ) , anterior 
chest  (thoracopagus),  abdomen  ( ischiopagus ) 
or  sacrum  ( pygopagus ) . 

Separation  of  the  twins  may  be  done  electively 
after  careful  evaluation  of  what,  if  any,  organs 
are  shared.  Often  the  operation  must  be  per- 
formed as  an  emergency  when  the  weaker  of  the 
twins  begins  to  fail.  According  to  reports  very 
few  twins  have  been  separated  successfully. 
Often  only  one  of  the  twins  survives  since  fre- 
quently the  vital  organs  they  share  must  be 
given  to  the  stronger  infant. 

Case  No.  1:  Female  conjoined  twins,  three 
days  of  age,  were  admitted  to  the  service  of 
Doctor  W.  J.  Potts  on  September  23, 1959.  Their 
weight  on  admission  totaled  10  lbs.,  11  oz.  Both 
were  cyanotic,  twin  B more  so  than  twin  A.  The 
attachment  extended  from  the  third  intercostal 
space  to  the  umbilicus  (Fig.  1).  Electrocardio- 
grams taken  on  both  children  revealed  left  axis 
shift.  Twin  A had  a systolic  murmur  but  no  mur- 
mur could  be  heard  over  the  chest  of  twin  B. 

At  operation  the  twins  appeared  to  share  a 


common  heart  and  liver  (Fig.  2).  It  was  de- 
cided to  give  these  organs  to  the  more  robust  of 
the  infants  since  twin  B had  hypoplasia  of  the 
right  lung  and  was  smaller.  The  vena  cavae, 
aorta  and  pulmonary  artery  of  twin  B were  tied 
and  divided,  thus  dividing  the  circulatory  con- 
nections of  the  twins.  The  liver  was  also  de- 
tached from  this  infant.  A generous  flap  of  skin 
and  muscle  was  taken  to  aid  in  the  closure  of 
the  defect  in  the  chest  and  abdominal  wall  in 
the  surviving  twin. 

Twin  A had  an  episode  of  cardiac  arrest  near 
the  end  of  the  operation  but  the  heart  was  re- 
started without  difficulty  and  she  left  the  oper- 
ating room  in  fair  condition.  Four  hours  later 
the  child  died,  probably  secondary  to  atelectasis 
caused  by  the  upward  pressure  of  the  huge  liver 
mass. 

An  autopsy  was  performed  revealing  a bi- 
zarre heart  with  the  vena  cavae  of  both  twins 
entering  a common  atrium.  This  emptied  into  a 
common  ventricle  of  twin  B,  giving  off  the  aorta 
and  pulmonary  artery  for  that  twin.  The  atrium 
also  emptied  into  two  ventricles  of  twin  A,  one 
giving  off  the  pulmonary  artery  and  the  other 
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FIGURE  3.  Conjoined  twins — Case  No.  3 — Lower  Abdominal  Fusion,  Anuses  Imperforate. 


the  aorta.  All  three  ventricles  communicated 
with  one  another  through  interventricular  septal 
defects. 

Surgical  correction  was  such  that  survival  was 
possible. 

Case  No.  2:  Male  conjoined  twins,  11  hours 
old,  were  admitted  to  the  service  of  Doctor  W.  J. 
Potts  on  September  2,  1960.  A breech  delivery 
from  below  had  been  attempted  but  a Cesarean 
section  became  necessary.  Their  combined 
weight  was  9 lbs.,  7 oz.  As  in  the  previous  twins, 
the  fusion  was  in  the  thorax  and  upper  abdo- 
men. One  child  had  a hypospadius.  Both  infants 
had  systolic  murmurs  and  the  electrocardio- 
grams revealed  a single  Q.R.S.  complex.  Angio- 
cardiograms suggested  that  there  was  a single 
atrium  and  ventricle.  Separation  was  not  at- 
tempted. 

The  twins  died  at  two  months  of  age  and  au- 
topsy proved  the  hearts  to  be  connected  at  the 
right  atrial  level.  The  heart  of  twin  A was  other- 
wise normal.  Twin  B’s  heart  had  two  atria,  the 
left  atrium  emptied  into  a single  ventricle  from 


which  came  the  aorta.  The  right  atrium  had  no 
exit  except  into  the  right  atrium  of  twin  A.  The 
livers  were  connected  but  had  symmetrical  vas- 
cular supply  and  duct  systems  for  each  twin. 
The  twins’  duodenums  joined  and  they  shared 
the  same  small  bowel  down  to  the  ileum  where 
the  intestines  separated  again. 

Case  No.  3:  Conjoined  male  twins  entered 
The  Children’s  Memorial  Hospital  on  Septem- 
ber 19,  1964,  on  the  service  of  Doctor  Howard 
Traisman  four  hours  after  birth  with  a total 
weight  of  8 lbs.,  3 oz.  Their  birth  had  been  a 
difficult  feet  first  delivery,  both  bodies  and  heads 
traversing  the  birth  canal  simultaneously.  Their 
attachment  extended  from  the  common  umbili- 
cal cord  to  the  pubis  (Fig.  3).  One  child  had  a 
bifid  scrotum.  There  was  a good  deal  of  ecchy- 
mosis  of  their  legs  and  neither  child’s  femoral 
pulses  were  easily  palpable.  Twin  B seemed 
smaller  and  less  active  than  twin  A.  Each  child 
had  an  imperforate  anus. 

Although  the  connection  did  not  seem  thick 
to  palpation  the  question  of  a shared  bladder 
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FIGURE  4.  Diagram  of  Interconnections  in  Case  No.  3 — 
Terminal  Ileum  of  Twin  on  Left  Enters  Terminal  Ileum  of  Twin 
on  Right.  Bladders  connected  by  Patent  Urachus. 

arose.  A pyelogram  was  obtained  on  infant  A 
via  the  cutdown  that  had  been  performed.  The 
urinary  track  seemed  normal  without  visible 
connection  with  the  other  twin.  Because  of  the 
intestinal  obstruction  in  both  infants  no  studies 
of  the  gastrointestinal  tract  were  feasible. 


Ordinarily  a premature  child  weighing  four 
pounds  or  less  with  an  imperforate  anus  would 
be  treated  by  colostomy.  However,  because  of 
the  position  of  the  infants  this  was  mechanically 
impossible.  For  this  reason,  20  hours  after  birth, 
separation  was  performed. 

The  twins  were  anesthetized  and  intubated. 
They  were  prepared  and  placed  side  by  side  on 
sterile  drapes.  Upon  incising  the  skin  about 
their  connection,  two  structures  could  be  seen 
traversing  the  juncture  of  their  peritoneal  cavi- 
ties, a piece  of  small  intestine  and  what  ap- 
peared to  be  a urachus  joining  the  two  other- 
wise normal  bladders.  The  latter  was  divided 
and  the  ends  were  closed  by  suture.  The  small 
bowel  passing  through  the  connection  was  found 
to  be  the  terminal  ileum  of  infant  B which  en- 
tered the  abdominal  cavity  of  twin  A and  emp- 
tied into  his  terminal  ileum  8 cm.  above  the 
cecum.  The  cecum  was  bifid  and  had  two  ap- 
pendices (Fig.  4). 

The  incision  in  infant  B was  extended  upward 


FIGURE  5.  Twins — Case  No.  3 — After  Separation. 
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and  the  abdominal  cavity  explored.  No  colon 
could  be  found.  Both  kidneys  and  the  bladder 
appeared  normal.  The  nature  of  the  blood  sup- 
ply of  the  colon  of  baby  A precluded  any  at- 
tempt to  donate  part  of  it  to  baby  B,  therefore 
the  latter’s  terminal  ileum  was  separated  from 
his  twin’s  and  brought  out  the  right  abdominal 
wall  of  baby  B as  a terminal  ileostomy.  The 
ileum  of  baby  A was  repaired  and  a loop  colos- 
tomy was  performed  in  the  descending  colon. 
Both  defects  in  the  abdominal  wall  were  closed 
without  difficulty  (Fig.  5). 

Postoperatively  the  twins  were  in  fair  condi- 
tion but  were  somewhat  lethargic.  Twin  A 
weighed  four  pounds  and  twin  B a little  over 
three  pounds.  Twin  B had  shallow  and  irregular 
respirations  and  12  hours  after  operation  he  had 
a period  of  apnea  necessitating  endotracheal  in- 
tubation and  artificial  respiration.  He  was  main- 
tained on  the  respirator  for  the  next  two  and 
one-half  days,  during  which  time  his  condition 
deteriorated  and  he  finally  died.  Hydration  and 
electrolyte  balance  were  maintained.  The  poor 
respiratory  efforts  and  lethargy  suggested  the 
possibility  of  brain  damage. 

Postmortem  examination  on  twin  B demon- 
strated areas  of  subarachnoid  hemorrhage  at  the 
base  of  the  brain  and  interventricular  bleeding. 
Subcapsular  hematoma  of  the  liver  was  also 
found. 

Twin  A fared  much  better  after  operation. 
The  colostomy  was  opened  and  functioned  well. 
At  seven  days  of  age  the  baby  was  started  on 
feeding  but  did  not  suck  well.  Thirty-six  hours 
later  the  child  suddenly  developed  a shock-like 
picture  and  in  spite  of  vigorous  supportive 
measures  the  child  expired  within  24  hours.  The 


question  of  pneumonia  and  terminal  septicemia 
was  entertained. 

Postmortem  examination  on  baby  A revealed 
bilateral  lower  lobe  pneumonitis  and  hemor- 
rhagic infarction  of  the  right  kidney  and  adrenal 
gland.  Congenital  absence  of  the  colon  was 
substantiated. 

Blood  culture  grew  out  pseudomonas  or- 
ganisms. 

Comments 

Conjoined  twins  present  an  interesting  diag- 
nostic problem  and  all  efforts  must  be  made  to 
determine  whether  organs  or  parts  of  organs  are 
shared  prior  to  operation.  Depending  upon  the 
point  of  attachment,  preoperative  examinations 
may  include  angiogram,  angiocardiograms,  elec- 
trocardiograms, intravenous  pyelogram,  cysto- 
gram,  gastrointestinal  series,  etc.  In  spite  of  a 
thorough  work-up  the  exact  extent  of  the  inter- 
connections may  not  be  apparent  until  surgical 
separation  is  attempted. 

Anesthesia  and  operation  pose  many  logistical 
problems  with  two  complete  operative  teams 
required  in  most  instances.  If  extensive  vascular 
interchange  is  present,  anesthesia  given  one  pa- 
tient will  suffice  for  both  at  the  beginning  but 
not  so  after  separation.  Each  twin  must  have  a 
catheter  in  a vein  and  blood  loss  must  be  re- 
placed in  both  babies. 

Postoperative  care  may  be  exacting,  especially 
when  the  infants  are  premature,  weighing  be- 
tween three  and  four  pounds  apiece,  as  in  the 
twins  in  Case  No.  3.  Serious  congenital  defects, 
birth  trauma,  prematurity,  and  many  other  fac- 
tors contribute  to  a high  mortality  in  these 
patients. 
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Public  Health:  Its  Interdependence 
with  Private  Medicine 


Franklin  D.  Yoder,  M.D.,  Springfield 

There  is  recurring  necessity  of  viewing  recent 
achievements  in  public  health  that  are  mean- 
ingful to  the  private  practitioner  of  medicine. 
Physicians  in  the  practice  of  clinical  medicine 
desire  better  communication  with  their  public 
health  colleagues.  Implicit  in  this  desire  is  the 
recognition  that  we  all  share  a common  pur- 
pose— the  dedication  to  human  health  and 
betterment — and  a common  claim  to  partner- 
ship in  what  have  been  termed  the  serving 
professions. 

A description  of  achievements  in  public 
health  must  of  necessity  focus  somewhat  upon 
the  State  with  which  the  writer  is  most  famil- 
iar— Illinois.  With  a population  well  in  excess 
of  ten  million,  Illinois  is  third  highest  in  per 
capita  wealth  and  is  an  important  unit  of  our 
nation.  Illinois  possesses  great  medical  and 
health  resources,  including  the  American  Med- 
ical Association  headquarters  (plus  headquar- 
ters of  many  of  the  allied  health  professions 
and  services1  as  well  as  five  medical  schools, 
three  dental  schools,  one  school  of  veterinary 
medicine,  numerous  centers  of  nursing  educa- 
tion, and  other  schools  for  training  personnel 
in  the  allied  health  professions  and  services. ) 

By  the  very  act  of  citing  assets  and  resources, 
the  absence  of  any  grounds  for  complacency 
becomes  apparent.  One  does  not  even  have  to 


Director,  Illinois  Department  of  Public  Health, 
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begin  a recital  of  achievements  to  know  that 
they  will  not  measure  up  both  in  terms  of  the 
fullest  possible  utilization  of  available  resources 
and  in  terms  of  the  fulfillment  of  present-day 
and  developing  health  and  medical  needs  of 
the  citizens.  This  absence  of  satisfaction  should 
not  be  equated  with  pessimism.  As  a matter  of 
fact  it  may  be  desirable,  even  necessary,  be- 
cause it  forces  us  to  examine  the  gaps  and  to 
explore  means  of  improving  our  performance 
so  that  we  can  approach  the  ideal  expectations 
we  hold  for  ourselves.  Whether  we  serve  with- 
in the  context  of  private  medicine,  the  volun- 
tary health  organization  or  the  official,  tax- 
supported  agency,  we  all  bear  the  responsibility 
of  meeting  the  rightful  demands  of  the  con- 
sumer who  depends  on  us  for  the  optimal 
delivery  of  medical  and  health  services. 

Gaps  Between  Private  and 
Public  Health  Practitioners 

Some  of  these  gaps  are  rooted  in  the  very 
process  of  our  society’s  growth.  The  shift  from 
an  essentially  agrarian  to  an  industrially-based 
economy  involves  human  as  well  as  technolog- 
ical problems.  Some  sectors  of  our  population 
and  certain  areas  in  our  state  have  not  ex- 
perienced or  shared  equally  in  the  general 
advancement  of  our  state’s  well-being.  And 
along  with  rapid  social  change  have  come 
problems  which  are  of  enormous  concern  to 
those  in  the  medical  and  health  field.  One  of 
the  major  problems  is  the  distribution  of  our 
resources  in  terms  of  personnel  and  facilities. 
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As  an  astute  observer  noted  almost  two  decades 
ago  (and  there  is  little  evidence  to  believe  that 
the  present  situation  is  markedly  different): 
“Economic  consideration  has  been  the  prime 
factor  in  determining  the  location  of  physi- 
cians and  facilities  required  for  the  delivery  of 
essential  medical  care.  Physicians  go  in  greater 
number  where  they  can  pursue  medical  prac- 
tice under  favorable  circumstanes.  In  general, 
these  areas  are  characterized  by  high  average 
income  and  the  presence  of  hospitals.” 

Both  logic  and  common  observation  suggest 
that  there  is  need  to  remedy  disparities  in  the 
distribution  of  health  and  medical  services.  We 
are  faced  not  merely  with  the  challenge  of 
moving  quickly  enough  to  keep  pace  with  new 
population  shifts,  but  also  the  necessity  of  de- 
veloping more  effective  methods  of  delivering 
these  services.  The  fact  that  there  is  widespread 
professional  and  public  concern  with  this  latter 
problem  is  proof  that  Americans  look  on  good 
medical  care  as  a benefit  which  should  be 
available  to  all  citizens,  and  this  is  the  best 
source  of  hope  that  we  shall  arrive  at  solutions 
through  our  sound  traditions  of  joint  effort  and 
cooperation  by  professionals  and  citizens  from 
all  walks  of  life,  supported  by  governmental 
effort  when  required  and  requested.  As  an  ex- 
ample, in  the  western  portion  of  these  United 
States  there  are  a number  of  sparsely  popu- 
lated areas.  In  some  of  these  areas  reside  the 
American  Indian  whose  care  has  been  under- 
written by  the  Federal  government  since  the 
last  peace  pipe  was  smoked.  The  Public  Health 
Service  a few  years  ago  was  given  responsibil- 
ity for  the  health  of  these  Indian  groups.2  It 
has  thus  advanced  the  quality  and  quantity  of 
care  to  an  acceptable  level. 

Interdependence  of  Private  and 
Public  Medicine 

Shifting  from  a consideration  of  problems 
that  are  meaningful  to  workers  in  medicine  and 
public  health  insofar  as  our  endeavors  are 
affected  by  processes  of  social  change  and  eco- 
nomic development  generally,  let  us  focus  on 
others  that  are  specifically  germane  to  the  re- 
lationship between  private  practitioners  and 
those  whose  field  of  operation  is  public  health. 
In  the  light  of  the  major  health  problems  facing 
us  today,  it  becomes  more  and  more  apparent 


that  any  philosophy  of  absolute  separation  of 
treatment  and  prevention  is  untenable  and  does 
not  reflect  the  reality  of  our  efforts.  While  it 
may  have  some  linguistic  usefulness  to  separate 
our  relative  responsibilities,  this  distinction  ob- 
scures and  hampers  recognition  of  a vital  con- 
cept in  the  relationship  between  clinical  medi- 
cine and  public  health — that  while  each  has 
definable  activities,  both  are  interdependent, 
are  mutually  supportive  and  have  complemen- 
tary roles  to  play. 

Viewed  from  the  standpoint  of  the  patient, 
sickness  is  an  episode,  either  acute  or  pro- 
tracted, in  the  life  of  an  individual  who  had 
achieved  and  maintained  a personal  level  of 
wellness.  In  sickness,  the  common  goal  for  both 
patient  and  physician  is  a return  to  at  least  the 
pre-existing  level  of  health  or  realistic  restora- 
tion that  compensates  for  the  lasting  effects  of 
illness  or  injury.  This  thesis  and  mode  of  prac- 
tice is  perhaps  more  obvious  in  pediatrics 
where  the  prime  objective  is  the  maintenance 
of  health  than  in  other  medical  specialties. 

If  this  line  of  reassigning  is  accepted,  then  a 
further  distinction  between  medical  practice 
and  public  health  is  largely  eliminated.  To 
state  that  the  private  physician  treats  the  in- 
dividual, while  public  health’s  patient  is  the 
community  is  indicative  of  the  gap  to  be 
bridged.  Both  an  individual’s  health  status,  the 
illnesses  to  which  he  is  prone  and  his  opportu- 
nities for  recovery  and  restoration  depend  in 
large  measure  on  the  community  and  social 
conditions  under  which  he  lives. 

If  hard-and-fast  distinctions  between  the 
practice  of  private  medicine  and  public  health 
are  set  aside,  we  can  then  begin  to  look  at  our 
interdependence  through  specific  illustrations 
and  achievements.  All  of  us  take  much  for 
granted  that  it  is  our  right  to  live  in  a sanitary  < g 
environment  relatively  free  from  the  microbial 
agents  that  took  such  a toll  in  past  scourges 
and  epidemics. 

One  needs  only  a brief  exposure  to  the  health 
and  medical  problems  that  face  the  so-called 
underdeveloped  nations  to  realize  how  medical 
practice  and  the  maintenance  of  a sanitary 
environment  are  inter-related.  One  might  ask 
how  much  comfort  we  would  be  able  to  take 
in  our  own  high  level  of  obstetrical  care  if  we 
faced  no  alternative  but  to  release  healthy,  I c 
safely-delivered  newborns  into  a life  situation 
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where  the  infant  was  beset  by  the  hazards  of 
contact  with  unsafe  water,  unmanaged  human 
and  animal  waste,  daily  exposure  to  animal 
vectors  and  individuals  who  are  bearers  of 
communicable  and  infectious  diseases.  Under 
such  circumstances  our  most  valiant  efforts  in 
obstetrics  come  to  naught. 

Environmental  Health  Hazards 

Nor  can  we  assume  that  our  efforts  to 
minimize  environmental  hazards  to  health  are 
past  history.  While  we  in  Illinois  can  be  proud 
that  sewer  systems  serve  79  per  cent  of  the 
state  population  and  treatment  works  are  pro- 
vided for  97  per  cent  of  the  sewered  population, 
problems  of  water  pollution  are  very  much  with 
us  as  new  population  concentrations  develop 
and  industry  expands.  Under  the  aegis  of  the 
Division  of  Sanitary  Engineering,  Bureau  of 
Stream  Pollution,  grants  of  $5,900,000  under 
the  Federal  Water  Pollution  Control  Act  were 
allocated  to  74  municipal  pollution  abatement 
projects  supporting  sewage  works  projects  of 
over  $30  million.  The  Bureau  processed  32  for- 
mal Sanitary  Water  Board  actions  for  enforce- 
ment by  injunction,  damages,  or  orders  to  abate 
pollution. 

A total  of  2,300  surveys  of  public  water  sup- 
plies and  swimming  pools  was  made  under  the 
Bureau  of  Public  Water  Supplies,  and  1,930 
public  water  supply  approvals  and  244  swim- 
ming pool  permits  for  new  or  improved  facili- 
ties were  issued.  The  number  of  new  public 
water  supplies  and  new  swimming  pools  built 
was  39  and  234  respectively  at  an  estimated 
cost  of  $105  million.  At  the  present  time,  there 
are  1,429  public  water  supplies  and  1,000  swim- 
ming pools  in  the  state. 

Radiation  Control 

Action  to  cope  with  one  of  the  newer  hazards 
to  individual  and  community  health  is  reflected 
in  a wide  range  of  activities  bearing  on  radia- 
tion control.  The  Division  of  Sanitary  Engineer- 
ing completed  initial  inspections  of  all  8,000 
registered  radiation  installations  during  the 
past  two  years  and  initiated  a program  of  peri- 
odic re-inspection.  Nearly  all  defects  found  in 
70  per  cent  of  the  installations  were  corrected 
to  comply  with  Department  regulations  and 
registration  of  new  installations  continued. 


The  environmental  radiological  monitoring 
program  was  continued  and  data  published  at 
weekly  intervals.  Specific  phases  of  the  total 
program  were  coordinated  with  the  Illinois 
State  Medical  Society  and  other  professional 
groups,  the  U.  S.  Public  Health  Service,  and 
the  U.  S.  Atomic  Energy  Commission.  Tech- 
nical assistance  was  provided  to  the  Illinois 
Legislative  Commission  on  Atomic  Energy  in 
its  considerations  of  a disposal  site  for  radio- 
active wastes.  The  milk  industry  was  ap- 
proached in  developing  appropriate  measures 
for  preventing  excessive  exposure  to  the  popu- 
lation from  milk  containing  high  levels  of 
Iodine-131.  Special  studies  were  conducted  of 
the  effects  of  conventional  water  and  sewage 
treatment  facilities  in  concentrating  natural 
radioactive  materials. 

Public  Health  and  Housing 

Reflecting  public  concern,  the  State  Legisla- 
ture extended  new  responsibility  to  the  Depart- 
ment of  Public  Health  to  act  in  the  area  of 
housing.  Trailer  park  control  has  been  exer- 
cised under  statutory  authority  involving  ap- 
proximately 700  separate  mobile  home  parks 
containing  almost  26,000  spaces.  Under  author- 
ity of  an  Act  passed  by  the  72nd  General  As- 
sembly, migratory  labor  camp  control  was 
started  in  1962  and  during  this  first  year,  293 
camps  were  licensed. 

The  mutually  supportive  relationship  be- 
tween medical  practice  and  public  health  be- 
comes even  more  apparent  in  considering  activ- 
ities of  the  Department  in  the  field  of  maternal 
and  child  health.  In  cooperation  with  the 
Illinois  State  Medical  Society,  obstetricians 
completed  123  on-the-spot  investigations  of 
maternal  deaths,  prepared  detailed  summaries 
of  circumstances  surrounding  death,  and  par- 
ticipated in  educational  activities  based  on  in- 
formation gained  with  the  purpose  of  reducing 
the  number  of  such  deaths. 

Other  Areas  of  Public  Health  Administration 

In  the  area  of  prevention  of  mental  retarda- 
tion and  improving  care  of  the  mentally  re- 
tarded, the  Division  of  Preventive  Medicine 
initiated  a program  for  detection  and  treat- 
ment of  phenylketonuria,  an  inborn  error  of 
metabolism  leading  to  mental  retardation.  Un- 
der this  program,  the  Division  encouraged 
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screening  of  the  infant  population,  served  as 
the  central  registry  for  these  cases  in  the  state, 
and  arranged  for  long-term  intensive  follow-up 
of  susceptible  families. 

The  program  for  care  of  premature  infants 
continued  with  three  premature  care  centers 
located  in  the  downstate  area,  and  three  in  the 
Chicago  area.  Of  1,788  premature  infants  cared 
for  in  downstate  centers,  1,372  were  trans- 
ported to  centers  by  Department-owned  ambu- 
lance or  by  privately-owned  ambulances  paid 
for  by  the  Departmment.  The  Chicago  City 
Health  Department  provided  ambulance  trans- 
port for  965  of  the  1,359  infants  cared  for  in 
the  Chicago  centers. 

The  most  extensive  and  widely-publicized 
instance  of  cooperation  between  public  health 
agencies  and  county  medical  societies  took 
place  in  programs  of  polio  immunization. 
Through  its  Bureau  of  Epidemiology,  the  De- 
partment purchased  and  distributed  more  than 
3 million  doses  of  Salk  vaccine.  Also,  1 million 
doses  Type  I oral,  live  virus  vaccine  were  pur- 
chased, and  in  cooperation  between  the  Illinois 
State  Medical  Society  and  the  Department’s 
Polio  Technical  Advisory  Committee,  recom- 
mendations were  issued  for  use  of  the  live- 
virus  vaccine  in  community  programs  spon- 
sored jointly  by  county  medical  societies  and 
public  health  agencies.  On  January  14th  of  this 
year,  the  use  of  Type  III,  live-virus  vaccine 
was  authorized  by  the  Illinois  State  Medical 
Society  and  the  Department. 

Hill-Burton  and  the  Illinois 
Public  Health  Service 

Since  good  hospital  facilities,  conjointly  with 
the  physician’s  office,  provide  the  major  base 
for  the  provision  of  medical  care,  it  may  be 
worthwhile  to  review  Department  of  Public 
Health  activities  in  extending  available  facili- 
ties and  maintaining  standards.  The  Depart- 
ment has  administered  the  Federal  Hill-Burton 
(Hospital  and  Medical  Care  Facility  Construc- 
tion Program)  grant-in-aid  program  since  its 
inception  in  1946.  This  year,  the  Department 
has  approved  37  applications  for  construction 
of  hospitals  and  related  medical  care  facilities 
in  the  state.  Twelve  of  these  were  new  general 
hospitals  or  additions  to  existing  general  hospi- 
tals. In  addition,  special  category  projects  were 
approved  for  construction  grants:  4 psychiatric 


units,  3 local  health  departments,  3 additions 
to  professional  nurse  training  schools  and  dor- 
mitories. Additional  special  category  projects 
included:  6 nursing  homes,  3 chronic  disease 
units  in  hospitals,  4 diagnostic  and  treatment 
units  in  hospitals,  and  2 rehabilitation  centers. 
Under  the  Hill-Burton  program,  the  state  has 
allocated  approximately  $14  million  of  federal 
grant  funds  to  these  projects,  matched  in  each 
instance  by  local  support  and  it  is  expected  that 
some  20  additional  hospital  and  medical  care 
facility  projects  will  be  considered  for  grant  by 
the  end  of  June  1963. 

Public  Works  Acceleration  Act 

Further  impetus  to  enlarging  hospital  and 
medical  care  facilities  is  afforded  through  the 
Public  Works  Acceleration  Act,  passed  by  the 
Congress  in  September  1962  and  designed  to 
provide  federal  construction  grants  to  eligible 
projects  in  areas  of  the  state  having  substantial 
unemployment  and  problems  of  economic  un- 
der-development. The  Department  of  Public 
Health  is  responsible  for  administering  this 
program  as  far  as  hospital  and  medical  care 
facilities  are  concerned  and  already  eight  proj- 
ects have  been  developed,  with  total  construc- 
tion costs  of  nearly  $12  million  and  involving 
eligibility  for  nearly  $6  million  of  Public  Works 
funds. 

Hospital  Licensing  Act 

Since  1953,  the  Department  has  been  re- 
sponsible for  administering  the  Hospital  Licens- 
ing Act,  which  is  a reflection  of  the  state’s 
concern  with  providing  to  the  practicing  physi- 
cian a base  of  operations  that  matches  stand- 
ards of  good  medical  care  in  terms  of  both 
physical  facilities  and  management  procedures. 
Approximately  300  hospitals  are  licensed  annu- 
ally, following  inspections  by  Department  per- 
sonnel. During  the  past  year,  the  Department 
became  increasingly  concerned  with  numerous 
proposals  to  establish  new  large  hospitals  where 
there  were  questions  as  to  the  character  of 
sponsors  or  to  financing  arrangements.  In  an 
effort  to  protect  the  public  interest  in  this  im- 
portant matter,  the  Department,  with  the  ad- 
vice of  the  Hospital  Licensing  Board,  now 
requires  all  sponsors  to  disclose  fully  their 
identity  and  the  facts  of  ownership  and  financ- 
ing. 
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Community  Health 

The  problems  of  providing  services  and  care 
for  the  chronically  ill  and  aged  are  increasingly 
gaining  the  attention  and  efforts  of  all  who 
work  in  the  medical  and  health  field.  In  moving 
to  assume  its  share  of  responsibility  in  this  area, 
the  Department  has  used  funds  amounting  to 
approximately  $850,000  provided  under  the 
Community  Health  Services  and  Facilities  Act 
of  1961.  This  Act  is  directed  specifically  to  the 
provision  of  out-of-hospital  services  and  facili- 
ties in  recognition  of  the  principle  that  care  for 
the  chronically  ill  and  aged  is  a continuous  and 
progressive  process  in  which  primary  preven- 
tion, early  diagnosis,  treatment  and  after-care, 
whether  in  specialized  facilities  or  in  the  pa- 
tient’s home,  are  interconnected.  Out-of-hos- 
pital services  such  as  home  nursing  care,  meals 
on  wheels,  home  helper  service,  multiphase 
screening  programs  for  heart,  cancer,  diabetes, 
glaucoma  and  other  chronic  conditions  were 
developed  in  localities  throughout  the  state.  A 
sound  motion  color  film  on  stroke  rehabilitation 
was  produced  in  cooperation  with  the  Illinois 
State  Medical  Society  for  use  in  hospitals, 
nurses’  training  schools  and  before  medical  soci- 
ety groups.  Approximately  100  stipends  were 
granted  to  nurses  for  special  training  and  re- 
habilitation. 

Nursing  home  standards  have  been  revised 
and  up-graded.  At  the  beginning  of  1961,  there 
were  896  nursing  home  and  related  facilities 
with  34,200  beds;  now  there  are  923  facilities 
with  37,000  beds,  an  increase  of  2,800  beds  for 
the  aged.  Approximately  200  new  homes  pro- 
viding from  50  to  200  beds  in  each  facility  are 
in  the  blueprint  stage  or  are  under  construc- 
tion. The  Department  has  conducted  three  in- 
stitutes on  nutrition  for  nursing  homes  to  im- 
prove the  quality  of  food  being  served. 

It  would  be  beyond  the  scope  of  a single 
article  to  attempt  an  exhaustive,  comprehensive 
review  of  all  the  activities  of  the  Department 
of  Public  Health  in  the  past  year.  Those  that 
have  been  cited  were  selected  in  the  hope  of 
illustrating  the  mutuality  of  our  interests  with 
those  who  practice  clinical  medicine  in  the 
state.  The  purpose  of  this  article  will  have 
been  served  if  it  has  been  made  clear  that 
public  health  is  deeply  concerned  with  facilitat- 
ing and  enhancing  the  conditions  under  which 


medicine  is  practiced;  with  extending  the  physi- 
cians reach  in  the  management  of  his  patients, 
and  with  joint  action  in  cooperation  with  organ- 
ized medicine  to  protect  the  health  and  improve 
medical  care  of  our  states  residents.  This  em- 
phasizes the  advancement  of  free  enterprise 
medical  practice  by  appropriate  official  public 
health  agency  cooperation. 

To  refer  to  some  further  achievements  brief- 
ly, the  Department  of  Public  Health  was 
pleased  to  participate  in  the  planning  and  ac- 
tivities of  the  Illinois  Center  for  Zoonoses  Re- 
search. Established  by  an  act  of  the  Board  of 
Trustees  of  the  University  of  Illinois  in  1960, 
the  Center  is  the  first  institution  in  the  United 
States  devoted  specifically  to  fundamental  re- 
search on  the  diseases  common  to  man  and 
others  of  the  animal  kingdom.  The  Director  of 
the  Department  is  a member  of  the  Center’s 
senior  staff,  serving  in  the  capacity  of  Pro- 
fessor of  Public  Health. 

Illinois  joined  four  other  states  in  the  nation 
by  establishing  a Toxicology  Laboratory  in 
Chicago  under  the  Department’s  Division  of 
Laboratories.  This  service  will  greatly  assist 
law  enforcement  officials,  among  them  coro- 
ners, in  their  examinations  and  identifications. 
Another  laboratory  is  being  planned  for  Spring- 
field.  Illinois  now  has  80  Poison  Control  Cen- 
ters operating  in  hospitals  to  treat  accidental 
poisonings  and  provide  information  to  physi- 
cians on  a 24-hour  basis. 

The  rheumatic  fever  registry  in  the  Division 
of  Hospitals  and  Chronic  Illness  now  exceeds 
13,000  cases.  The  Department  provides  penicil- 
lin without  charge  to  physicians  to  aid  in  case 
management.  Screening  programs  for  cervical 
cancer  (Pap  smear)  were  conducted  to  facilitate 
early  diagnosis  and  prompt  physician  referral. 

In  June  1962,  the  Department  installed  a 
computer  which  has  made  possible  a consider- 
able expansion  in  the  collection  and  processing 
of  vital  statistics  and  the  availability  of  this 
information.  The  data  now  being  processed 
include  birth  and  death  certificates,  marriage 
and  divorce  records,  cases  of  reportable  dis- 
eases, payroll,  inventory  data,  activities  per- 
formed by  local  and  state  health  departments, 
special  studies  and  research  projects  with  many 
additional  projects  and  applications  planned. 

To  return  to  the  principle  which  is  central 
to  this  article — that  clinical  medicine  and  pub- 
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lie  health  serve  interdependent  functions,  this 
is  an  appropriate  point  to  redress  an  imbalance. 
Emphasis  has  been  laid  almost  exclusively  on 
those  achievements  and  activities  in  the  field  of 
public  health  which  can  be  seen  as  supportive 
of  the  practice  of  medicine.  It  is  necessary  to 
emphasize  equally  that  unlike  the  tax-supported 
agency  which  is  burdened  with  official  re- 
sponsibilities that  often  preclude  experimenta- 
tion and  new  program  approaches,  private 
medicine  and  voluntary  health  groups  have 
the  freedom  of  an  enterpreneur  who  can  im- 
provise, experiment,  perform  research  in  the 
manner  that  most  effectively  represents  the 
philosophy  of  our  Amrican  system  of  free 
enterprise. 

With  the  high  value  we  place  on  the  indi- 
vidual’s right  to  health  and  well-being  phys- 
ical, social  and  emotional,  it  is  the  physician, 
functioning  in  his  office,  the  hospital  and  the 
community,  who  accepts  ultimate  responsibility 
for  the  individual  in  health  and  in  sickness. 

The  physician,  as  an  individual  and  as  a 
member  of  his  professional  society,  is  practical- 
ly without  peer  as  a source  of  influence  and 
leadership  in  his  community.  It  is  to  him  and 
to  his  organization  that  public  health  must  turn 
for  counsel  and  assistance  in  carrying  out  what 
is  the  most  vexing  task  that  faces  public  health 


in  Illinois.  The  Illinois  State  Medical  Society 
has  affirmed  the  principle  that  public  health 
coverage  in  the  form  of  home-based  agencies 
should  extend  to  every  area  of  our  state.  This 
at  present  is  not  the  situation  in  Illinois.  Ap- 
proximately 30  per  cent  of  our  population  and 
70  per  cent  of  our  counties  are  not  served  by 
local  full-time  health  departments.  By  contrast, 
almost  every  county  and  locality  has  a func- 
tioning medical  society. 

There  is  much  work  to  be  done  so  that  lead- 
ers and  communities  at  large  are  convinced  that 
public  health  services  make  a valid  and  needed 
contribution  to  their  well-being  worthy  of  the 
kind  of  moral  and  financial  support  which  local 
public  health  agencies  require. 

With  the  leadership  that  the  physician  in 
the  community  can  provide,  we  may  look  for- 
ward to  that  day  when  each  and  every  citizen 
of  every  state  can  expect  to  receive  the  best 
curative,  preventive  and  health-promoting 
services  that  private  medicine  and  public  health 
working  together  can  bring. 

REFERENCES 

1.  As  listed  in  the  Social  Service  Directory  issued  by  the  Wel- 
fare Council  of  Metropolitan  Chicago. 

2.  Transfer  of  the  health  program  for  Indians  from  the  Bureau 
of  Indian  Affairs  of  the  Department  of  the  Interior  to  the 
Public  Health  Service  of  the  Department  of  Health,  Educa- 
tion and  Welfare  took  place  on  July  1,  1955.  (PHS  Publica- 
tion No.  531,  “Health  Services  for  American  Indians). 


Nutrition  in  Teen-Age  Pregnancy 

Studies  of  the  outcome  of  pregnancy  have  shown  that  com- 
plications such  as  toxemia,  pelvic  contraction  and  delivery  of  im- 
mature infants  are  seen  more  frequently  in  very  young  girls  than 
in  older  women.  Although  age  per  se  is  a significant  factor,  the 
possible  involvement  of  nutrition  is  often  overlooked.  Poor 
nutritional  status  appears  to  be  related  to  increased  rates  of 
prematurity,  cesarean  section  and  perinatal  death.  Diet  studies 
during  pregnancy  suggest  that  calcium,  niacin,  and  ascorbic  acid 
consumption  may  be  less  than  half  that  recommended;  protein, 
iron,  thiamine  and  riboflavin  may  also  be  problems.  Dietary 
habits  are  associated  with  educational  level,  income  and  pre- 
natal care.  Need  for  nutrition  education  and  formation  of  good 
dietary  habits  early  in  life,  as  well  as  during  pregnancy,  cannot 
be  over-emphasized.  This  is  particularly  true  for  the  teen-age 
mother  where  nutritional  stresses  of  pregnancy  are  superimposed 
on  the  increased  needs  normally  associated  with  adolescence. 
Dairy  Council  Digest,  35:5  (Sept.-Oct.),  1964. 
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Service  Somnambulists 

Little  is  known  about  sleepwalking  in  late 
adolescence  and  adulthood.  Most  victims  are 
males  and  the  condition  is  considered  a symp- 
tom of  a variety  of  emotional  and  psychic  dis- 
turbances (conditions). 

The  results  of  a detailed  psychiatric  study  on 
14  navy  and  marine  somnambulists  ( sleepwalk- 
ers ) were  published  recently  in  the  Archives  of 
General  Psychiatry.  The  authors  found  that  35 
per  cent  were  schizophrenics;  28  per  cent  had 
schizoid  personality  traits;  and  the  remainder 
were  (mainly)  neurotic. 

All  displayed  signs  of  inadequate  male  iden- 
tification— a tendence  to  prefer  the  feminine 
role.  They  had  passive  and  dependent  strivings, 
with  conflicting  feelings  in  regard  to  aggression 
(male)  and  passivity  (female). 

Theodore  R.  Van  Dellen,  M.D. 


Silent  Gall  Stones 

Are  asymptomatic  gall  stones  an  indication 
for  cholecystectomy?  Most  surgeons  advise  sur- 
gery especially  when  the  individual  has  a life 
expectance  of  more  than  six  years.  They  defend 
their  position  on  the  observation  that  many  of 
these  patients  develop  symptoms  ultimately  and 
may  require  surgery  at  a time  when  the  risk  is 
greater. 

This  was  brought  out  several  years  ago  by 
Lund1  of  Denmark.  He  followed  526  patients 
from  five  to  twenty  years  and  at  least  one  third 
to  one  half  of  the  patients  subsequently  devel- 
oped severe  symptoms  and/or  complications. 
All  had  asymptomatic  cholelithiasis  when  seen 
originally.  Twenty -five  per  cent  developed  acute 
cholecystitis  and  common  duct  stones. 

The  mortality  proved  to  be  at  least  2.7  per 
cent.  A number  of  deaths  were  avoided  by  sub- 
sequent surgery.  Lund  also  noted  a marked 


increase  in  the  mortality  with  advancing  age. 
Over  the  age  of  60  there  was  a minimum  mor- 
tality of  7.2  per  cent.  Oldsters  tolerate  simple 
surgical  procedures  on  the  biliary  tract  very 
well;  it  is  a different  story  when  it  comes  to 
complicated  procedures. 

Only  three  developed  cancer  of  the  gall  blad- 
der. He  concluded  that  the  risk  of  carcinoma  of 
the  gall  bladder  is  no  greater  than  the  operative 
mortality  in  elective  cholecystectomy  (less  than 
one  per  cent).  The  risk  of  cancer,  per  se,  should 
not  be  the  indication  for  prophylactic  cholecy- 
stectomy. It  should  be  an  added  inducement  for 
surgery  since  it  is  the  only  effective  preventive 
measure  against  this  type  of  malignancy. 

Theodore  R.  Van  Dellen,  M.D. 

1.  Lund,  Gorgen:  Surgical  Indications  in  Cholelithiasis.  Ann. 

Surg.,  151:153  (Feb.),  1960. 


Death  and  Researchers 

Who  killed  Cock  Robin?  This  catchy  title  on 
a News  Release  by  Shirley  Linde  and  North- 
western University  concerned  a question  posed 
by  Dr.  Carl  A.  Dragstedt.  He  wrote  in  the  cur- 
rent issue  of  “Prospectives  In  Biology  and  Medi- 
cine” that  researchers  begin  to  die,  scientifically 
speaking,  shortly  after  their  35th  birthday.  His 
researcher  in  question  was  Dr.  Cockrell  Robin- 
son (Cock  Robin),  an  internationally  recog- 
nized authority  on  histamines  and  allergic  reac- 
tions. This  fictitious  character  came  to  a medical 
school  as  an  assistant  professor  and  had  the 
good  fortune  to  begin  his  research  in  a fertile 
area  that  produced  articles  which  aroused  the 
academic  world. 

In  other  words,  he  was  a real  stemwinder  and 
in  due  time  was  appointed  on  the  editorial 
board  of  a scientific  journal.  This,  he  was  told, 
requires  no  extra  time  “.  . . . since  he  would 
merely  read  in  advance  of  their  publication  the 
same  manuscripts  he  read  when  published.”  But 
instead,  he  was  soon  enmeshed  in  arguments 
(Continued  on  page  466) 
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only  the  antibiotic 
from  this  mold  enables 
you  to  prescribe  in 
so  many  convenient 
dosage  forms 


Terramycin  (oxytetracycline)  Intramuscular  Solution  is  only  one 
of  an  unmatched  variety  of  dosage  forms  made  possible  by  the 
unique  chemical  characteristics  of  the  oxytetracycline  molecule. 
This  unique  preconstituted  solution  offers  economy  and  convenience 
as  well.  Always  ready  for  immediate  injection,  it  requires  no  refriger- 
ation and  remains  stable  for  years.  It  is  available  in  ampules,  vials, 
and  in  Isoject,  a sterile  and  completely  disposable  injection  system 
offering  maximum  protection  against  syringe-transmitted  hepatitis. 

Included  in  a wide  range  of  practical  dosage  forms  are  Terramycin 
(oxytetracycline)  and  Terrastatin  (oxytetracycline  plus  nystatin) 
Capsules  as  well  as  pleasantly  fruit- flavored  pediatric  syrup  and  drops, 
supplied  in  a preconstituted  form  and  not  requiring  refrigeration. 
Terramycin  (oxytetracycline)  is  also  available  in  intravenous  prepara- 
tions of  proved  effectiveness  as  well  as  numerous  topical  formulations 
thus  making  available  the  benefits  of  Terramycin  (oxytetracycline)  for 
a wide  range  of  clinical  needs. 

Ahead  of  its  time  for  14  years,  Terramycin  (oxytetracycline)  remains 
a broadly  useful  antibiotic  with  a world  of  experience  to  support  its 
record  of  effectiveness,  safety  and  practicality. 
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YMYCIN 

OXYTETRACYCLINE 


unique  properties  make  the  difference  in  difficult  or  routine  cases... 


Side  effects:  Glossitis  and  allergic  reactions  have  been  reported 
as  rare  side  effects.  Use  of  oxytetracycline  during  the  last  tri- 
mester of  pregnancy,  neonatal  period  and  early  childhood  may 
cause  discoloration  of  developing  teeth.  Reduce  usual  dosage 
and  consider  serum  level  determinations  in  patients  with  im- 
paired renal  function  to  prevent  possible  liver  toxicity  due  to 
excessive  accumulation  of  antibiotic  in  the  serum.., 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  oc- 
cur. In  such  cases,  discontinue  medication  and  institute  appro- 
priate specific  therapy  as  indicated  by  susceptibility  testing. 
Aluminum  hydroxide  gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 


Formulas:  Terramycin  Capsules:  oxytetracycline  HC1,  250  mg. 
and  125  mg. ; Terramycin  Syrup:  calcium  oxytetracycline,  125 
mg.  per  5 cc.;  Terramycin  Pediatric  Drops:  calcium  oxytetra- 
cycline, 100  mg.  per  cc.  Terramycin  Intramuscular:  100  mg.  of 
oxytetracycline/ 2 cc.  or  250  mg./2  cc.  Terramycin  Intrave- 
nous, 250  mg.  vials  of  oxytetracycline  HC1  buffered  with  1.0 
grams  of  ascorbic  acid  or  500  mg.  vials  with  2.0  grams.  Terra- 
statin  Capsules:  oxytetracycline,  250  mg.  and  nystatin,  250,000 
units.  Terrastatin  for  Oral  Suspension,  When  reconstituted  each 
teaspoonful  (5  cc.)  contains  125  mg.  of  oxytetracycline,  and 
125,000  units  of  nystatin. 

More  detailed  professional  information  available  on  request. 
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with  authors  relative  to  data,  use  of  tables, 
graphs,  illustrations,  grammar,  etc. 

He  did  a good  job  (in  addition  to  his  regular 
school  duties)  and  soon  was  appointed  to  the 
Council  on  Drugs  of  the  American  Medical  As- 
sociation. He  was  asked  to  describe  new  drugs, 
find  suitable  generic  names,  and  arbitrate  these 
with  representatives  of  international  bodies — all 
to  lessen  the  confusion  that  prevails  on  the 
subject. 

This  led  to  his  appointment  to  the  Pharmacol- 
ogy Study  Section  of  the  National  Institutes  of 
Health  where  he  began  to  review  the  hundreds 
of  applications  from  research  project  directors 
including  their  reprints,  letters  of  recommenda- 
tion, and  supporting  documents. 

Dr.  Robinson  then  is  elected  to  the  Revision 
Committee  of  the  United  States  Pharmacopoeia 
and  promoted  to  an  associate  professor  at  his 
university.  His  increased  stature  was  recognized 
at  home  and  in  time  he  was  asked  to  sit  at  the 
center  table  at  the  faculty  club.  Meanwhile  his 
wife  senses  the  importance  of  their  position  and 
they  build  a beautiful  home  on  Uppity  Hill,  and 
to  save  money,  the  upstairs  was  left  unfinished 
— for  Dr.  Robin  to  complete  in  his  spare  time. 
For  additional  revenue,  she  gets  him  to  prepare 
a popular  lecture  to  give  to  the  PTA  and  other 
groups. 

The  Dean  assigns  Robin  to  assorted  academic 
responsibilities,  including  chairman  of  the  cur- 


from  page  461) 

riculum  committee  and  a membership  on  the 
admissions  committee.  He  was  made  a student 
adviser  to  “act  as  employment  agency,  conduct 
a financial  lifeguard  service,  fabricate  evasive 
stories  for  students  who  had  trouble  with  draft 
boards,  and  attempt  to  cover  up  the  inevitable 
misuse  of  liquor  in  fraternity  houses.”  And  all 
this  in  addition  to  his  primary  responsibility  of 
teaching  medical  students. 

Dr.  Dragstedt  then  tells  how  Dr.  Robinson’s 
research  interests  reach  a crises  when  other 
researchers  begin  to  obtain  better  results  using 
electric  eels  and  giraffes.  There  are  not  obtain- 
able at  his  university  so  he  arrives  finally  at  a 
stage  of  technological  unemployment. 

Why  do  academic  men  accept  or  take  these 
jobs?  According  to  Dr.  Dragstedt,  “They  repre- 
sent a recognition  of  the  individual’s  ability  and, 
indirectly,  are  a tribute  to  his  university  which 
he  feels  he  ought  to  recognize  and  encourage.” 

Dr.  Dragstedt  ought  to  know  because  he  has 
had  most  of  these  jobs  during  his  years  as  chair- 
man of  Northwestern’s  department  of  Pharma- 
cology. His  brother  Lester  R.  who  was  retired 
recently  from  the  University  of  Chicago  did  the 
same.  Many  physicians  in  Illinois  are  thankful 
because  they  owe  a great  deal  to  these  men.  We 
want  the  Dragstedt  brothers  to  know  that  we 
appreciate  the  fame  and  honor  that  their  extra 
work  brought  to  our  area  and  to  our  medical 
schools.  T.  R.  Van  Dellen 


Commentary  on  5th  Edition— Health  Education  AMA/NEA 


For  the  lost  wanderer  in  the  Sahara,  a murky 
pond  appears  as  an  answer  to  a prayer.  For  the 
seasoned  mountain  climber  in  the  Alps,  a grassy 
hillock  is  of  little  consequence.  This  in  essence 
expresses  our  view  of  the  completely  rewritten 
5th  Edition  of  the  AMA/NEA  Health  Educa- 
tion. When  viewed  in  comparison  with  prevail- 
ing books  on  school  health  in  the  United  States, 
this  volume  assumes  notable  proportions.  If 
viewed  in  respect  to  the  functional,  lucid,  stim- 
ulating and  useful  books  which  might  be  ex- 
pected to  abound  on  this  subject,  this  volume  in 
all  probability  would  pass  unnoticed. 


Obviously,  this  book  suffers  initially  from 
being  a revised  edition  of  a series  of  statements 
on  school  health  education  extending  over  a 
period  of  38  years.  This  limits  freedom  from  the 
shackles  of  outmoded  opinions,  concepts  and 
practices  of  the  past.  This  is  a particular  handi- 
cap in  a subject  area  which  has  unfortunately 
enjoyed  little  fresh  thinking  during  the  past  10 
years. 

While  both  health  and  education  specialists, 
teachers  and  administrators  are  apparently  in 
agreement  that  recent  progress  in  school  health 
(Continued  on  page  468) 
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Bed  of  Digitalis  purpurea 

with  Campanula  (Canterbury  Bells,:  in  foreground 


Not  far  from  here  are  manufactured 
from  the  powdered  leaf 
Pil.  Digitalis  (Davies,  Rose) 

0.1  Gram  (IV2  grains)  or  1 U.S.P.  Digitalis  Unit. 

They  are  physiologically  standardized, 
with  an  expiration  date  on  each  package. 

Being  Digitalis  in  its  completeness, 
this  preparation  comprises  the 
entire  therapeutic  value  of  the  drug. 

It  provides  the  physician  with  a safe  and  effective 
means  of  digitalizing  the  cardiac  patient 
and  of  maintaining  the  necessary  saturation. 
Security  lies  in  prescribing  the 
“original  bottle  of  35  pills,  Davies,  Rose.” 


Clinical  samples  and  literature  sent  to  physicians  on  request 
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leaves  much  to  be  desired,  it  is  not  any  easy 
matter  to  alter  prevailing  school  health  education 
patterns.  One  reason  is  the  ever  increasing  di- 
versity and  expanding  dimensions  of  school 
health  itself  which  are  outcomes  of  the  complex- 
ity of  our  society.  Another  reason  is  the  recent 
advent  of  specialists  in  various  segments  of  the 
health  field  such  as  dental  health,  nutrition, 
safety,  mental  health,  accident  prevention,  VD, 
drug  addiction  and  alcoholism.  These  specialists 
work  in  progressively  narrowing  bands  of  the 
school  health  program,  they  advocate  and  ex- 
ert pressure  for  an  overwhelming  volume  of 
information  to  be  imparted,  learned  and  ap- 
plied. This  information  comes  from  the  special- 
ists to  teachers  neatly  packaged  in  such  forms 
as  graded  units,  projects,  programs,  handbooks, 
teacher  guides  with  such  impelling  imperatives 
that  school  people  are  frequently  at  a loss  to 
distinguish  for  their  particular  situations  the  es- 
sentials from  subsidiary  material.  Unfortunately, 
school  people  receive  too  much  hard  sell  in 
these  specialized  health  areas  from  external 
sources  and  too  little  understanding  and  guid- 
ance as  to  how  to  adopt  available  material  and 
programs  to  individual  school/ community  needs 
and  problems.  The  5th  Edition  of  Health  Edu- 
cation provides  little  more  than  cursory  atten- 
tion to  this  problem. 

In  all  fairness,  it  must  be  said  that  the  5th 
Edition  covers  quite  comprehensively  the  di- 
mensions and  concepts  of  school  health  educa- 
tion. There  is  a wealth  of  information  through- 
out the  book.  This  is  particularly  true  in  the 
chapters  dealing  with  the  socio-scientific  basis 


and  attitude  and  behavior  change  in  health  edu- 
cation. Of  note  also  are  the  up-to-date  selected 
references  at  the  end  of  each  chapter.  The  photos 
are  handled  with  sensitivity  and  are  perhaps  the 
saving  grace  of  the  volume. 

However,  aside  from  the  dull  style  in  which 
the  book  is  written,  it  bespeaks  of  the  communi- 
cation and  conceptual  gap  which  exists  between 
writers  of  school  health  education  books  and 
those  who  might  wish  to  use  them.  The  unfor- 
tunate assumption  which  seems  to  be  made  is 
that  because  the  body  of  health  information  is 
now  on  a scientific  basis,  it  can  also  be  taught 
scientifically.  Teaching  is  still  an  art,  and  to 
date,  the  leaders  in  school  health  education  do 
not  seem  to  be  in  agreement  as  to  the  minimum 
body  of  health  knowledge,  attitudes  and  prac- 
tices which  should  be  learned  at  any  particular 
grade  level.  Also  any  reliable,  let  alone  stand- 
ardized, progression  of  teaching  health  is  yet 
to  be  established.  This  does  not  seem  to  be  rec- 
ognized or  dealt  with  in  the  5th  Edition. 

In  conclusion,  it  is  interesting  to  note  that 
Health  Education  is  invariably  required  reading 
for  all  health  education  majors  in  schools  of 
public  health.  However,  it  is  difficult  to  find  a 
student  or  graduate  who  has  read  the  book  in 
its  entirety  or  who  refers  to  it  with  anything  but 
distaste  as  a dull,  laborious  reference.  Without 
doubt,  this  book  contains  the  essential  nuggets 
of  school  health  education,  but  few  seem  to 
have  the  inclination  to  pan  them  out. 

Lynford  L.  Keyes 
Chief  Bureau  of  Health  Education 
State  of  Illinois  Dept,  of  Public  Health 


International  Health  Symbol 

The  emergency  medical  identification  symbol  sponsored  by  the 
American  Medical  Association  for  universal  use  was  adopted  by 
the  Assembly  of  the  World  Medical  Association  at  their  meeting 
in  Helsinki,  Finland,  in  June,  1964. 

The  resolution  stated  “that  this  symbol — be  adopted  by  the 
World  Medical  Association  as  the  universal  emergency  medical 
information  symbol,  and  that  its  use  on  identification  tags,  brace- 
lets and  cards  be  encouraged  among  the  people  of  the  world.” 
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PERCODAN 


in  moderate  to 
moderately  severe  pain. . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  ]_ 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  Percodan®-Demi,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2.628, 185  and  2.907.768 
Literature  on  request. 
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MODULAR  INSTRUMENTATION  SYSTEM 


Spacelabs,  Inc.,  Van  Nuys,  Calif.,  offers  a new 
system  of  physiological  instrumentation  applicable  to 
a wide  range  of  medical  research. 

Designated  as  the  Model  130  Biotel,  it  provides  the 
capability  of  monitoring  up  to  eight  physiological 
parameters  using  either  hardwire  or  telementry  trans- 
mission. The  system  consists  of  modular  building 
blocks  which  can  be  arranged  in  a wide  variety  of  con- 
figurations to  suit  many  applications. 

Biotel  modules  are  in  use  for  monitoring  the  electro- 
cardiograms of  critical  heart  patients  in  hospitals  and 
for  maintaining  a comprehensive  check  on  test  subjects 
engaged  in  space  flight  research.  The  flexibility  of  the 
Biotel  solves  a major  problem  in  medical  research  by 
allowing  the  researcher  to  tailor  a system  to  his  particu- 
lar needs.  Modules  are  available  for  monitoring  the 
electrocardiogram,  respiration,  electroencephalogram, 
temperature,  electromyogram,  galvanic  skin  response, 
and  voice  either  singly  or  in  combination. 

Biotel  components  include  sensors,  signal  condi- 
tioners, transmitter,  power  supply,  and  receiving  station. 
The  sensors,  signal  conditioners,  ( and  transmitter  if 
desired)  are  worn  in  a specially  tailored  vest.  The  re- 
ceiving station  contains  a receiver  ( for  telemetry  trans- 
mission only)  and  discriminators  which  are  used  to 


drive  most  standard  strip  chart  recorders  or  oscillo- 
scopes. 

Particular  attention  has  been  given  to  the  sensors 
which  are  based  on  the  design  developed  for  the 
Project  Mercury  astronauts. 

A detailed  handbook  of  operating  instructions  is 
supplied  with  the  system  which  simplifies  operation  and 
maintenance. 

The  Biotel  concept  grew  out  of  Spacelabs  work  in 
developing  a wide  variety  of  aerospace  bioinstrumenta- 
tion including  that  for  the  forthcoming  Gemini  manned 
spaceflight  program.  Improved  operational  character- 
istics and  flexibility  make  the  Biotel  unique  in  the  re- 
liability and  service  it  offers  to  medical  researchers. 


CHEMICALLY  SAFE  CONTACT  LENS 

Three  years  of  diligent  research  have  produced  a new 
contact  lens  material  which  provides  an  answer  to 
recent  claims  against  these  seeing  aids,  according  to  an 
announcement  by  Dr.  Newton  K.  Wesley,  Director  of 
National  Eye  Research  Foundation,  a not-for-profit 
organization,  dedicated  to  better  vision. 

The  new  antiseptic  lens  has  tested  out  to  be  chem- 
ically safe.  Its  bacteriostatic  action  arrests  the  growth 
of  germs,  thereby  preventing  or  retarding  possible  in- 
fections caused  by  carelessness  of  the  wearer,  or  by 
dust  particles  getting  into  the  eye. 

The  antiseptic  contact  lens  was  developed  by  Dr. 
Newton  K.  Wesley  and  Dr.  George  N.  Jessen,  optom- 
etrists and  recognized  leaders  in  the  contact  lens  field, 
who  through  their  continuing  research  have  developed 
a number  of  special  contact  lenses  for  correction  of 
vision  and  for  improvement  of  vision  in  cases  where  the 
deficiency  cannot  be  corrected  by  other  means. 

The  research  which  produced  the  new  antiseptic  lens 
was  confirmed  by  bacteriologist  John  R.  Torgerson, 
B.S.,  M.S.,  M.D.,  now  part  of  the  medical  faculty  of 
the  University  of  Illinois;  Rosner-Hixson  Laboratories,  a 
nationally  recognized  scientific  research  organization, 
and  by  the  Department  of  Ophthalmology  of  North- 
western University. 

The  first  step  in  the  development  of  the  antiseptic 
contact  lens  was  the  creation  of  a plastic  in  which 
germ-inhibiting  substances  could  be  incorporated  by 
chemical  means.  After  a long  search,  and  many  trials, 
the  right  antiseptic  substances  were  found  and  incor- 
porated into  the  plastic.  To  assure  an  impartial  report, 

(Continued  on  page  472) 
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Argo  Pure 
Corn  Starch 
the  Ideal 
Baby  Powder 

ARGO  HANDY- PACK  It’s  the  ideal  plastic 
dispenser  for  dusting  powder  on 
babies.  By  squeezing  the  sides,  the 
new  Handy-Pack  puffs  out  the  exact 
amount  of  Argo  required.  Easy  to 
use,  the  Argo  Handy-Pack  is  re- 
usable, too.  Just  remove  cap  and  re- 
fill from  the  yellow  and  blue  Argo 
packages  to  have  a permanent,  eco- 
nomical dusting  powder  dispenser. 

ARGO  CORN  STARCH  Argo  Corn  Starch  is 
safer  than  ordinary  baby  powder  be- 
cause it  contains  no  abrasives.  Argo 
Corn  Starch  dries  up  moisture  . . . 
soothes  irritating  rash  and  chafed 
skin.  And  Argo  leaves  a velvet- 
smooth  film  on  skin  to  guard  against 
further  irritation.  Argo  in  the  new 
plastic  Handy-Pack  is  pure  corn 
Starch  in  its  most  convenient  form. 
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Drs.  Wesley  and  Jessen  retained  Dr.  John  R.  Torgerson, 
the  bacteriologist,  to  carry  on  the  required  study. 

After  a favorable  report  from  Dr.  Torgerson  covering 
1,843  separate  bacteriologic  experiments,  the  antiseptic 
contact  lenses  were  subjected  to  animal  wearing  tests. 
Abrasions  were  artificially  created  on  the  eyes  of  some 
of  the  243  rabbits  used  in  the  study,  and  it  was  found 
that  the  new  lens  definitely  shortened  the  time  required 
for  healing.  The  other  rabbits  wore  an  antiseptic  lens 
on  one  eye  and  a regular  contact  lens  on  the  other,  to 
determine  how  well  the  new  lens  would  be  tolerated. 
No  differences  could  be  noted,  establishing  that  the 
antiseptic  lens,  being  well  tolerated,  would  be  as  ac- 
ceptable to  the  eye  as  the  regular  contact  lens. 

To  determine  bacteristatic  effectiveness,  massive  doses 
of  bacteria  were  instilled  into  the  eyes  of  the  rabbits, 
and,  for  both  the  gram-negative  as  well  as  the  gram- 
positive bacteria  tested,  the  new  antiseptic  lenses  in- 
hibited bacterial  growth  effectively,  whereas  the  regu- 
lar contact  lenses  could  not  do  so. 

Despite  the  success  of  the  rabbit  experiment,  Drs. 
Wesley  and  Jessen  asked  the  Rosner-Hixson  Labora- 
tories, a widely  accredited,  unbiased,  independent  re- 
search group,  to  repeat  the  study  for  confirmation. 
Their  report  established  that  the  new  antiseptic  lens 
was  well  tolerated,  and  that  it  exerted  a definite  bacter- 
iostatic influence. 

The  final  and  most  important  step — the  experimental 
wearing  of  the  new  lenses  on  the  eyes  of  human  beings 
— was  undertaken  by  the  eye  clinic  of  Northwestern 
University.  After  the  wearing  of  the  new  antiseptic 
contact  lenses  by  65  people  in  a prolonged  study,  it  was 
concluded  that  these  lenses,  made  of  a new  plastic  with 
effective  bacteriostatic  influence,  were  well  tolerated 
by  the  human  eye. 

The  new  lens  demonstrates  the  value  of  the  con- 
tinuing research  carried  on  in  the  ophthalmic  field.  It 
is  through  such  developments  as  the  antiseptic  contact 
lens,  made  possible  through  the  teamwork  of  labora- 
tories, universities,  and  doctors  of  the  sciences  of 
optometry  and  ophthalmology,  that  professional  care 
of  the  vision  of  the  nation  is  assured. 


VIEW  20  SLIDES  AT  ONCE 

Twenty  2 x 2"  photographic  slides  can  be  seen  at  a 
single  glance  in  normal  room  light  with  a patented  new 
visual  filing  and  selection  system  introduced  by  the 
VPD  Division  of  the  Joshua  Meier  Company. 

Called  “Slide  Sho,”  the  new  VPD  product  is  a semi- 
rigid molded  plastic  page  with  20  niches  into  which  any 
2 x 2"  slide  may  be  stored  easily  and  quickly.  A heavy 
duty  raised  rib  around  the  perimeter  of  the  page  offers 
extra  strength  and  allows  the  pages  to  be  nested  to- 
gether, keeping  slides  dust  free.  Each  translucent  page 
is  backed  with  an  exclusive  diffusion  coating  which  al- 
lows maximum  light  through  evenly  making  viewing 
easy  in  normal  room  light. 


Semi-rigid  molded  plastic  page  with  20  niches  is  feature  of 
“Slide-Sho”  that  permits  viewing  of  20  2"x2"  slides  at  once. 

The  VPD  Slide-Sho  pages  will  fit  3 ring  binders, 
multi-ring  binders,  portable  files,  desk  files  and  all  per- 
manent cabinet  filing  systems.  This  versatility  and  port- 
ability, plus  the  ease  of  identifying  and  selecting  slides, 
offers  many  advantages  over  “tomb-type”  files,  which 
merely  store  slides. 

Slide-Sho  pages  are  ideally  suited  for  filing  slide  col- 
lections requiring  ready  reference,  visual  selection,  se- 
quence viewing,  and  ease  of  expansion.  Pages  are  light- 
weight, weighing  only  1 ounce,  and  compact,  allowing 
20  pages  per  one  inch  of  storage  space.  The  system  is 
already  being  used  by  a number  of  clinical,  library,  lab- 
oratory, research,  and  educational  centers,  as  well  as  by 
many  industries  for  presentations,  visual  catalogues,  dis- 
plays and  standard  slide  filing  purposes. 

VPD  Slide-Sho  pages  are  priced  at  $.75  each,  and  are 
available  from  photographic  or  stationery  suppliers.  Fur- 
ther information  is  available  from  the  VPD  Division, 
Joshua  Meier  Company,  Inc.,  601  West  26th  Street, 
New  York  1,  New  York. 

WINSTROL — ANABOLIC  AGENT 

Weight  gains  ranging  up  to  19.5  pounds  were  pro- 
duced by  the  anabolic  steroid  Winstrol  (stanozolol)  in 
102  of  105  underweight,  clironically-ill  patients  aver- 
aging 55  years  of  age,  Dr.  Manning  J.  Rosnick  re- 
ports in  Clinical  Medicine  (71:989,  1964). 

The  average  weight  gain  was  6.2  pounds  during  the 
treatment  period,  which  lasted  from  three  days  to  six 
months.  Winstrol,  a new  steroidal  pyrazole  compound, 
was  prescribed  to  improve  the  nutritional  condition  of 
the  subjects,  who  were  all  office  patients.  In  addition 
to  being  underweight,  many  had  such  conditions  as 
osteoarthritis,  chronic  hypertension,  asthma,  angina  pec- 
toris and  alcoholism.  Poor  appetite  was  common. 

(Continued  on  page  477) 
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an  ironclad  case 
against  anemia* 

Heptuna*  Plus 

arms  your  patients  to  fight  anemia  due  to 
deficient  iron  intake  and  loss  of  blood. 

Its  formula  has  been  improved  6 times  in  12 
years  to  reflect  findings  of  proven  nutritional 
importance  in  oral  therapy  of  hypochromic 


microcytic  anemias. 

Current  Formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate) 100  mg. 

Desiccated  liver,  N.F.  (undefatted).  50  mg. 

Vitamin  C (from  sodium 
ascorbate)  150  mg. 

Vitamin  B,2  (as  Stablets®) 
with  intrinsic  factor  concentrate 
(noninhibitory) 'h  N.F.  oral  unitt 

Bi  (thiamine  mononitrate,  U.S.P.)  ...  3 mg. 

B2  (riboflavin,  U.S.P.) 2 mg. 

B6  (pyridoxine  hydrochloride,  U.S.P.).  2 mg. 

Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P 1 mg. 

Cobalt  (from  cobalt  sulfate) 0.1  mg. 

Copper  (from  copper  sulfate) 1 mg. 

Molybdenum  (from  sodium 
molybdate)  0.2  mg. 

Calcium  (from  dicalcium 
phosphate)  37.4  mg. 

Iodine  (from  potassium  iodide)  . . . 0.05  mg. 

Manganese  (from  manganese 
sulfate) 0.033  mg. 

Magnesium  (from  magnesium 
sulfate)  2 mg. 

Phosphorus  (from  dicalcium 
phosphate)  29  mg. 


Potassium  (from  potassium  sulfate)  . .1.7  mg. 
“Hypochromic  microcytic  anemia. 
tPotency  established  prior  to  mixture  with  other  in- 
gredients. Stablets,  U.  S.  Pat.  No.  2,830,933. 

Precautions  and  Side  Effects:  Because  some 
patients  with  pernicious  anemia  do  not  re- 
spond to  oral  Vitamin  B12,  they  should  be 
followed  with  periodic  laboratory  studies. 
Anemia  is  a manifestation  of  an  underlying 
disease  and  it  is  necessary  to  make  an  etio- 
logical diagnosis.  In  a small  percentage  of 
patients,  iron  therapy  causes  gastrointesti- 
nal irritation.  In  these  patients,  administering 
Heptuna  Plus  with  meals  or  reducing  the 
dosage  usually  will  alleviate  the  symptoms. 
Supplied  in  bottles  of  100  capsules.  Rx  only. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 

New  York,  N.Y.  10017 


Rx  REVIEWS  and  NEW  PRODUCTS 

(Continued  from  page  472) 

Most  of  the  group  reported  a feeling  of  well-being, 
being  less  tired  and  not  so  tense,  as  well  as  gaining 
weight.  Those  with  anorexia  said  their  appetites  im- 
proved. 

Winstrol,  according  to  Dr.  Rosnick,  acts  by  increas- 
ing retention  of  nitrogen  and  minerals,  reversing  tissue- 
depleting  processes  and  promoting  better  utilization  of 
dietary  protein. 

Referring  to  undesirable  side  effects,  he  says: 

“Unlike  other  drugs  of  this  kind,  stanozolol  showed 
almost  no  androgenic  activity;  thus  it  can  be  given  to 
female  patients  with  little  expectation  that  virilizing  ef- 
fects will  appear.  Also,  unlike  other  anabolic  steroids, 
effects  such  as  sodium  retention  with  resulting  edema 
were  minimal.” 

Dr.  Rosnick  calls  attention  to  the  fact  that  “weight 
gains  of  10  to  12  pounds  in  six  weeks  or  less  were  seen 
frequently. 

“In  older,  often  debilitated,  patients,  such  weight 
gains  can  contribute  significantly  to  improving  the  pa- 
tient’s general  health  and  his  sense  of  well-being.” 

Winstrol  is  manufactured  by  Winthrop  Laboratories. 


CODE  99 — “GROUP  CALL” 

Teletracer  International,  nationwide  distributor  of 
selective  pocket  paging  systems,  introduced  a new  ap- 
plication for  its  equipment  at  the  American  Hospital 
Association  Merchandise  Mart  held  at  McCormick  Place 
in  Chicago  last  month. 

The  new  feature  is  known  as  “Group  Call,”  but  is 
often  referred  to  as  “Code  99”  because  of  its  use  for 
Cardiac  Arrest  purposes.  Group  Call  makes  possible  the 
alerting  of  several  individuals  simultaneously,  as  well  as 
selectively  when  desired.  Members  of  the  group  are 
furnished  small  light-weight  (4  ounces)  signal  receivers 
that  are  easily  carried  in  their  pockets.  Each  unit  has 
its  own  calling  number.  To  locate  any  individual  mem- 
ber of  the  group,  the  page  operator  merely  depresses 
their  call  number  and  the  signal  is  directed  to  the  unit 
in  their  pocket.  Following  the  signal,  the  operator  can 
give  a voice  message  to  the  individual. 

When  it  is  necessary  to  alert  the  entire  group,  Group 
Call  is  selected  on  the  control  and  ALL  receivers  are 
simultaneously  alerted  and  may  then  receive  a voice 
message.  The  signal  received  in  a GROUP  CALL  dif- 
fers from  that  of  the  ordinary  page  call  so  that  it  is 
readily  distinguished  by  the  individual. 

Although  designed  primarily  to  alert  members  of  a 
Cardiac  Arrest  team,  Group  Call  can  be  used  to  alert 
maintenance  personnel,  security  officers,  residents,  etc. 
It  is  also  possible  to  set  up  several  different  groups 
within  the  same  system.  Code  99  has  been  installed  at 
the  Tufts-New  England  Medical  Center  in  Boston,  Mas- 
sachusetts as  an  added  feature  to  their  125  receiver 
Tele-Tracer  Paging  System. 

Technical  specifications  on  Group  Call  are  available 
from  Teletracer  International  located  at  16  East  40th 
Street,  New  York  16,  New  York 
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over  80  years’  specialized  experience 
in  the  restorative  treatment  of 


At  The  Kee/ey  Institute  your  patients 
are  assured  of  receiving: 

• the  most  modern,  coordinated,  comprehensive,  rehabilitative 
regimen 

• in  addition  to  medical,  nutritional  and  physiotherapeutic  treatment, 
we  also  offer  psychiatric  diagnosis  and  psychotherapy 

• full  cooperation  throughout  with  the  referring  physician 

• surprisingly  low  cost— to  cover  all  medical  care,  medicines, 
laboratory  work,  room  and  excellent  cuisine 

You  can  obtain  more  detailed  information  by  writing  us  direct. 

We  welcome  your  referrals .... 


THE 

' 


KEELEY  INSTITUTE 


DWIGHT,  ILLINOIS 


Member  American  Hospital  Association 
Member  Illinois  Hospital  Association 

Licensed  by  the  Department  of  Public  Health , 
State  of  Illinois 
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Anatomy:  A Regional  Study  of  Human  Structure. 

Gardner,  Gray,  O’Rahilly,  Second  Edition,  W.  B. 

Saunders  Co.,  Philadelphia  and  London,  1963. 

The  first  edition  of  this  text  appeared  in  1960.  The 
present  edition  has  been  brought  to  date  by  revision 
of  text  material,  references,  and  illustrations. 

Part  One,  General  Anatomy,  devotes  97  pages  to  the 
body  systems  as  well  as  Anatomy  in  general,  Develop- 
ment and  Growth,  and  Radiological  Anatomy.  Although 
a few  pages  are  elementary  (e.g.  Viscera)  most  of  Part 
One  assumes  a familiarity  with  the  vocabulary  of  the 
basic  sciences  and  serves  more  as  a brief,  fact-filled 
review,  than  a means  for  orientation. 

Parts  Two  to  Eight  ( 857  pages ) are  divided  into 
six  regions:  The  Upper  Limb,  The  Lower  Limb,  The 
Thorax,  The  Abdomen,  The  Pelvis,  The  Back,  and 
Head  and  Neck.  The  text  incorporates  recent  informa- 
tion but  retains  the  style  of  classical  descriptive 
anatomy.  The  general  tendency  is  to  describe  the 
region  systemically  with  added  paragraphs  of  pertinent 
embryology,  comparative  anatomy,  histology,  and  physi- 
ology. Clinical  applications  pervade  the  text — usually  as 
brief  non-dramatized  facts;  occasionally  by  paragraphs 
(e.  g.  diaphragmatic  hernia,  clubfoot,  mechanism  of 
urination);  and  there  are  special  sections  such  as  those 
on  Physical  Examination  of  a patient,  and  Radiography. 
The  chapter  on  the  bony  pelvis  reads  much  like  a 
textbook  of  obstetrics. 

There  are  58  plates  of  radiograms  demonstrating 
bones  and  ossification  centres,  joint  movements,  soft 
tissues,  and  normal  anatomy  shown  by  diagnostic  radi- 
ological procedures. 

Except  for  9 photographs,  the  remaining  illustrations 
are  conventionalized  drawings.  Usually  these  are  in- 
tended to  clarify  some  special  feature,  and  as  the 
authors  point  out,  are  not  intended  to  replace  an  atlas. 
For  example,  the  muscles  of  the  forearm  are  described 
but  not  illustrated  whereas  there  are  several  drawings 
of  wrist  relationships  and  intrinsic  muscles  of  the  hand. 

There  are  numerous  selected  up-to-date  and  older 
references  to  both  anatomical  and  clinical  literature 
which  should  provide  an  easy  introduction  to  any  sub- 
ject a reader  might  wish  to  pursue. 

A Glossary  of  Eponyms,  and  a useable  index  (in 
spite  of  several  errors)  complete  the  text. 

This  is  a scholarly  work  replete  with  recent  informa- 
tion which  occasionally  attains  depths  beyond  the 


interest  of  the  average  freshman  medical  or  denial 
student.  Neither  the  regional  approach,  which  is  con- 
venient; nor  the  attempt  at  concise  description  (about 
1000  pages),  should  be  construed  as  being  superficial 
or  as  particularly  easy  reading. 

L.  E.  Wragg  M.D.,  Ph.D. 


The  Specialties  in  General  Practice.  Third  Edi- 
tion. Russell  L.  Cecil,  M.D.,  and  Howard  F.  Conn. 

Pp.  676.  Philadelphia  and  London,  1964.  W.  B. 

Saunders  Company. 

This  book  will  be  a useful  handbook  for  general 
practitioners.  The  editors  are  well-known  and  the  18 
contributors  are  distinguished  in  their  specialties.  Sev- 
eral chapters  were  combined  in  this  third  edition  for 
the  sake  of  comprehensive  coverage.  The  chapter  on 
Orthopedic  Trauma,  for  example,  is  a combination  of 
previous  chapters  on  orthopedic  surgery  and  fractures 
and  dislocations.  Chapters  on  The  Clinical  Laboratory, 
Neurology,  and  Industrial  Medicine  were  added  to 
broaden  the  value  of  this  book.  We  object  to  combin- 
ing syphilology  and  dermatology  in  the  same  chapter 
because  syphilis  is  not  primarily  a skin  disease.  On 
the  other  hand,  the  chapter  on  Psychiatry  is  well  or- 
ganized, considering  the  magnitude  of  this  specialty. 

T.  R.  Van  Dellen,  M.D. 

Diseases  of  Metabolism.  Detailed  Methods  of  Diag- 
nosis and  Treatment.  Edited  by  Garfield  G.  Dun- 
can, M.D.  Ed.  5th,  pp.  1551,  Saunders,  1964. 
$28.00. 

The  aim  of  this  text  is  “to  provide  a bridge  of  useful 
understanding  between  investigator  and  practitioner.” 
This  it  does,  as  well  as  keeping  pace  with  new  devel- 
opments. One  of  the  new  chapters  ( covering  more  than 
100  pages)  is  devoted  to  inborn  errors  of  metabolism, 
disorders  that  have  assumed  much  importance  in  recent 
years.  Other  new  chapters  discuss  the  metabolic  con- 
siderations in  disorders  of  the  digestive,  respiratory, 
circulatory,  and  nervous  systems.  The  20  contributors 
offer  a variety  of  styles  of  writing  but  in  general  the 
authors  have  done  a professional  job.  Dr.  Duncan  him- 
self writes  simply  and  understandably  on  his  particular 
specialty — diabetes. 

T.  R.  Van  Dellen,  M.D. 


jor  October,  1964 


479 


ILLINOIS 

MEDICAL 

ASSISTANTS 

ASSOCIATION 


REPORT 


Scholarship  Loans  Offered 
by  Medical  Assistants 


Scholarship  loans  in  the  amount  of  $300  are 
now  available  from  the  Maxine  Williams  Schol- 
arship Fund,  according  to  the  Scholarship  Com- 
mittee of  the  Board  of  Trustees  of  the  American 
Association  of  Medical  Assistants.  They  are  to 
be  allocated  by  the  Committee  to  five  local 
chapters  requesting  such  funds  whose  proposed 
school  and  candidate  seems  best  to  fulfill  the 
hopes  of  the  training  program  for  medical  as- 
sistants. 

Requirements  are  as  follows: 

1.  The  component  society  shall  submit  to  the 
Scholarship  Committee  a request  for  one  schol- 
arship loan,  together  with  the  information  as  to 
the  type  of  program  available  and  a copy  of  the 
application  form  submitted  by  the  candidate 
for  training.  The  course  or  school  must  have  the 
approval  of  the  local  medical  assistants  chapter 
and  their  medical  advisors.  It  shall  not  be  a 
commercial  school. 

2.  The  component  chapter  shall  be  charged 
with  the  responsibility  of  the  administration  of 
said  loan,  making  a report  to  the  Scholarship 
Committee  twice  yearly. 

3.  An  applicant  for  training  must  have  the 
following  qualifications: 

a.  Be  a high  school  graduate. 

b.  Be  of  good  character  as  attested  by  a letter 
of  recommendation  from  school  principal  or 
counselor,  minister,  lawyer,  etc. 

c.  Indicate  an  interest  in  becoming  a certified 
medical  assistant. 

4.  A scholarship  recipient  agrees  to  repay  the 
loan  when  she  becomes  employed.  This  shall  be 


a matter  of  honor  and  no  note  shall  be  signed. 

5.  In  order  to  be  considered  for  1964  applica- 
tions must  be  received  by  the  Scholarship  Com- 
mittee by  July  15,  1964. 

Applications  may  be  obtained  by  any  com- 
ponent society  by  writing  to  the  AAMA  Execu- 
tive Office,  510  North  Dearborn,  Chicago,  Illi- 
nois. You  will  notice  the  time  limit  has  expired 
for  the  year  1964  but  will  be  continued  each 
year  according  to  present  plans. 

Comment 

Illinois  is  woefully  lacking  in  training  schools 
for  Medical  Assistants.  We  need  good  training 
courses  throughout  the  State  of  Illinois  to  train 
those  who  would  like  to  go  into  the  field.  There 
are  numerous  Junior  Colleges,  Universities  et 
cetera  in  Illinois — -we  should  be  able  to  interest 
them  in  this  program.  For  this  we  need  the  help 
of  our  doctors:  We  need  someone  with  the  pres- 
tige and  “know  how”  to  contact  these  various 
schools  with  us  and  let  them  know  the  doctors 
too  are  interested  in  this  type  of  training.  Other- 
wise our  Illinois  potential  for  medical  assistants, 
who  truly  want  to  go  into  this  line  of  work,  re- 
ceiving the  opportunity  to  take  advantage  of 
these  scholarship  loans  is  practically  non-exist- 
ent. Other  states  with  the  educational  training 
facilities  for  Medical  Assistants  will  not  be  able 
to  accommodate  too  many  Illinois  Medical  As- 
sistants as  they  have  more  than  ample  residents 
of  their  own  states  to  fill  their  courses.  May  we 
have  some  volunteers? 
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Clinical  Abstract 


EFFECTS  OF  MEASLES  AND  MEASLES  VACCINE 
ON  THE  TUBERCULIN  TEST 


Twenty-two  tuberculous  children  in  whom 
typical  measles  developed  in  the  spring  of  1962 
were  studied  at  Kings  County  Hospital  Center. 
Seven  were  admitted  with  measles  and  found 
to  have  tuberculosis.  Measles  developed  in 
15  tuberculosis  children  in  the  hospital,  8 of 
these  being  modified  by  gamma  globulin.  The 
measles  was  mild  to  moderate  in  all  the  chil- 
dren, with  complications  in  only  two — a pneu- 
monia and  a mild  encephalitis. 

In  addition  to  these  22  children,  two  separate 
groups  of  tuberculous  children  were  given  live 
measles  vaccine  and  studied  in  similar  fashion. 
Group  1 consisted  of  14  children  who  were  ex- 
posed to  a child  with  measles  prodromes  and 
given  1 ml.  of  live  measles  vaccine  two  days 
later  along  with  gamma  globulin,  0.2  ml.  per 
pound  of  body  weight.  Group  2 consisted  of  10 
children  without  exposure  to  measles  who  were 
given  live  vaccine  without  gamma  globulin. 
Nine  of  the  children  in  Group  1 and  6 of  those 
in  Group  2 had  clinical  and  laboratory  evidence 
of  vaccine  measles.  Each  had  significant  anti- 
body-titer changes. 

All  the  children  were  given  isoniazid  and 
para-aminosalicylic  acid  (PAS)  throughout  the 
period  of  the  study,  which  for  each  child  was 
about  a year. 

All  children  were  tested  on  the  forearm  every 
two  or  three  days  with  freshly  prepared  PPD. 
Readings  were  made  at  48  hours  and  recorded 
as  the  average  diameter  of  induration.  The 

Saul  Starr,  M.D.,  and  Sumner  Berkovich,  M.D.; 
The  New  England  Journal  of  Medicine,  February 
20,  1964. 


criterion  for  a positive  reaction  was  induration 
over  5 mm.  in  average  diameter. 

Depressed  Reactions 

Measles  unmodified  by  gamma  globulin  was 
present  in  14  of  the  22  children  with  tubercu- 
losis and  measles.  Seven  were  admitted  to  the 
hospital  with  measles,  and  measles  developed 
in  7 during  the  hospital  stay.  Twelve  of  13 
children  tested  between  the  fifth  and  ninth  day 
after  the  onset  of  rash  showed  negative  reac- 
tions to  tuberculin.  From  the  tenth  through  the 
fifteenth  day  only  2 tuberculin  tests  of  8 were 
negative,  and  from  the  sixteenth  through  the 
twentieth  none  of  4 readings  was  negative.  The 
average  length  of  time  before  the  tuberculin 
test  turned  positive  was  18  days.  One  reaction 
was  negative  42  days  after  the  appearance  of 
the  measles  rash. 

In  the  8 tuberculous  children  in  the  hospital 
who  were  exposed  to  measles  and  contracted 
gamma-globulin-modified  measles,  the  tubercu- 
lin reaction  became  negative  12  to  22  days  be- 
fore the  appearance  of  rash,  positive  readings 
developed.  The  average  interval  before  the  tu- 
berculin test  turned  positive  was  17  days. 

Among  the  children  in  Group  1,  6 of  14  with 
no  exposure  to  regular  measles  were  given  live- 
virus  vaccine  and  contracted  definite  vaccine 
measles.  These  children  showed  variable  de- 
pression of  the  tuberculin  test,  but  in  most  the 
change  was  of  shorter  duration  and  of  lesser 
degree  than  in  natural  measles  or  gamma-glo- 
bulin-modified  measles. 
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In  addition,  9 of  the  10  children  in  Group  2 
were  exposed  to  wild  measles  and  given  live 
vaccine  with  gamma  globulin  separately.  All 
but  1 showed  depression  tuberculin  tests.  In 
these  children  the  combined  effect  of  vaccine 
measles  and  incubating  measles  on  the  tuber- 
culin test  cannot  be  ruled  out. 

No  Increased  PPD  Sensitivity 

At  no  time,  in  any  of  the  children  studied, 
was  a distinctly  increased  tuberculin  sensitivity 
found  in  the  incubation  period.  The  tuberculin 
reaction  was  diminished  in  at  least  half  of  the 
readings  in  the  incubation  period  of  gamma- 
globulin-modified measles. 

There  was  little  difference  in  the  tuberculin- 
test  changes  with  regular  and  gamma-globulin- 
modified  measles.  The  uniform  depression  of 
the  tuberculin  reaction  in  the  first  four  days 
with  rash  and  the  appearance  of  a few  posi- 
tive skin  tests  in  the  next  five  days  was  con- 
firmed. In  both  groups  the  interval  during 
which  the  more  dilute  tuberculin  tests  were 
negative  or  depressed  averaged  about  17  days. 

Since  the  depressed  reaction  to  PPD  during 
measles  returned  to  its  previous  levels  in  all  but 
2 cases,  we  believe  that  desensitization  from  re- 
peated testing  was  not  a major  factor. 

Of  the  diseases  that  depress  the  tuberculin 
reaction,  measles  does  so  more  uniformly  and 
more  strongly  than  any  other.  Any  explanation 
of  this  effect  must  include  the  action  of  measles 
virus  in  the  incubation  period  and  for  a period 
of  weeks  after  full  recovery.  Fever  and  toxicity 
are  obviously  not  the  cause  of  the  change  in  sen- 
sitivity. Since  the  tuberculin  sensitivity  may  be 
depressed  even  when  there  is  no  rash,  the  exan- 
them of  measles  is  not  the  critical  factor. 

The  only  children  given  measles  vaccine  who 


showed  depression  of  tuberculin  sensitivity  were 
those  in  whom  vaccines  measles  with  evidence 
of  increased  antibody  titer  developed.  Gamma 
globulin  alone  caused  no  such  change. 

Possible  Explanation 

It  has  been  reported  that  early  in  the  incuba- 
tion period  of  measles  lymphoid  tissue  through- 
out the  body  may  be  hyperplastic,  and  multi- 
nucleated  giant  cells  are  found  in  lymph  nodes, 
tonsils,  and  adenoids,  spleen  and  appendix. 
These  cells  are  seen  as  early  as  five  days  after 
exposure  to  infection  and  appear  to  arise  from 
lymphocytes.  Since  the  measles  virus  produces 
such  changes  in  lymphoid  tissue  and  since  the 
lymphocyte  seems  to  be  the  cell  involved  in 
delayed  sensitivity,  one  possible  interference 
with  tuberculin  sensitivity  may  be  a direct  ac- 
tion of  the  virus  on  this  function  of  the  lym- 
phocyte. 

Another  factor  that  must  be  considered  is  that 
the  measles  virus  may  cause  an  increased  pro- 
duction of  an  anti-inflammatory  steroid,  which 
would  then  cause  a depressed  tuberculin  reac- 
tion. This  possibility  requires  attention  because 
of  the  striking  coincidence  that  measles  can 
cause  remission  of  nephrosis,  can  cause  detri- 
mental effects  on  the  course  of  tuberculosis,  and 
can  depress  tuberculin  sensitivity.  Furthermore, 
measles  rarely  causes  asthmatic  symptoms  to 
flare  up  in  children  with  recurrent  asthma. 

The  relation  of  the  changes  in  tuberculin  al- 
lergy during  measles  to  the  possible  deleterious 
effect  of  measles  on  the  course  of  tuberculosis 
is  only  conjecture.  Since  vaccine  measles  in  our 
cases  depressed  the  tuberculin  reaction,  vaccine 
measles  may  also  have  deleterious  effects  in 
certain  undetected  and  untreated  cases  of  child- 
hood tuberculosis. 


482 


Illinois  Medical  Journal 


A Service  of  the  Public  Relations  Division 


October,  196  b 


Medical  Profession  Advertises  Care  for  Aged 


Credit  County  Societies 
as  Sponsors  of  Campaign 

ISMS  this  month  placed  ad- 
vertisements in  228  weekly  and 
63  daily  newspapers  throughout 
Illinois  to  bring  to  millions  of 
state  residents  the  true  picture  of 
available  health  programs  for  eld- 
erly persons  unable  to  pay  for 
their  medical  care. 

The  action — by  mandate  of  the 
board  of  trustees — was  taken  with 
financial  assistance  from  the  AMA 
in  concert  with  a nationwide  cam- 
paign designed  for  implementation 
at  the  local  level. 

The  ads  placed  by  ISMS  bore 
the  names  of  its  county  medical 
societies  as  sponsors  in  each  of 
their  respective  major  newspapers. 

The  messages  stressed  the  posi- 
tive approach  to  medical  care 
for  the  indigent  aged — especially 
through  Kerr-Mills — rather  than 
recite  the  evils  of  medicare.  Said 
Dr.  Edward  A.  Piszczek,  ISMS 
president: 

“It  is  felt  that  if  we  indoctrinate 
the  public  on  the  finer  points  of 
current  medical  assistance  pro- 
grams, such  as  Kerr-Mills,  there 
will  be  less  confusion  and  demand 
for  medicare.” 

The  theme  of  the  education  cam- 
paign was  “Health  Opportunity 
Programs  for  the  Elderly.”  Dr. 
Piszczek  said  physicians  may  ad- 
vise patients  who  have  questions 
about  the  health  opportunities 
presented  in  the  ads  to  contact 
ISMS  headquarters,  360  N.  Michi- 
gan Ave.,  Chicago,  111. 

The  advertisements  were  car- 
ried by  the  more  than  290  Illinois 
newspapers  during  the  week  of 
Oct.  11-18.  However,  ISMS  also 
has  been  augmenting  the  cam- 
paign throughout  the  month  with 
promotional  news  releases,  educa- 


tional materials  for  radio  and  tele- 
vision, pamphlets  and  even  pre- 
pared speeches  for  group  meetings. 
By  these  means,  all  media  are 


being  utilized  to  call  attention  to 
the  success  of  the  Kerr-Mills  plan 
in  Illinois  and  to  encourage  the 
elderly  to  explore  its  benefits. 


Initiative  of  Carrollton  Physician  Leads 
to  National  Rebuff  of  Attack  on  M.D.’s 


The  medical  profession’s  leader- 
ship in  providing  health  care  pro- 
grams for  the  elderly  was  clearly 
spelled  out  for  millions  of  viewers 
who  watch  the  nationally  telecast 
Today  Show  on  NBC — thanks  to 
individual  physicians  who  felt  need 
“to  set  the  record  straight.” 

It  was  Dr.  Paul  Dailey  of  Car- 
rollton who  first  alerted  staff  mem- 
bers at  ISMS  headquarters  in  Chi- 
cago that  an  attack  of  inaccurate 
statements  against  the  medical 


M.D.’s,  Hospital  Chiefs 
Convene  on  Cost  of  Care 


Pleased  to  get  together  at  deliberations 
on  “The  Cost  of  Hospital  Care”  are  Joliet's 
Paul  W.  Kempe,  left,  president  of  the  Illi- 
nois Hospital  Association,  and  Dr.  Edward 
A.  Piszczek  of  Chicago,  president  of  the 
Illinois  State  Medical  Society.  The  occasion 
was  the  sixth  annual  conference  jointly 
sponsored  by  their  two  organizations. 


profession  was  being  made  in  a 
discussion  on  medicare  between 
the  network’s  Sandor  Vanocur  and 
Sen.  Clinton  Anderson  (D-N.M.). 

Dr.  Dailey’s  call  set  the  wheels 
in  motion.  The  AMA  was  in- 
formed of  the  details  he  provided 
and  subsequently  began  receiving 
calls  from  many  other  physicians 
from  across  the  country. 

Dr.  Dailey  reinforced  his  objec- 
tion to  the  Vanocur- Anderson  in- 
terview with  the  following  tele- 
gram to  NBC  in  New  York: 

“Vanocur  Anderson  interview 
September  17  biased,  one-sided, 
questions  slanted.  Impression  pro- 
moted re  medical  care  aged  citi- 
zens neglected  at  present  time. 
Vanocur  failed  to  shed  light  on 
present  good  medical  care  for  aged 
indigents  via  Kerr-Mills,  other 
state  local  programs  and  privately 
financed  and  pension  insurance 
programs.  Resent  Vanocur’s  im- 
plied agreement  with  Anderson 
that  we  physicians  are  not  properly 
taking  care  of  elderly  people.  Sug- 
gest you  permit  equal  time  for 
spokesman  to  set  record  straight.” 

One  week  later,  Dr.  Edward  R. 
Annis,  AMA  immediate  past  presi- 
dent, appeared  on  the  “Today 
Show”  and  ISMS  headquarters  was 
“swamped”  with  calls  from  citi- 
zens who  wanted  to  know  more 
about  Kerr-Mills. 


COUNTY 

CAPSULES 

★ ★ ★ 

KANE  COUNTY  Medical  Society 
President  Dr.  J.  Donald  Milligan, 
specialist  in  internal  medicine,  has 
retired  after  43  years  of  practice 
in  Elgin.  Kane  County  Northern 
Branch  will  hear  an  address  by  Dr. 
Morten  B.  Andelman  of  Lincoln- 
wood  at  a noon  luncheon  Thursday, 
October  22,  at  St.  Joseph  Hospital 
in  Elgin. 


★ ★ ★ 

LAKE  COUNTY  Medical  Society 
is  operating  the  Jacob  Blumberg 
Memorial  Blood  Bank  as  a non- 
profit service,  enabling  members 
who  donate  a pint  of  blood  every 
two  or  three  years  to  obtain  blood 
free  for  members  of  their  family 
whenever  needed.  Those  interested 
in  joining  should  write  to  the  Ja- 
cob Blumberg  Memorial  Blood 
Bank,  1350  N.  Sheridan  Rd.,  Wau- 
kegan, 111. 

★ ★ ★ 

LIVINGSTON  COUNTY  Medical 
Society  will  hear  Dr.  Walter  J. 
Reich  of  Chicago  discuss  “Diag- 
nosis and  Management  of  Irregu- 
lar Vaginal  Bleeding”  at  a dinner- 
meeting 6:30  p.m.  Wednesday 
evening,  October  21,  at  the  Pala- 
mar  Club  in  Pontiac.  Dr.  Reich  is 
professor  of  gynecology  at  Cook 
County  Graduate  School  and  as- 
sistant professor  of  gynecology 
and  obstetrics  at  Chicago  Medical 
School. 


★ ★ ★ 

MACON  COUNTY’S  Dr.  I.  H. 
Neece,  Decatur  urologist  and  past 
president  of  the  Illinois  State  Med- 
ical Society  (1948),  has  retired 
after  45  years  of  practice.  Deca- 
tur’s first  superintendent  of  health, 
he  was  honored  at  a recent  recep- 
tion by  the  Macon  County  Medical 
Society. 


ISMS  Beams  Like  Proud  Dad  af  Inaugural 
Meeting  of  Inter-Professional  Association 


Leaders  of  the  Illinois  State  Medical  Society — which  was  instrumental  in  inspiring 
and  initiating  the  Illinois  Association  of  Professions — listen  attentively  to  Hugh  W. 
Brenneman  as  he  addresses  a capacity  audience  at  the  lAP’s  first  ann,ual  meeting. 
Brenneman,  executive  secretary  of  both  the  Michigan  State  Medical  Society  and  the 
Michigan  Association  of  Professions,  was  guest  speaker  at  the  lAP's  inaugural  gen- 
eral assembly  held  recently  in  Chicago's  Ambassador  West  Hotel.  Seated,  from 
left,  are  Waukegan  physician  Dr.  George  B.  Callahan,  IAP  president;  Dr.  Edward 
A.  Piszczek,  ISMS  president;  and  Dr.  Jacob  E.  Reisch  of  Springfield,  ISMS  secretary- 
treasurer.  IAP — whose  offices  are  housed  at  ISMS  headquarters,  360  N.  Michigan 
Ave.,  Chicago — represents  the  professions  of  medicine,  law,  engineering,  architecture, 
dentistry,  pharmacy  and  veterinary  medicine. 


ISMS  deservedly  postured  like 
a cigar-passing  pappa  last  month 
when  the  Illinois  Association  of 
Professions  drew  a capacity  at- 
tendance for  its  first  annual  meet- 
ing in  Chicago’s  Ambassador  West 
Hotel. 

The  state  medical  society  claims 
the  right  to  parental  pride  for  its 
instrumental  role  in  inspiring  and 
initiating  the  birth  of  IAP — one 
of  only  four  such  organizations  in 
the  country. 

Waukegan  physician  Dr.  George 
B.  Callahan  is  IAP  president.  Rob- 
ert L.  Richards,  ISMS  executive 
administrator,  is  its  executive  di- 
rector. Offices  of  the  new  organiza- 
tion— representing  the  professions 
of  medicine,  law,  dentistry,  phar- 
macy, veterinary  medicine,  engi- 
neering and  architecture — are 
housed  in  ISMS  headquarters  at 
360  N.  Michigan  Ave.,  Chicago. 

In  the  words  of  Hugh  W.  Bren- 
neman, who  delivered  one  of  the 
major  addresses  at  the  IAP’s  in- 
augural general  assembly,  the 
medical  profession  early  recog- 
nized the  “need  to  provide  the  or- 
ganizational machinery  by  which 


several  professions  can  utilize 
their  distinct  talents  for  the  good 
of  society.” 

Brenneman,  executive  secretary 
for  both  the  Michigan  State  Med- 
ical Society  and  the  Michigan  As- 
sociation of  Professions,  also  pre- 
dicted the  inevitable  unity  of 
American  professionals  into  a na- 
tional association. 

In  his  remarks  before  the  as- 
semblage, Dr.  Edward  A.  Piszczek, 
ISMS  president,  declared: 

“The  Illinois  State  Medical  So- 
ciety is  honored  to  have  led  the 
interest  in  the  formation  of  the 
Illinois  Association  of  Professions 
— organized  for  the  same  honor- 
able principles  which  our  fore- 
fathers organized  our  parent  so- 
ciety.” 

Dr.  Kowalski  Named 
‘Outstanding  Sportsman' 

Princeton’s  Dr.  Julius  M.  Ko- 
walski has  been  cited  as  an  “out- 
standing sportsman”  in  a nation- 
wide competition  conducted  by  the 
Winchester-Western  Division  of 
Olin  Mathieson  Corporation. 


Journal  Study  Paints  Profile  of  Illinois  Physician 


Public  Gets  Glimpse 
of  Doctor’s  Work  Load 

Illinois  citizens  may  have  a 
greater  appreciation  for  the  heavy 
work  load  of  their  physicians — 
thanks  to  broad  coverage  given  by 
the  state’s  press  to  results  of  a 
recent  survey. 

The  study — designed  to  yield  a 
profile  of  the  average  physician — 
was  made  from  a poll  of  the  Illi- 
nois State  Medical  Society’s  10,000 
members.  The  project  was  con- 
ducted under  the  auspices  of  the 
Illinois  Medical  Journal,  official 
publication  of  ISMS. 

The  public  learned  that  the 
average  physician  treats  an  aver- 
age of  118  patients  a week — in- 
cluding 91  in  his  office,  23  in  the 
hospital  and  four  at  home. 

The  survey  also  shows  that  the 
average  Illinois  physician  attends 
three  out-of-town  professional 
meetings  annually.  In  addition,  at 
least  one  out  of  every  two  doctors 
has  lectured  or  had  a scientific 
paper  published  within  the  past 


five  years. 

Other  facts  yielded  by  the  study : 
More  than  90  per  cent  of  Illinois 
physicians  are  engaged  in  private 
practice.  At  least  64  per  cent  have 


Announce  Radio-TV 
Awards  Program 

Awards  for  “excellence  in  rep- 
resenting the  medical  profession 
of  Illinois  through  radio  and  tele- 
vision presentations  in  1964”  will 
be  made  by  the  ISMS  Public  Re- 
lations Committee  at  a special  din- 
ner early  next  year. 

“All  53  radio  and  18  television 
stations  throughout  the  state  are 
eligible,”  PR  Committee  Chair- 
man Dr.  Leo  P.  A.  Sweeney  an- 
nounced. 

Judging,  he  said,  would  be  based 
on  the  public  service — as  well  as 
the  public  relations — value  of  the 
programs  presented. 


their  own  offices,  while  21  per  cent 
work  in  partnership  with  a col- 
league. One-third  of  ISMS  mem- 
bers are  general  practitioners ; the 
remaining  two-thirds  are  medical 
specialists. 

Heading  the  list  of  medical 
specialties  is  internal  medicine,  at 
12.1  per  cent.  It  is  followed  by 
general  surgery,  8.5  per  cent; 
obstetrics-gynecology,  5.5  per  cent ; 
pediatrics,  5.4  per  cent;  psychia- 
try, 4.6  per  cent;  opthalmology, 
3.5  per  cent;  radiology-roentgenol- 
ogy, 3.4  per  cent;  orthopedic  sur- 
gery, 2.6  per  cent ; and  anesthesiol- 
ogy, 2.5  per  cent.  Some  25  other 
medical  specialties  practiced  each 
comprise  two  per  cent  or  less  of 
all  Illinois  physicians. 

Based  on  these  survey  findings, 
“Dr.  SIMS”  was  introduced  to  the 
public  as  the  new  corporate  symbol 
of  the  Illinois  State  Medical  So- 
ciety. 


‘Quad  Film’  Available 
to  Professional  Groups 

“Modern  Management  of  Mul- 
tiple Births” — a new  and  historic 
teaching  film  which  has  been 
hailed  as  a standard  for  any  phy- 
sician faced  with  a multiple  de- 
livery— is  now  available  without 
charge  to  professional  groups. 

The  film  was  produced  by  the 
ISMS  Education  and  Scientific 
Foundation  through  a grant  from 
the  Lederle  Laboratories  Division 
of  American  Cyanamid  Company. 
It  reviews  the  birth  of  identical 
quadruplets  with  scenes  of  actual 
delivery — probably  the  only  film 
record  of  such  an  event. 

Receiving  unqualified  plaudits 
when  premiered  at  the  recent 
AMA  annual  convention  in  San 
Francisco,  the  film  has  also  been 
screened  at  the  annual  convention 
of  the  International  College  of 
Surgeons  in  Chicago  and  the  Sixth 
District  meeting  of  the  American 
College  of  OB-GYN  in  Winnepeg, 
Canada. 

Organizations  wishing  to  show 
the  16  mm  sound  and  color  20- 
minute  film  should  write  to:  Edu- 
cation and  Scientific  Foundation, 
Illinois  State  Medical  Society,  360 
N.  Michigan  Ave.,  Chicago,  111. 


Unusual  Alliance  of  Maywood’s  Joslyn 
Family  of  M.D.  9s  Told  by  Magazine 


Three  Joslyns  help  staff  the  38-year-old  Joslyn  Clinic  in  Maywood,  III.  The  father, 
Dr.  Arthur  E.  Joslyn,  83,  right,  founded  the  clinic  with  his  late  brother.  Dr.  Arthur’s 
elder  son,  Everett,  center,  a G P.  like  his  father,  is  medical  director.  The  younger  son, 
Allen,  left,  is  the  group's  specialist  in  occupational  medicine.  The  unusual  association 
of  the  three  physicians  in  a family  was  reported  in  a recent  issue  of  “Medical  Ec- 
onomics," a national  publication.  The  three  men  agree  that  professional  relations 
between  fathers  and  sons  are  easier  if  they're  in  a large  group,  the  article  related. 
The  senior  Joslyn  was  quoted:  “It  would  be  disastrous  if  I tried  to  direct  policy.” 
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Urge  Auxiliary  Step-Up 
Aid  to  Medically  Needy 
Through  Worldwide  IHA 

A call  for  concerted  action  and 
support  of  the  International  Health 
Activities  program  has  been  sound- 
ed by  Mrs.  Thomas  W.  Carter, 
IHA  state  chairman. 

IHA  is  the  Auxiliary’s  world- 
wide program  of  service.  Already 
the  response  is  “tremendous,”  ac- 
cording to  Mrs.  Carter.  Auxil- 
iary members  collect  and  send — 
through  agency  outlets — medicines 
and  supplies  for  overseas  shipment 
to  dedicated  physicians  throughout 
the  free  world.  Explained  Mrs. 
Carter : 

“We  gather,  as  it  were,  baskets 
full  of  ‘left-overs’  to  be  sent 
wherever  the  need  is  greatest.” 
The  IHA  state  chairman  pro- 
vided the  following  verse : 

They  come,  as  rain  slides  from 
leaf  to  leaf  of  the  teak , the 
banyan,  the  kapok,  the  bamboo. 
They  come,  frail  from  years  of 
poor  diet. 

They  come,  with  the  milky  eyes 
of  childhood  trachoma. 

They  come,  with  the  deep  cough 
that  means  an  early  death. 

They  come,  invited  by  physicians, 
who  learn,  then  teach;  and  . . . 
They  come,  as  physicians,  for 
myth-bursting . 

They  come,  because  dedication  is 
a physician  anywhere. 

They  come,  with  healing  syringes, 
not  the  sticky  business  of  voo- 
doo or  of  acupuncture. 

“Yes,”  concluded  Mrs.  Carter, 
“they  come  because  you’ve  sent 
left-overs : drug  samples,  used 

medical  books,  bandages,  medical 
and  surgical  supplies  ...  in  a 
dozen  directions.” 


Auxiliary  Aims  to  Double  Ranks 


The  Woman’s  Auxiliary  has 
launched  a three-pronged  cam- 
paign to  double  its  membership,  it 
was  announced  by  Mrs.  John  W. 
Koenig,  membership  and  organiza- 
tion chairman. 

Her  committee  has  outlined  the 
following  goals: 

1.  To  increase  and  strengthen 
membership  in  existing  auxil- 
iaries. 

2.  To  organize  new  auxiliaries 
where  county  medical  societies 
exist. 

3.  To  enroll  members-at-large 
in  state  and  national  auxiliaries. 

“A  friendly  personal  invitation 
still  remains  the  most  effective 
method  of  obtaining  new  mem- 
bers,” said  Mrs.  Koenig.  “Ours  is 
a unique  organization  with  unique 
qualifications  for  membership. 
Each  physician’s  wife  should  be 
approached  as  an  individual  with 
a special  appeal  to  her  known  in- 
terests.” 

It  was  pointed  out  that  member- 
ship declares  to  outsiders  that  the 
physician’s  wife  is  proud  to  be  as- 
sociated with  her  husband’s  pro- 
fessional group. 

Another  way  to  attract  and  re- 
tain strong  membership,  according 
to  Mrs.  Koenig,  is  to  provide  stim- 
ulating and  informative  programs. 
She  said: 

“The  ability  to  transmit  to 
others  the  aims  of  our  organiza- 
tion is  vital  for  the  Auxiliary’s 
growth.  Offering  well-planned 
meetings  will  also  help  to  retain 
the  interest  of  the  entire  member- 
ship. 


HELP  WANTED— FEMALE 

To  fill  and  complete  a Scrap- 
book of  Press  Clippings  for  our 
state  president,  Mrs.  Willard 
Scrivner.  This  record  is  to  be  pre- 
sented to  her  at  the  tenure  of  her 
office  in  May  1965  and  is  to 
consist  of  press  releases  of  ac- 
tivities, invitations,  photos  from 
each  County  in  the  State  of  Illi- 
nois. All  answers  to  this  ad  may 
be  mailed  to  Mrs.  Helen  Knaus, 
22  Country  Club  Acres,  Belleville, 
III. 


Mrs.  Koenig  said  it  is  the  re- 
sponsibility of  every  member  to 
help  double  the  Auxiliary’s  mem- 
bership. She  quoted  from  the  im- 
mortal lines  of  Edward  Everett 
Hale: 

“I  am  only  one,  but  I am  one.  I 
can’t  do  everything,  but  I can  do 
something.  And  what  I can  do, 
that  I ought  to  do.  And  what  I 
ought  to  do,  by  the  grace  of  God, 
I shall  do.” 


Mental  Health  Program 
Seen  as  County  Challenge 

County  woman’s  auxiliaries  are 
being  urged  to  involve  their  mem- 
bers in  programs  to  meet  the  men- 
tal health  challenge. 

The  state  mental  health  pro- 
gram, according  to  chairman  Mrs. 
August  Martinucci,  operates  in 
three  main  categories : suicide  pre- 
vention, volunteer  services  and 
education  and  promotion. 

Mrs.  Martinucci  said  that  sui- 
cide prevention  has  become  a 
major  effort  in  the  Auxiliary  pro- 
gram, while  volunteer  services  are 
being  maintained  by  members  who 
need  the  assistance  of  more  dedi- 
cated workers. 

As  for  the  education  and  pro- 
motion of  mental  health,  reading 
and  study  material  is  available 
for  both  adults  and  teenagers. 

For  adults,  write  to  Mental 
Health  Center,  104  East  25th 
Street,  New  York  10,  N.Y. ; Met- 
ropolitan Life  Insurance  Co.,  1 
Madison  Ave.,  New  York  10,  N.Y.; 
or  the  American  Psychiatric  As- 
sociation, 1700  18th  Street,  N.W., 
Washington,  D.C. 

For  high  school  students,  the 
pamphlet  "Milestones  to  Maturity” 
is  available  from  the  Louisiana  As- 
sociation for  Mental  Health,  1528 
Jackson  Ave.,  New  Orleans,  La. 
This  pamphlet,  according  to  Mrs. 
Martinucci,  is  effective  in  schools, 
family  life  classes,  guidance 
groups,  churches  and  family  serv- 
ice clinics. 

The  state  chairman  suggested 
that  county  auxiliaries  might  plan 
mental  health  programs  in  con- 
junction with  scheduled  commit- 
tee meetings  on  safety,  health 
careers  or  legislation. 
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Appointments 


Dr.  Dorothy  H.  Welker 

Dorothy  H.  Welker,  M.D.,  Chairman  of  the 
Department  of  Pediatrics  at  Grant  Hospital, 
Chicago,  and  Director  of  the  Dr.  Egon  W. 
Fischmann  Premature  Station,  has  been  ap- 
pointed Director  of  Medical  Education  at  Grant 
Hospital  in  Chicago.  In  her  new  position,  Dr. 
Welker  will  be  responsible  for  the  educational 
program  for  all  interns  and  residents  at  the 
hospital. 

Dr.  Welker  will  be  responsible  for  the  recruit- 
ment and  appointment  of  interns,  setting  up 
schedules  of  lectures,  conferences  and  journal 
clubs,  and  integrating  the  program  for  the 
house  staff  with  the  attending  physicians,  nurs- 
ing staff,  and  patients.  She  will  also  arrange  for 
obtaining  outside  lecturers  and  will  supervise 
the  organization  and  training  of  teams  in  spe- 
cial techniques  such  as  exchange  transfusions, 
resuscitation  of  the  newborn  and  anticonvulsive 
therapy. 

In  addition  to  her  duties  at  Grant  Hospital, 
Dr.  Welker  is  an  associate  professor  of  pedi- 
atrics at  the  University  of  Illinois  School  of 


Medicine.  She  has  also  served  as  an  associate 
in  pediatrics  for  14  years  at  Cook  County 
Children’s  Hospital  and  as  a clinical  instructor 
in  pediatrics  for  10  years  at  the  Stritch  School 
of  Medicine. 


Dr.  A.  R.  Surrey  has  been  promoted  to  the 
newly-created  position  of  director,  new  prod- 
ucts, of  the  Sterling-Winthrop  Research  Insti- 
tute, it  was  announced  here  by  Dr.  C.  M.  Suter, 
Institute  director.  The  new  post  has  coequal 
status  with  the  Institute’s  other  divisional  direc- 
tors. 

An  internationally-noted  chemist,  Dr.  Surrey 
has  also  been  appointed  the  Institute’s  first  sen- 
ior research  Fellow  in  chemistry.  In  this  capac- 
ity, he  will  continue  research  in  medicinal  chem- 
istry, the  work  that  in  the  past  20  years  has 
resulted  in  a number  of  drug  discoveries  which 
have  won  him  worldwide  scientific  recognition. 
Perhaps  the  most  significant  was  synthesis  of 
the  antimalarial  drug  Aralen  ( chloroquine ) as  a 
substitute  for  quinine,  which  was  no  longer 
available  to  the  Allies  after  the  initial  Japanese 
military  successes  in  World  War  II. 

As  director,  new  products,  he  will  be  respon- 
sible for  initiating  and  evaluating  new  product 
development,  as  well  as  coordinating  research 
efforts  with  laboratories  recently  opened  in 
Dijon,  France,  by  Sterling  Drug,  the  Institute’s 
parent  company. 


Thomas  P.  Carney,  Ph.D.,  a leader  in  modern 
medical  and  related  research,  joined  G.  D. 
Searle  & Co.,  Chicago  medical  research  and 
prescription  drug  manufacturing  organization, 
September  14,  as  vice  president-research  and 
development,  John  G.  Searle,  president,  an- 
nounced today. 

Dr.  Carney  had  been  with  Eli  Lilly  and  Com- 
pany, Indianapolis  medical  and  chemical  re- 
search and  manufacturing  organization,  for 
twenty  years.  He  started  with  Lilly  as  a research 
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chemist  and  for  the  last  nine  years  has  been 
vice  president  for  research,  development  and 
control,  and  a member  of  the  Lilly  board  of 
directors  and  six-man  executive  committee. 

At  Searle,  he  will  be  associated  with  Albert 
L.  Raymond,  Ph.D.,  senior  vice  president,  re- 
search and  development,  and  Daniel  C.  Searle, 
executive  vice  president,  in  carrying  forward 
Searle’ s expanding  scientific  work  in  medicinals 
and  also  in  collateral  research  work  and  acquisi- 
tion activity  leading  toward  Searle  entrance  into 
the  fields  of  products  for  argriculture,  forestry 
and  animal  husbandry.  Dr.  Carney  is  credited 
with  moving  the  Lilly  organization  into  product 
areas  that  resulted  in  the  formation  of  Elanco 
Products  Company,  one  of  the  rapidly  growing 
units  of  Lilly. 


Dr.  William  P.  Blackmore,  assistant  director, 
clinical  research  division  of  the  Sterling-Win- 
throp  Research  Institute,  has  been  promoted  to 
the  position  of  associate  director  of  the  division. 
In  his  new  capacity,  Dr.  Blackmore  will  assume 
additional  responsibilities  in  the  clinical  re- 
search division  which  is  headed  by  Dr.  Joseph 
G.  Bird.  A prominent  pharmacologist,  Dr.  Black- 
more  was  associate  professor  of  pharmacology 
at  Southwestern  Medical  School  of  the  Univer- 
sity of  Texas  before  coming  to  the  Institute. 


Dr.  John  F.  Sheehan,  dean  of  Loyola  Univer- 
sity’s Stritch  School  of  Medicine,  has  been  ap- 
pointed vice  president  for  the  new  Loyola  Uni- 
versity Medical  Center  near  Maywood,  Illinois. 
Dr.  Sheehan,  a Loyola  faculty  member  for  27 
years  and  chairman  of  the  pathology  depart- 
ment from  1940  to  1962,  has  served  as  dean  of 
the  Jesuit  institution’s  Medical  School  since 
1950.  He  will  continue  as  dean  and  also  be  re- 
sponsible for  the  teaching,  research,  and  pa- 
tient care  activities  in  the  new  Loyola  Univer- 
sity Medical  Center,  said  the  Very  Rev.  James 
F.  Maguire,  S.J.,  Loyola’s  president. 


Dr.  David  P.  Earle  has  been  named  the  Irving 
S.  Cutter  Professor  and  Chairman  of  the  De- 


partment of  Medicine  of  the  Northwestern  Uni- 
versity Medical  School.  His  appointment  will 
become  effective  January  1,  1965. 

Dr.  Earle,  a professor  of  medicine  and  clini- 
cal investigator  at  Northwestern  for  the  past  ten 
years,  will  succeed  Dr.  Arthur  R.  Colwell  Sr., 
who  has  been  chairman  of  the  department  since 
1950.  Dr.  Earle  has  been  the  recipient  of  grants 
for  a number  of  research  projects  at  North- 
western. His  major  interest  has  been  the  study 
of  kidney  diseases. 

Essay  Contests 

Entries  are  now  being  accepted  for  the  fifth 
annual  Graduate  Rehabilitation  Literary  Awards 
competition,  sponsored  by  the  National  Re- 
habilitation Association. 

Cash  prizes  of  $300,  $125,  and  $75  will  be 
awarded  to  first,  second,  and  third  place  win- 
ners, respectively;  in  addition,  award-winning 
entries  will  carry  high  priority  for  publication 
in  NRA’s  Journal  of  Rehabilitation. 

All  persons  preparing  at  the  graduate  level  in 
colleges  or  universities  to  work  professionally 
with  handicapped  people  are  eligible  to  submit 
papers.  Contributors — students  following  grad- 
uate courses  in  medicine,  nursing,  rehabilitation 
counseling,  physical  therapy,  psychology,  social 
work,  speech  therapy,  and  related  fields — may 
write  on  any  aspect  of  rehabilitation;  maximum 
essay  length  is  3000  words.  All  entries  must  be 
in  the  offices  of  the  National  Rehabilitation  As- 
sociation by  March  1,  1965,  to  be  eligible  for 
the  1965  awards. 

Details  are  available  from  Doris  Margolis, 
NRA  editor. 

New  Literature 

Now  it  will  be  easier  to  get  technical  and 
medical  books  published  by  Springer-Verlag, 
Europe’s  largest  publishers  of  scientific  books 
and  periodicals.  The  West  German  and  Austrian 
publishers  have  established  a new  independent 
American  subsidiary  which  will  make  available 
over  3,000  books  and  periodicals  in  the  field  of 
physics,  chemistry,  biology,  medicine,  mathe- 
matics and  engineering. 

The  American  subsidiary,  Springer-Verlag 
New  York  Inc.,  will  eliminate  import  problems 
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October  21 — The  first  meeting  for  the  Society 
of  Medical  History  will  be  held  at  the  Quad- 
rangle Club  on  the  University  of  Chicago  Cam- 
pus. Guest  speaker  Dr.  J.  B.  de  C.  M.  Saunders, 
Chancellor,  University  of  California  San  Fran- 
cisco Medical  Center,  will  commemorate  the 
400th  anniversary  of  the  death  of  Andreas  Ve- 
salius.  Reservations  should  be  made  with  Dr. 
Joseph  H.  Kiefer,  840  South  Wood  Street,  Chi- 
cago, Illinois  60612. 

October  25 — The  Annual  Scientific  Meeting  of 
the  American  College  of  Nutrition  will  be  held 
in  the  Americana  Hotel  in  New  York  City  be- 
ginning at  9 a.m.  For  further  information  con- 
tact Dr.  Robert  A.  Peterman,  Secretary-Treas- 
urer, 3 Craig  Court,  Totowa  Boro,  New  Jersey 
07512. 

October  26-29 — The  17th  Annual  Postgraduate 
Seminar  of  the  Illinois  Academy  of  General 
Practice  will  be  held  in  the  Sherman  House  Ho- 
tel, Chicago. 

November  5-7 — The  Second  Annual  Congress 
on  Mental  Illness  and  Health  will  be  held  at 
the  Palmer  House  Hotel.  Sponsored  by  the 
AMA  Council  on  Mental  Health,  the  Congress 
will  carry  the  theme,  “Community  Mental 
Health  Services  and  Resources — Mobilization 
and  Orientation.”  For  registration  information 
contact  Dr.  Walter  Wolman,  Director,  Depart- 
ment of  Mental  Health,  American  Medical  As- 
sociation, 535  North  Dearborn,  Chicago,  Illinois 
60610. 

November  7-8 — The  LaSalle  Hotel  in  Chicago 
will  host  the  Fifteenth  National  Conference  on 
Disaster  Medical  Care.  Sponsored  by  the  AMA’s 
Committee  on  Distaster  Medical  Care  of  the 
Council  on  National  Security,  the  Conference 
will  cover  such  subjects  as  Care  of  the  Multiple 
Injury  Patient;  Transportation  of  the  Injured; 
Role  of  the  Nurse,  Pharmacist  and  the  Hospital 
in  Disaster;  Planning  for  Disaster;  and  Work- 
shops for  Doctors,  Hospitals  and  Community 
Planners.  A $10  Registration  Fee  will  be  pay- 


able at  the  time  of  registration.  For  further 
information  write  the  American  Medical  Asso- 
ciation Council  on  National  Security,  Depart- 
ment of  Governmental  Medical  Services,  Divi- 
sion of  Environmental  and  Medical  Services, 
535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 

November  10 — “The  History  of  Medical  Jour- 
nalism” will  be  the  subject  of  the  International 
Surgeons  lecture  at  their  Hall  of  Fame,  1524 
Lake  Shore  Drive,  Chicago,  at  8:00  p.m.  Deliv- 
ering the  lecture  will  be  Dr.  Morris  Fishbein, 
Editor,  Medical  World  News. 

November  11 — Mortimer  Ostow,  M.D.,  New 
York  Psychoanalyst,  and  Samuel  Kraines,  M.D., 
will  discuss  “Stress  and  Psychic  Function”  at 
the  third  Stress  and  Adaptation  lecture  series 
presented  by  Forest  Hospital,  555  Wilson  Lane, 
Des  Plaines,  Illinois. 

November  13-16 — The  National  Society  for 
Crippled  Children  and  Adults  (Easter  Seal  So- 
ciety) will  hold  its  Annual  Convention  at  the 
Statler-Hilton  Hotel  in  Detroit,  Michigan.  High- 
light of  the  session  November  15  will  be  the  first 
national  Careers  Conference  on  Youth,  designed 
to  help  relieve  the  critical  shortage  of  profes- 
sional rehabilitation  personnel  by  interesting 
high  school  and  university  students  in  rehabili- 
tation as  their  life’s  work.  Application  blanks 
and  information  for  student  attendance  may  be 
obtained  from  the  National  Society  for  Crippled 
Children  and  Adults,  2023  West  Ogden  Avenue, 
Chicago,  Illinois. 

November  29 — “The  Medical  Aspects  of  Sports” 
will  be  the  topic  of  the  American  Medical  Asso- 
ciation’s Sixth  National  Conference  on  the  Med- 
ical Aspects  of  Sports  to  be  held  in  conjunction 
with  the  AMA  Clinical  Convention  at  the  Deau- 
ville Hotel  in  Miami  Beach,  Florida.  Lectures, 
demonstrations  and  discussions  will  cover  such 
subjects  as:  The  Shoulder  in  Sports;  Environ- 
mental Considerations;  Sports  for  the  Teenager; 
and  Conditioning  and  the  Competitive  Swimmer. 
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of  rate  of  exchange,  foreign  mailing  and  cus- 
toms, which,  until  now,  have  been  related  to 
acquiring  Springer- Verlag  Books. 

A newsletter  summarizing  new  information 
on  diabetes  research,  detection,  and  therapy, 
has  been  launched  by  The  Upjohn  Company  to 
help  physicians  keep  abreast  of  developments  in 
one  of  the  most  volatile  areas  of  medical  prac- 
tice. 

The  first  issue,  appearing  in  September, 
features  an  original  article  by  Dr.  Glen  W.  Mc- 
Donald, Chief  of  the  U.S.  Public  Health  Serv- 
ice’s Diabetes  and  Arthritis  Program,  who  states 
that  there  are  more  than  4 million  diabetics  in 
the  nation  today,  at  least  half  of  them  cases 
that  are  undetected  and  untreated.  This  is  one 
million  more  than  the  previous  official  estimate. 

The  newsletter,  a professional  service  for 
physicians,  also  carries  brief  abstracts  of  world 


medical  literature  on  various  aspects  of  diabetes. 
It  will  be  edited  and  distributed  several  times 
a year. 

Beginning  in  the  spring  of  1965,  original 
volumes  by  leading  American  scientists  will  be 
published  here,  to  provide  for  the  specific  needs 
of  this  country’s  medical  experts,  teachers,  en- 
gineers, scientists  and  technicians. 

Among  the  first  titles  to  be  published  under 
the  imprint  of  Springer-Verlag  New  York,  Inc. 
are  Atlas  and  Glossary  of  Primary  Structures  by 
F.  J.  Pettijohn  and  P.  E.  Potter,  Coding  Theor- 
ems of  Information  Theory  by  J.  Wolfowitz  and 
Structure  of  Matter  by  W.  Finkelnburg.  Spring- 
er-Verlag New  York  will  also  take  over  distribu- 
tion of  Residue  Reviews  for  this  country  and 
Canada. 

The  American  subsidiary  company  is  under 
the  direction  of  Gunter  Holtz,  who  is  Executive 
Vice-President.  Mr.  Holtz  was  in  charge  of  sales, 
promotion  and  development  of  overseas  markets 
for  the  European  parent  companies  before  his 


appointment  as  head  of  the  American  firm. 

Those  interested  in  Springer-Verlag  catalogs 
or  literature  may  write  to  the  publisher  at  175 
Fifth  Avenue,  New  York,  N.Y.  10010. 

Scientific  Films 

A new  35mm  color  stripfilm  and  a 12  inch, 
33/s  speed,  recorded  narrative  on  the  techniques 
and  application  of  Intermittent  Peritoneal  Dial- 
ysis is  being  offered  by  Cutter  Laboratories, 
Berkeley,  California.  The  film  graphically  illus- 
trates each  step  of  the  procedure  and  the  narra- 
tive is  an  informative  description  of  it.  The 
stripfilm  is  designed  for  use  by  doctors,  nurses, 
staff  and  postgraduates. 

Equipment  required  to  use  the  film  includes 
a 35mm  stripfilm  projector,  screen  and  33/3 
speed  standard  record  player.  These  are  avail- 
able at  local  libraries  or  through  audio-visual 
rental  agencies. 

The  presentation  is  postage  paid  both  ways 
and  is  offered  on  a loan  basis.  Requests  should 


be  made  in  writing  to  the  Supervisor,  Audio- 
Visual  Aids,  Cutter  Laboratories,  Fourth  and 
Parker  Streets,  Berkeley,  California. 

PG  Courses 

“Fundamental  Concepts  of  Gastroenterology” 
is  the  title  of  a postgraduate  course  of  the  Amer- 
ican College  of  Surgeons  to  be  held  November 
16-20,  1964  at  the  University  of  Michigan 
Health  Center,  Ann  Arbor,  Michigan.  Tuition 
fee  for  ACS  members  is  $60;  for  nonmembers, 
$100.  All  registration  forms  and  requests  for 
information  are  to  be  sent  to  Edward  J.  Ros- 
tenow,  Jr.,  M.D.,  Executive  Director,  American 
College  of  Surgeon,  4200  Pine  Street,  Philadel- 
phia, Pa.,  19104. 

Awards 

A University  of  Chicago  authority  on  cell  re- 
search was  one  of  three  United  States  scientists 
awarded  honorary  doctor’s  degrees  at  ceremo- 
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to  manage  the  overweight  stable  adult  diabetic  unresponsive  to  diet  alone 
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tablets  25  mg.  timed-disintegration  capsules  50  mg. 

BRAND  OF  PHENFORMIN  HCI 

DBI  promotes  glucose  utilization  via  the  physiologic  Embden-Meyerhof  pathway... 
reduces  high  blood  sugars,  lowers  toward  normal  elevated  blood  insulin  levels,  encour- 
ages gradual  weight  reduction.  For  the  ketoacidosis-prone  diabetic,  however,  insulin 
is  still  the  essential  hypoglycemic  agent. 

side  effects:  Gastrointestinal,  occurring  more  often  at  higher  dosage  levels,  abate  promptly 
upon  dosage  reduction  or  temporary  withdrawal,  precautions:  Occasionally  an  insulin- 
dependent  patient  will  show  "starvation”  ketosis  (acetonuria  without  hyperglycemia)  which 
must  be  differentiated  from  “insulin-lack”  ketosis  which  is  accompanied  by  acidosis,  and 
treated  accordingly.  Lactic  acidosis  has  been  reported  in  non-diabetics  and  diabetics  treated 
with  insulin,  with  diet,  and  with  DBI.  Question  has  arisen  regarding  possible  contribution 
of  DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and  azotemia  and  also  those  with 
severe  hypotension  secondary  to  myocardial  or  bowel  infarction.  Periodic  B.  U.  N.  determina- 
tions should  be  made  when  DBI  is  administered  in  the  presence  of  chronic  renal  disease. 
DBI  should  not  be  used  when  there  is  significant  azotemia.  Any  cardiovascular  lesion  that 
could  result  in  severe  or  sustained  hypotension,  which  may  itself  lead  to  development  of  lactic 
acidosis,  should  be  considered  cause  for  immediate  discontinuation  of  DBI  at  least  until 
normal  blood  pressure  has  been  restored  and  is  maintained  without  vasopressors.  Should 
lactic  acidosis  occur  from  any  cause,  vigorous  attempts  should  be  made  to  correct  circulatory 
collapse,  tissue  hypoxia,  and  pH.  contraindications:  Severe  hepatic  disease,  renal  disease  with 
uremia,  cardiovascular  collapse.  Not  recommended  without  insulin  in  acute  complications  of 
diabetes  (metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery),  pregnancy  warning: 
During  pregnancy,  until  safety  is  proved,  use  of  DBI,  like  other  oral  hypoglycemic  drugs,  is 
to  be  avoided.  Consult  product  brochure  for  full  information. 
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nies  marking  the  600th  anniversary  of  the  Jagel 
Ionian  University  of  Cracow,  in  Poland. 

He  is  Dr.  William  Bloom,  Charles  H.  Swift 
Distinguished  Service  Professor  in  the  Depart- 
ments of  Anatomy  and  Biophysics  of  The  Uni- 
versity of  Chicago. 

Honored  with  him  were  Professor  Linus  Paul- 
ing, of  the  California  Institute  of  Technology, 
who  holds  both  a Nobel  Prize  in  chemistry  and 
a Nobel  Peace  Prize;  and  Dr.  Paul  Dudley 
White,  eminent  cardiologist  and  an  emeritus 
member  of  the  Harvard  University  faculty. 

In  addition  to  the  three  Americans,  28  other 
scientists  and  scholars  from  England  and  coun- 
tries of  eastern  and  western  Europe  received 
honorary  degrees  at  ceremonies  in  Cracow  on 
May  9th.  The  ceremonies  were  part  of  the  year- 
long celebration  of  the  founding  of  the  Polish 
university  in  1364. 

Dr.  Bloom  was  honored  for  his  research  on 
cells  of  connective  tissue,  including  blood  and 
bone,  and  their  interrelationships,  and  also  for 
his  use  of  tissue  cultures  in  approaching  these 
problems. 
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| MAJOR  HOSPITAL  AND  | 
| NURSE  EXPENSE  INSURANCE  | 
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Available  to  Members  of  The 
ILLINOIS  STATE  MEDICAL  SOCIETY 

This  Catastrophic  Hospital  and  Nurse  Ex- 
pense Plan  Makes  up  to  $15,000.00  Avail- 
able for  You  and  Your  Dependents. 

$300.00  OR  $500.00  DEDUCTIBLE  PLAN 
80/20  CO-INSURANCE 


This  Plan  is  Ideal  Basic  or  Supplementary 
Insurance  to  Any  Existing  Hospital  Plan. 
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Crippled  Children’s  Clinics  for 
October-November 


October  20 
October  21 

October  22 
October  27 

October  27 
October  28 

October  28 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 

November 


Belleville — St.  Elizabeth’s  Hospital 
Chicago  Heights  General — St.  James  Hos- 
pital 

Mt.  Vernon — Masonic  Temple 
Effingham  Rheumatic  Fever  & Cardiac — 
St.  Anthony  Memorial  Hospital 
Peoria  General — Children’s  Hospital 
Springfield  Cerebral  Palsy  (P.M.) — Me- 
morial Hospital 

Aurora — Copley  Memorial  Hospital 

3  Pittsfield — Illini  Community  Hospital 

3 Danville — Lake  View  Hospital 

4 P’airfield — Fairfield  Memorial  Hospital 

4 Hinsdale — Hinsdale  Sanitarium 

5 Sterling — Community  General  Hospital 

5 Peoria  Cerebral  Palsy — Roosevelt  School 

6 Chicago  Heights  Cardiac — St.  James 
Hospital 

10  East  St.  Louis — Christian  Welfare  Hos- 
pital 

10  Peoria  General — Children’s  Hospital 

11  Champaign-Urbana— McKinley  Hospi- 
tal 

11  Joliet — Silver  Cross  Hospital 

12  Springfield  General — St.  John’s  Hospi- 
tal 

12  Macomb — St.  Francis  Hospital 

17  Alton  General — Alton  Memorial  Hospi- 
tal 

18  Centralia — St.  Mary’s  Hospital 

18  Springfield  Cerebral  Palsy  (P.M.) — 
Memorial  Hospital 

18  Evergreen  Park — Little  Company  of 
Mary  Hospital 

19  DuQuoin — Marshall-Browning  Hospital 

19  Effingham  Rheumatic  Fever  & Cardiac 

— St.  Anthony  Memorial  Hospital 

19  Rockford — Swedish-American  Hospital 

19  Decatur — Decatur  & Macon  Co.  Hospi- 
tal 

19 — Elmhurst  Cardiac — Memorial  Hospital 
of  DuPage  County 


BELLEVUE  PLACE 

For 

NERVOUS  and  MENTAL 
DISEASES 

★ 

Edward  Ross,  M.D.,  Medical  Director 

BATAVIA  PHONE 

ILLINOIS  TRemont  9-1520 
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Hr.  Inhtt  H.  2foirfy?rt: 
A pergonal  Unnorimn 

It  seemed  sadly  appropriate  that  the  an- 
nouncement of  Dr.  John  L.  Reichert’s  passing 
should  be  made  at  the  Illinois  State  Medical 
Society’s  Board  of  Trustees  meeting  on  Satur- 
day, September  19,  only  a few  moments  after 
he  died.  As  a member  of  that  official  body  from 
1950  through  1964,  he  had  made  it  his  launch- 
ing site  for  numberless  crusades  to  improve  the 
health  and  well-being  of  children. 

Only  last  January,  as  chairman  of  the  Child 
Health  Committee,  he  initiated  a permanent 
education  campaign  to  prevent  children  from 
starting  to  smoke  and  to  influence  teen-agers  to 
discontinue  smoking. 

As  a member  of  the  Board  of  Education  from 
1957  to  1961,  Dr.  Reichert  initiated  programs 
that  have  become  permanent  guardians  for  the 
well-being  of  Chicago  children.  Among  them 
is  the  sale  of  snacks  in  public  schools  instead 


of  candy;  a policy  of  studying  school  architec- 
ture from  the  standpoint  of  the  child’s  well- 
being; the  polio  vaccine  program;  and  a pro- 
gram of  warning  parents  whenever  their  chil- 
dren were  exposed  to  contagious  disease. 

Not  only  the  children  of  Illinois,  but  of  the 
nation,  have  benefitted  from  his  selfless  and 
energetic  efforts  in  their  behalf.  As  chairman 

(Continued  on  page  494) 


555  wilson  lane,  des  plaines,  illinois 
dial  299-3311 


sixty  attending  psychiatrists;  30 
consultants  in  the  medical  spe- 
cialties — 


extensive  adjunctive  therapy  — 
house  staff  of  eight  psychia- 
trists — 

group  psychotherapy;  day  and 
night  hospitalization  — 

adolescent  program  under  direc- 
tion of  child  psychiatrist  — 

attractive  patient  accomoda- 
tions; secluded,  restful  setting 
on  the  des  plaines  river  — 

accredited  by  the  joint  commis- 
sion and  the  a.  p.  a.  — 
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“John  Williams  is  my  worthy  successor!” 
Proclaims  Andres  Segovia 
GUITARRA  Magazine 
and  S.  Hurok 
Present 

JOHN  WILLIAM 
concert  guitarist 

Saturday  night — November  7, 

8:30  P.M.  McCormick  Place 
Little  Theatre.  Reserved  seats 
$4.50-4.00-3.50. 

Tickets  can  now  be  pur- 
chased by  mail  or  in  person 

‘‘sHERRY-BRENER  SPANISH  IMPORTS 
3145  West  63rd  Street,  Chicago— 737-1711,  Second  floor 
Hours  daily  10  A.M.  to  10  P.M.,  Saturday  9 A.M.  to 
6 P.M.  P.S.:  Listen  to  ‘GUITARRA  PORTRAITS”  a 
weekly  FM  radio  program  featuring  classical  and 
flamenco  guitar  music.  Every  Sunday  evening  at  9:30 
P.M.  on  WXFM  105.9  Chicago. 
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IN  MEMORIUM— DR.  REICHERT 

Continued  from  page  (493) 

of  a committee  for  the  American  Association  of 
Health,  Physical  Education  and  Recreation,  Dr. 
Reichert  pioneered  public  school  recreational 
practices  that  since  have  been  adopted  through- 
out the  United  States. 

On  that  gray  Saturday  afternoon,  when  the 
Board  of  Trustees  rose  as  one  to  pay  a last, 
silent  homage,  the  sense  of  loss  became  sudden- 
ly apparent.  Not  only  the  physician,  but  the 
man  will  be  missed — the  quiet,  unassuming  man 
who  nonetheless  spoke  with  the  rapidity  and 
authority  of  someone  who  knew  precisely  what 
he  wanted  to  say;  the  dedicated,  gentle  man 
who  loved  flowers  and  often  likened  them  to 
children  whom  he  loved  most  of  all;  the  good- 
natured  man  who  never  failed  to  smile  at  jibes 
about  his  occasional  absences  from  Board  meet- 
ings— absences  for  the  most  part  necessitated 
by  a busy  life  of  service  as  practicing  pedi- 
atrician, assistant  professor  of  Pediatrics  at 
Northwestern  University,  and  member  of  the 
advisory  health  committees  of  the  Illinois  Public 
Health  Department,  the  state  Commission  for 
Handicapped  Children,  and  the  National  School 
for  Health  Education  study. 

The  sadness  and  sense  of  loss  the  Board  felt 
on  that  gloomy  Saturday  were  not  unmixed 
with  quiet  satisfaction,  however.  Only  moments 
earlier,  Dr.  Reichert’s  recommendations  on  ac- 
cepting ads  and  exhibits  by  cigarette  manu- 
facturers had  been  adopted  unanimously.  His 
last  official  act  for  our  Society  had  been  ful- 
filled. 

For  the  writer,  there  is  still  another  recollec- 
tion of  Dr.  Reichert.  A year  ago,  when  our  two- 
month-old  daughter  developed  pneumonia,  Dr. 
Reichert  was  called  in. 

The  next  evening  he  greeted  us  at  the  door 
with  the  warm,  gloom-breaking  smile  that  was 
his  trademark.  “You’re  little  girl  is  going  to  be 
all  right,”  he  beamed. 

Our  only  communication  with  him  after  that 
was  returned  checks  which  he  refused  to  accept 
for  his  services. 

To  conclude  adequately  a tribute  to  Dr.  John 
L.  Reichert,  one  must  borrow  from  the  poet 
who  wrote:  “What  has  gone  away,  can  never 
be  replaced;  What  has  been  left  us,  will  never 
be  forgotten 
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idiiieir  fir  all  seasons 

There  is  no  season  for  cancer.  And  fighting  it  is  a year-round  job  for  the  American 
Cancer  Society  volunteer. 

Particularly  for  you,  doctor,  our  key  volunteer.  Your  thinking,  experience  and  guid- 
ance are  responsible  for  the  formulation  of  our  policies  and  programs ; your  knowl- 
edge and  skill  are  essential  to  their  execution.  And  so  you  serve  on  our  National, 
Division  and  Unit  boards.  Act  on  our  committees.  Talk  to  lay  audiences  at  our  film 
showings.  Help  evaluate  our  research  grants.  Advise  on  our  professional  publica- 
tions. Raise  funds.  Assess  our  program  materials.  The  list  goes  on  and  on. 

The  American  Cancer  Society  keeps  you  busy,  doctor.  We  depend  upon  you. 

We  hope  that  more  and  more  of  your  fellow  physicians  will  join  you  in 
working  with  us— all  year,  every  year  until  the  fight  against  cancer  is  won. 

AMERICAN  CANCER  SOCIETY 

THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 


for  October,  1964 
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COOK  COUNTY 

Graduate  School  of  Medicine 

CONTINUING  EDUCATION  COURSES 
Starting  Dates  — 1964 

ANESTHESIA,  Inhalation,  Endotracheal,  Regional, 
by  appointment 

PRINCIPLES  OF  OPERATIVE  SURGERY,  Two  Weeks, 

November  2 

BLOOD  VESSEL  SURGERY,  One  Week,  October  19 
BOARD  REVIEW  COURSE  IN  SURGERY,  Part  I, 

November  9;  PART  II,  December  7 
SURGERY  OF  COLON  & RECTUM,  One  Week,  November  16 
BREAST  & THYROID  SURGERY,  One  Week,  November  30 
GYNECOLOGY,  Office  & Operative,  Two  Weeks, 

November  30 

VAGINAL  SURGERY,  One  Week,  October  26 
OBSTETRICS,  General  & Surgical,  Two  Weeks,  November  9 
BOARD  REVIEW  COURSE  IN  GYN-OB,  Two  Weeks, 

October  26 

BOARD  REVIEW  COURSE  IN  MEDICINE,  PART  II, 

November  30 

UROLOGY,  Two  Weeks,  October  19 
DIAGNOSTIC  RADIOLOGY,  Two  Weeks,  October  26 
ADVANCES  IN  CARDIOLOGY,  One  Week,  October  26 
GENERAL  PRACTICE  REVIEW,  One  Week,  October  19 
BASIC  INTERNAL  MEDICINE,  Two  Weeks,  November  2 
PATHOLOGY  BOARD  REVIEW  COURSES  FOR  SPECIALTIES, 
Request  Dates 

Information  concerning  numerous  other 
continuation  courses  available  upon  request. 

TEACHING  FACULTY 
Attending  Staff  of 
Cook  County  Hospital 
Address:  Registrar,  707  South  Wood  Street 
Chicago,  Illinois  60612 


CONSIDER  NOW 

THE  APPROVED  GROUP  DISABILITY  PLAN 
AVAILABLE  TO  MEMBERS  OF  THE  ILLINOIS 
STATE  MEDICAL  SOCIETY 

TOTAL  DISABILITY  CAN  BE  COSTLY 
Review  Your  Needs  Today 
Amounts  Available  up  to 
$250.00  Weekly 

SPECIAL  FEATURES 

• SICKNESS  BENEFITS  TO  AGE  65  PLAN 
• THREE  EXCELLENT  PLANS  TO 
CHOOSE  FROM 

• CONVERSION  PLAN  AVAILABLE 
AT  AGE  70 

^ LOW  RATES  UNDER  A 
TRUE  GROUP  POLICY 
CALL  OR  WRITE 
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Leo  Amtman9,  Chicago,  died  August  18,  aged  60.  A 
graduate  of  the  University  of  Illinois  College  of  Medi- 
cine in  1927,  Doctor  Amtman  was  senior  attending 
physician  at  Columbus  hospital  until  he  retired  in  1959. 

Theodore  A.  Baumann*,  Fort  Myers,  Florida,  formerly 
of  Winnebago  County,  died  August  13,  aged  75.  He 
was  a graduate  of  Northwestern  University  Medical 
School  in  1914. 

Isaac  E.  Bartlett,  Wheaton,  died  August  10,  aged  53. 
A graduate  of  Chicago  Medical  School  in  1940,  he 
specialized  in  otolaryngology.  Dr.  Bartlett  had  been  ac- 
tive organizer  of  the  new  Central  Du  Page  Hospital. 

Earl  E.  Blanck9,  Chicago,  died  August  23,  aged  60. 
He  was  a graduate  of  University  of  Illinois  College  of 
Medicine  in  1930  and  a staff  member  of  St.  George 
hospital. 

Warren  C.  Blim9,  Chicago  Heights,  died  September  2, 
aged  74.  A graduate  of  University  of  Illinois  College  of 
Medicine  in  1916,  Doctor  Blim  had  been  a staff  mem- 
ber of  St.  James  hospital  for  over  50  years.  He  was  an 
emeritus  member  of  ISMS. 

William  F.  Borchers9,  Chicago,  died  July  14,  aged  73. 
In  1921  he  graduated  from  Rush  Medical  College  and 
specialized  in  internal  medicine.  He  was  an  emeritus 
member  of  ISMS. 

Ralph  J.  Brouillet,  Chicago,  died  August  14,  aged  80. 
In  1904  he  graduated  from  the  Illinois  Medical  College. 

Arthur  A.  Calkins9,  Chadwick,  died  July  31,  aged  86. 
In  1912  he  was  a graduate  of  Illinois  Medical  College. 
He  was  also  a member  of  the  American  College  of 
Surgeons. 

Joseph  A.  Capps9,  Winnetka,  died  September  17,  aged 
92.  A graduate  of  Harvard  Medical  School  in  1895,  he 
was  very  active  until  his  retirement  in  1954.  He  was  an 
emeritus  member  and  a member  of  the  Fifty  Year  Club 
of  ISMS. 

Ralph  W.  Carpenter9,  Geneva,  died  September  10, 
aged  74.  In  1916  he  was  a graduate  of  Rush  Medical 
College.  He  was  a fellow  of  the  International  College 
of  Physicians,  past  president  of  Kane  County  medical 
society,  and  an  emeritus  member  of  ISMS. 

Charles  A.  Cibelius9,  Rockford,  died  August  24,  aged 
72.  In  1916  he  graduated  from  Rush  Medical  College. 
He  was  an  emeritus  member  of  ISMS. 

David  deKruif,  Mount  Carmel,  died  July  30,  aged  45. 
A graduate  of  Yale  University  College  of  Medicine  in 
1945,  he  specialized  in  internal  medicine  and  cardi- 
ology. 
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Nervous 

Geriatrics  aSWKI^  7s  _ 

Long  Term  and  -:-  ~i£i2r  %£. . 

Short  Term  R: 

Mental 

Custodial 

Day  Care 
and  Mental 
Health  Clinic 

Est.  1909 

RESTHAVEN 

This  modernly  equipped  institution  located  in  the  beautiful  Fox  River 

Valley  35  miles  west  of  Chicago,  cooperates  with  physicians  to  the  full- 

est  extent. 

It  provides  accommodations  for  100  patients  in  single  and  double 

rooms.  Resthaven  accepts  patients  as  guests,  voluntary, 

and  committed 

by  court. 

RESTHAVEN  HOSPITAL,  600  VILLA  ST.,  ELGIN,  ILL 

Phone:  SH  2-0327 
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Harlan  S.  Cox®,  Danville,  died  August  23,  aged  62.  A 
graduate  of  Northwestern  University  School  of  Medi- 
cine in  f931,  lie  practiced  surgery  until  retirement  in 
1960.  He  had  served  as  president  of  both  Lake  View 
Memorial  and  St.  Elizabeth  hospital  staffs. 

John  J.  Dwyer,  Chicago,  died  September  19,  aged  59. 
A graduate  of  Loyola  University  Medical  School  in 
1931,  he  had  been  a staff  member  of  Little  Company 
of  Mary  hospital  for  30  years. 

Harry  E.  Freeman*,  Millington,  died  June  10,  aged  87, 
In  1903  he  was  a graduate  of  Northwestern  University 
Medical  School. 

Glenn  H.  Gilbreth®,  Chicago,  died  August  15,  aged  77. 
He  was  a graduate  of  Loyola  University  School  of 
Medicine. 

Bernard  Goldfield*,  Chicago,  died  September  23,  aged 
72.  A graduate  of  Loyola  University  Medical  School  in 
1918,  he  retired  in  1949. 

George  W.  Haan,  Jr.,  Decatur,  died  August  10,  aged 
70.  He  was  a graduate  of  Northwestern  University 
Medical  School  in  1918.  A physician  and  surgeon  in 
Decatur  until  1950,  he  became  head  of  the  Bergstrom 
Air  Force  Base  Clinic  in  Austin,  Texas. 

Roger  Harmon*,  Elmhurst,  died  August  25,  aged  27.  A 
graduate  of  the  University  of  Chicago  School  of  Medi- 
cine in  1962,  he  specialized  in  pediatrics. 

Ernest  Lister*,  Chicago,  formerly  of  Essen,  Germany, 
died  August  16,  aged  68.  A graduate  of  Hamburische 
Universitate  Medizinische  Fakultat,  Hamburg,  in  1922, 
Dr.  Lister  practiced  at  Roseland  Community  hospital 
for  25  years. 

John  T.  McCormick®,  Chicago,  died  August  30,  aged 
77.  A graduate  of  Jenner  Medical  College  in  1916,  he 
retired  from  active  service  in  1959. 

Thomas  C.  McDougal®,  Sarasota,  Florida,  formerly  of 
Chicago,  died  August  19,  aged  63.  He  was  a graduate 
of  University  of  Manitoba  Faculty  of  Medicine,  Winni- 
peg in  1927. 


Daniel  C.  Potter,  Chicago,  died  August  22,  aged  81. 

John  L.  Reichert®,  Chicago,  died  September  19,  aged 
68.  A graduate  of  Rush  Medical  College  in  1920,  Doctor 
Reichert  became  a nationally  known  pediatrician.  At 
the  time  of  death  he  was  assistant  professor  of  pediat- 
rics at  Northwestern  University,  associate  pediatrician 
at  Children’s  Memorial,  senior  pediatrician  at  Wesley 
Memorial  and  a governor  of  the  Institute  of  Medicine 
of  Chicago.  For  over  three  decades  he  has  been  a 
leader  in  protecting  the  health  of  Chicago’s  children. 

Oscar  W.  Rest,  Chicago,  died  August  14,  aged  78.  A 
graduate  of  Chicago  College  of  Medicine  and  Surgery 
in  1913,  he  specialized  in  occupational  medicine.  He 
was  an  emeritus  member  and  a member  of  the  fifty 
year  club  of  ISMS. 

Henry  D.  Roach®,  Anna,  died  August  15,  aged  47.  In 
1950  he  was  a graduate  of  Northwestern  University 
Medical  School.  He  had  served  as  physician  and  sur- 
geon at  Anna  State  and  Union  County  hospitals. 

William  Sermonte,  Oak  Park,  died  August  26,  aged  33. 
In  1957  he  graduated  from  Northwestern  University 
Medical  School  and  specialized  in  ophthalmology.  He 
was  a resident  physician  at  Hines  V.A.  hospital. 

Robert  L.  Sullivan®,  Galesburg,  died  August  16,  aged 
37.  A graduate  of  Yale  University  School  of  Medicine 
in  1952,  he  specialized  in  obstetrics  and  gynecology. 

Erich  M.  Uhlmann®,  Chicago,  originally  of  Germany, 
died  September  14,  aged  63.  A graduate  of  Christian- 
Albrechts-Universitat  Medizinische  Fakultat,  Kiel, 
Prussia  in  1923,  he  came  to  Chicago  for  a conference 
on  radiology  and  stayed  on  at  Michael  Reese  hospital 
for  25  years  until  his  recent  death.  A renowned  expert 
on  radiation  and  electron  treatment  of  cancer,  he  devel- 
oped the  linear  accelerator.  He  was  an  assistant  profes- 
sor of  radiation  at  Northwestern  University,  a member 
of  many  national  and  international  professional  societies 
and  the  author  of  several  medical  publications. 

* Indicates  member  of  Illinois  State  Medical  Society. 


a Private  Psychiatric  Center  at  Jacksonville,  Illinois,  since  1901 


Complete  psychiatric  treatment  in  an  environment 
for  cure.  A 50  bed  hospital  with  the  most  modern 
diagnostic  and  therapeutic  equipment  for  the  treat- 
ment of  nervous  and  mental  disorders. 
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By  Robert  L.  Richards 
Executive  Administrator 


COMMENTS  ON  THE 
ANNUAL  REFERENCE  ISSUE 


_/\.ny  regular  reader  of  the  Illinois  Medical  Journal  easily  recog- 


issue.  First  of  all,  the  cover  was  changed,  and  for  the  most  part  the 
inside  pages  contained  references  to  medical  information  which 


able.  Many  physicians  have  complimented  the  Journal  Committee 
and  staff  on  the  August  issue,  and  some  suggestions  for  improve- 
ment have  already  been  accepted. 

As  I see  it,  this  issue  will  become  an  annual  issue  published  in 
August  of  each  year,  and  will  be  updated  and  improved.  If  there 
should  be  anything  lacking  which  a member  of  the  medical  pro- 
fession believes  should  be  included  we  would  certainly  like  to 
receive  your  suggestions.  As  Dr.  Edward  A.  Piszczek  said  in  the 
foreword:  “Your  interest  and  advice  and  counsel  will  aid  us 
greatly  to  make  this  a useful  reference  guide.” 

For  those  who  may  be  interested,  extra  copies  of  the  Constitu- 
tion & Bylaws  and  the  committee  listing  have  been  made  avail- 
able. There  are  a few  additional  copies  of  the  complete  Journal  also 
available,  but  only  on  special  request.  If  you  have  failed  to  retain 
your  August  1964  issue  and  require  or  need  a copy  for  your  desk 
reference  let  us  know  and  we  will  try  to  replace  it  for  you. 


nized  that  there  was  something  different  about  the  August  1964 


every  physician  in  the  State  of  Illinois  should  have  readly  avail- 


510 


Illinois  Medical  Journal 


ndl 


l)ini(‘l;i|>p  l/tfcnlnhs 

(Dimetane®  [brompheniramine  maleate],  12  mg.;  Phenylephrine  hydrochloride  15  mg.;  Phenylpropanolamine  hydrochloride,  15  mg.) 


In  sinusitis,  colds,  U.R.I.,  Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again.  Each  long-acting 
Extentab  provides  clear  relief  for  up  to  10-12  hours,  yet  seldom  causes  drowsiness  or  overstimulation. 


BRIEF  SUMMARY:  Indications:  Dimetapp  reduces 
nasal  secretions,  congestion,  and  postnasal  drip  for  symp- 
tomatic relief  of  colds,  U.R.I.,  sinusitis,  and  rhinitis. 
Side  Effects:  In  high  dosages,  occasional  drowsiness 
due  to  the  antihistamine  or  CNS  stimulation  due  to  the 
sympathomimetics  may  be  observed.  Precautions: 


Administer  with  caution  in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and  hypertension.  Contra- 
indications: Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 

•'Clinical  report  on  file.  Medical  Department,  A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


THE  ULCER  LIFE 

In  this  “pop  art"  assemblage,  artist  Bob  Sullivan  depicts  “the  ulcer  life”  as  man-in-a-box.  The  wall  of  nails  closing  in  might  well  sym 
bolize  the  torturous  demands  of  a rigid,  conformist  society.  As  for  the  man,  his  disembodied  psyche  moves  relentlessly  onward  with  th 
blank,  fixed  stare  of  a man  who  has  lost  control  of  his  own  destiny.  Small  wonder  that  his  gastric  mechanism  rebels. 

NUMBER  1 IN  A SERIES 


HARVEY  KRAVITZ,  M.D.  /editor 

To  keep  the  Illinois  physician  abreast  of  the  latest  advances  in  the  various 
medical  specialties,  the  Illinois  Medical  Journal  is  pleased  to  begin  the  new 
monthly  feature,  “Medical  Progress.”  Instituted  as  a result  of  requests  made 
in  a recent  readership  survey  of  1MJ,  “Medical  Progress”  is  written  by  a 
group  of  recognized  authorities  who  will  review  the  latest  developments  in 
their  pai-ticular  specialty.  To  Dr.  Harvey  Kravitz,  for  his  tireless  and  ener- 
getic efforts  in  formulating  this  section  and  functioning  as  its  editor,  the 
entire  IMJ  staff  extends  its  warmest  thanks. 

Theodore  R.  Van  Dellen,  M.D. 

Editor 
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CURRENT 

DEVELOPMENTS 

IN 

REGIONAL  ENTERITIS 


A SURVEY  OF 
RECENT  LITERATURE 

PART  I 

Marshall  Sparberg,  M.D., 
and 

Joseph  Kirsner,  M.D. 
/Chicago 


From  the  Department  of  Medicine,  Univer- 
sity of  Chicago.  This  work  is  supported  in 
part  by  the  Wailach  Fund  for  Gastrointestinal 
Research. 


Since  the  description  of  regional  ileitis  by 
Crohn  in  1932,  the  scope  of  granulomatous  dis- 
ease of  the  bowel  has  expanded,  to  include 
recognition  of  a similar  tissue  reaction  in  the 
large  intestine,  the  vulnerability  of  the  entire 
small  intestine  rather  than  only  the  terminal 
ileum,  and,  in  some  cases,  the  simultaneous 
involvement  of  both  small  and  large  intestine. 
President  Eisenhower’s  surgery  for  regional 
enteritis  has  increased  public  interest  in  the 
disease.1  The  purpose  of  this  paper  is  to  review 
recent  observations  on  the  nature,  course  and 
treatment  of  “non-specific”  inflammatory  disease 
of  the  small  intestine. 

Pathogenesis 

The  etiology  of  regional  enteritis  remains  ob- 
scure. Important  possibilities  appear  to  have 
been  excluded,  including  a variety  of  identifi- 
able bacterial  and  protozoan  infections.2  How- 
ever, in  view  of  the  likelihood  of  an  inflamma- 
tory mechanism  in  the  pathogenesis  of  the 
disease,  investigation  of  the  possible  role  of 
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so-called  L-forms  of  bacteria  may  be  desirable. 
Actually,  despite  considerable  study,  much  re- 
mains to  be  learned  of  the  microflora  of  the 
gut,  anaerobic  as  well  as  aerobic,  its  relation- 
ship to  health  and  disease,  and  the  possible 
contributory  role  of  gram-negative  bacterial 
endotoxins  in  the  pathogenesis  of  inflammatory 
bowel  disease.  While  tuberculosis  and  sarcoido- 
sis may  involve  the  small  intestine,  they  appear 
to  have  no  etiologic  relationship  to  regional 
enteritis.  An  attempt  to  devise  a skin  test  anal- 
ogous to  the  Kveim  test  for  sarcoidosis,  by  the 
intradermal  injection  of  an  extract  of  a lymph 
node  from  a patient  with  regional  enteritis, 
failed;3  possibly  because  of  the  continuing  cor- 
ticosteroid therapy  in  4 of  the  9 patients  tested. 

Positive  Frei  tests  for  lymphogranuloma 
venereum  in  7 patients  with  regional  enteritis 
have  re-kindled  interest  in  this  viral  agent.4 
However,  its  etiologic  significance  seems  doubt- 
ful for  several  reasons:  the  extensive  involve- 
ment of  small  intestine  in  regional  enteritis 
differs  from  the  circumscribed  stricture  typical 
of  lymphopathia  venereum;  the  frequency  of 
the  disease  among  children,  not  in  contact  with 
this  virus;  and  earlier  negative  data  from  this 
laboratory.  A viral  etiology  for  the  disease  has 
been  suggested  frequently,  but  viruses  have 
not  been  isolated  from  diseased  intestine;5  con- 
firming earlier  unpublished  observations.  The 
granulomatous  tissue  reaction  has  suggested  the 
possibility  of  a delayed  hypersensitivity  re- 
sponse.6 However,  attempts  to  establish  an 
immunologic  basis  for  regional  enteritis  thus 
far  have  failed;7  although  this  concept  remains 
appealing.  Administration  of  Esch.  coli  endo- 
toxin orally  and  intravenously,  combined  with 
reticuloendothelial  blockade,  in  dogs  produced 
lymphatic  hyperplasia  in  the  terminal  ileum, 
associated  with  submucosal  thickening  and 
lymph  node  hyperplasia;8  but  the  findings  do 
not  duplicate  regional  enteritis.  Trauma  to  the 
bowel  has  been  implicated,  on  clinical  circum- 
stances.910 However,  in  the  vast  majority  of 
cases,  the  development  of  regional  enteritis  is 
unassociated  with  abdominal  injury.  Perhaps, 
in  unusual  instances,  clinically  latent  regional 
enteritis  is  activated  by  trauma  to  the  abdomen. 

A slight  but  definite  familial  predisposition 
has  become  apparent,11  but  more  comprehen- 
sive family  and  genetic  studies  are  desirable. 
Regional  enteritis  in  identical  twins  has  been 


reported  on  several  occasions.12’13  While  ob- 
served among  all  social  groups  and  most  races, 
regional  enteritis  appear  to  be  slightly  more 
prevalent  among  persons  of  Jewish  origin,14  and 
less  common  among  Negroes.15  However,  such 
statistics  always  are  subject  to  the  limitation  of 
possible  differences  in  the  unifoi'mity  of  diag- 
nostic appraisals  by  various  observers.  The  fre- 
quency of  inflammatory  small  bowel  disease 
among  children,  teenagers  and  young  adults  is 
striking;  an  association  that  is  undoubtedly 
significant  pathogenetically,  though  the  nature 
of  the  relationship  is  not  evident  at  present. 

No  new  evidence  has  appeared  in  support  of 
a psychogenic  or  neurogenic  cause  of  regional 
enteritis;  though,  of  interest  in  this  connection, 
is  an  apparent  increase  in  the  number  of  neural 
elements  in  the  intestinal  wall.  The  role  of 
emotional  stress  in  regional  enteritis  more  like- 
ly seems  that  of  a “trigger,”  promoting  the 
exacerbation  of  symptoms  rather  than  as  an 
etiologic  mechanism. 

The  number  of  patients  with  regional  enteritis 
apparently  has  increased  in  the  past  30  years. 
Whether  or  not  this  trend  reflects  greater 
awareness  of  the  disease  and  improved  diag- 
nosis, or  a true  rise  in  incidence,  as  we  assume, 
is  not  clear.  If  the  latter  view  is  valid,  interest- 
ing speculation  might  include  the  possible  role 
of  agents  to  which  people  today  are  exposed 
more  extensively  than  in  the  past,  possibly  food 
additives  and,  drugs,  including  antibacterial 
agents. 


The  initial  pathologic  process,  preceding  in- 
flammation and  the  deposition  of  fibrous  tissue, 
appears  to  consist  of  submucosal  edema  and 
lymphangiectasia,  as  determined  by  examina- 
tion of  tissue  proximal  to  ulcerogranulomatous 
areas.16’17  Noteworthy  in  this  connection  has 
been  the  development  of  a tissue  reaction  re- 
sembling regional  enteritis  following  experi- 
mental lymphatic  obstruction  of  small  bowel 
after  the  prolonged  administration  of  silica 
dust;18  these  interesting  experiments  reported 
in  1950  deserve  repetition.  The  following  path- 
ologic sequence  may  be  envisioned,  accord- 
ing to  Amann  and  Bockus:16  submucosal  lym- 
phangiectasia leading  to  submucosal  edema 
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and  lymphoid  hypertrophy,  with  eventual  flat- 
tening of  the  mucosal  folds  overlying  the  area; 
further  edema  and  hypertrophy  of  the  muscu- 
laria  mucosae  then  causes  small  rents  in  the 
mucosa;  aided  by  diminished  blood  flow,  shaggy 
ulcerations  develop;  further  penetration  of  the 
ulcers  leads  to  fistula  formation,  abscesses,  and 
to  the  complications  of  advanced  regional 
enteritis. 

A primary  problem  then  would  appear  to  be 
the  cause  of  the  lymphangiectasia;  and  the 
factors  involved  in  producing  the  inflammation, 
endothelial  proliferation  and  obstruction  of  the 
intestinal  lymphatics  observed  in  many  cases. 
Contact  of  the  mucosa  of  the  intestinal  wall  with 
antigenic  substances  in  the  intestinal  lumen, 
and  dissemination  of  noxious  agents  in  the  in- 
testinal content,  via  lymphatic  channels  have 
been  implicated,  but  supporting  evidence  is 
lacking.  Of  possible  interest  in  this  regard  is 
the  tendency  of  the  disease  to  involve  small 
bowel  immediately  proximal  to  the  ileocecal 
valve,  and  the  tendency  for  the  recurrences, 
after  resection  of  diseased  intestine,  to  develop 
in  small  bowel  immediately  proximal  to  the 
ileocolonic  anastomosis,  areas  presumably  in 
longer  contact  with  the  intestinal  content  than 
other  areas  of  the  small  bowel. 

Regional  enteritis  has  been  compared  to  ulcer- 
ative colitis,  since  the  two  diseases  share  many 
clinical  features;  and  apparently  may  co-exist 
in  the  same  patient.19*20  However,  the  con- 
comitance of  both  diseases  in  the  same  patient 
is  rare;21  and  the  associated  colonic  disease 
more  often  is  granulomatous  in  nature,  rather 
than  the  usual  ulcerative  colitis.20-23  The  two 
diseases  actually  have  distinctive  pathologic 
features.  Findings  typical  of  regional  enteritis 
include  deep,  shaggy  ulcerations,  disposed  lon- 
gitudinally in  relation  to  the  mesenteric  attach- 
ment of  the  small  intestine,  involvement  of  all 
layers  of  the  bowel  wall,  lymphoid  hyperplasia 
with  granulomas  and  giant-cell  systems,  fistula 
formation,  involvement  of  regional  lymph  nodes, 
and  thickening  of  the  mesentery.21*22  Giant 
cells  and  granulomas  may  be  observed  in  ulcer- 
ative colitis,24  but  the  tissue  reaction  usually  is 
confined  to  the  mucosa  and  submucosa  and  is 
characterized  by  the  focal  accumulation  of 
polymorphonuclear  cells  within  the  crypts  of 
the  colon  mucosal  glands;  lymphangiectasis  is 
rare,  the  mesentery  is  not  thickened  or  adherent, 


and  the  regional  lymph  nodes  are  not  enlarged. 
Although  the  terminal  ileum  often  is  involved 
in  “ordinary”  ulcerative  colitis,  the  pathologic 
changes  are  similar  to  those  in  the  colon.  In 
chronic  ulcerative  colitis  the  findings  include 
submucosal  fibrosis,  muscle  hypertrophy  and 
subserosal  fibrosis. 

A major  feature  of  the  tissue  reaction  in  re- 
gional enteritis  is  thickening  of  the  bowel  wall 
and  fibrosis,  leading  to  a characteristic  narrow- 
ing of  the  intestinal  lumen,  with  partial  or  com- 
plete obstruction.  The  pronounced  cicatrization 
of  the  small  bowel  is  unexplained.  The  occur- 
rence of  metaplastic  pyloric-type  glands  in 
areas  of  small  bowel  involved  with  regional 
enteritis  initially  was  correlated  with  a high 
rate  of  recurrence;25  however,  more  recent 
studies  have  not  confirmed  this  association.26 


Diagnosis 

Chronic  regional  enteritis,  in  the  majority  of 
instances,  is  characterized  clinically  by  the 
gradual  onset  of  cramping  abdominal  pain, 
diarrhea,  weight  loss,  anemia  and  fever.  Acute 
regional  enteritis  may  mimic  acute  appendicitis 
so  closely  that  the  diagnosis  is  made  only  at 
operation.  Appendectomy  under  these  circum- 
stances is  claimed  to  be  safe;27  however,  the 
inflamed  ileum  should  not  be  resected  or  biop- 
sied,  to  avoid  the  possibility  of  fistula  forma- 
tion, and  also  since  the  full  extent  of  the  dis- 
ease cannot  be  determined  accurately  under 
such  acute  circumstances.  In  other  instances, 
as  among  children,  gastrointestinal  symptoms 
may  be  minimal  or  absent,  and  the  systemic 
symptoms  of  fever,28*29  tachycardia,  weight  loss 
and  growth  retardation30*31  are  prominent.  Re- 
gional enteritis  has  been  misdiagnosed  initially 
as  anorexia  nervosa32  and  as  depressive  dis- 
orders.33 Occasionally,  the  clinical  distinction 
between  lymphosarcoma  of  the  small  bowel  and 
regional  enteritis  is  difficult.34  Adenocarcinoma 
and  carcinoid  tumors  of  the  small  bowel  may 
simulate  regional  enteritis.35-37  Inflamed  bowel, 
adhering  to  pelvic  organs,  may  suggest  pelvic 
inflammatory  disease  as  the  primary  diagnosis;38 
and  adherence  to  the  urinary  bladder  may 
cause  presenting  symptoms  of  urinary  frequency 
and  dysuria,  suggesting  urologic  disease  initi- 
ally. The  varied  clinical  manifestations  of  re- 
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gional  enteritis  re-emphasize  the  importance  of 
considering  this  disease  in  the  evaluation  of 
obscure  clinical  situations,  especially  when  ac- 
companied by  unexplained  fever  and  loss  of 
weight. 

Physical  examination  may  reveal,  in  addition 
to  evidence  of  infection,  undernutrition  and  ab- 
dominal tenderness,  a fullness  or  mass  in  the 
right  lower  abdominal  quadrant,  composed  of 
inflamed  loops  of  bowel,  adherent  thickened 
mesentery  and  occasionally,  walled-off  abscesses 
of  fistulae.  The  diagnostic  importance  of  the 
rectal  and  perianal  examination  deserves  re- 
emphasis, since  the  finding  of  a perirectal  ab- 
scess or  fistula,  not  infrequently  is  the  initial 
clue  to  the  presence  of  regional  enteritis.  Proc- 
toscopy may  demonstrate  a granular,  slightly 
friable  mucosa,  punctate  ulcerations  surrounded 
by  erythema;  or  the  mucosa  may  appear  rela- 
tively normal.  Biopsy  of  the  minimally  inflamed 
rectum  may  demonstrate  granulomatous  le- 
sions39 and  thus  direct  attention  to  the  presence 
of  regional  enteritis. 

In  the  roentgen  diagnosis  of  the  disease,  the 
barium  enema  is  important,  but  examination  of 
the  small  bowel  with  special  emphasis  on  the 
terminal  ileum  often  is  necessary  and  always  is 
indicated  if  this  area  has  not  been  visualized 
clearly  on  the  colon  study.  Helpful  diagnostic 
roentgen  signs  include  the  familiar  string  sign 
indicative  of  narrowing,  dilatation  proximal  to 
an  area  of  stricture,  fixation  of  bowel  loops, 
ulceration,  cobblestoning  of  mucosa,  represent- 
ing submucosal  edema,  and  the  presence  of 
skip  areas  of  involvement.40  Obliteration  or  dis- 
tortion of  the  normal  four  or  five  fine  parallel 


folds  running  longitudinally  in  the  terminal  ile- 
um may  suggest  an  “early”  regional  enteritis. 
Despite  the  importance  of  the  roentgen  exami- 
nation, an  apparently  normal  study  in  patients 
with  appropriate  symptoms  and  laboratory  find- 
ings does  not  definitely  exclude  regional  enteri- 
tis; in  such  instances,  repeat  x-rays  are  neces- 
sary. 

The  usual  laboratory  findings  include  leuko- 
cytosis, an  elevated  sedimentation  rate,  and  the 
presence  of  occult  blood  in  the  stools.  Ancillary 
laboratory  information,  such  as  alteration  in 
serum  electrolytes,  decreased  plasma  pro- 
teins,41’42 and  evidence  of  malabsorption  may 
help  delineate  the  severity  of  the  illness  but 
they  are  not  necessarily  diagnostic  of  regional 
enteritis.  Occasionally,  extensive  disease  of  the 
terminal  ileum  will  be  reflected  in  decreased 
absorption  of  vitamin  Bi2  and  other  indications 
of  malabsorption.  Testing  of  isolated  segments 
of  intestine  in  patients  undergoing  surgery  for 
disease  of  the  large  or  small  intestine,  by  means 
of  radioisotope  techniques,  has  indicated  a dim- 
inution in  the  net  absorption  of  water  and 
sodium  among  patients  with  regional  enteritis.43 
The  abnormality  may  be  related  to  lymphatic 
obstruction,  injury  to  intestinal  epithelium,  and/ 
or  to  an  alteration  in  intestinal  blood  flow,  but 
conclusive  evidence  for  any  of  these  possibili- 
ties is  lacking.  Elevation  in  the  percentage  of 
alpha-2  and  beta  globulins  has  been  reported 
during  phases  of  activity  of  regional  enteritis, 
diminishing  with  quiescence  of  the  disease.42 
Since  similar  trends  have  been  observed  in 
other  diseases,  the  finding  probably  reflects  a 
“secondary”  phenomenon. 


(Complete  References  will  be  published  next  month  following  Part  II, 
the  conclusion  of  this  report.) 
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In  the  complete  examination  of  every  patient 
some  objective  hematologic  measurement  is 
necessary.  Basic  screening  tests  include  hema- 
tocrit, hemoglobin,  leukocyte  count  and  exam- 
ination of  peripheral  blood  smear.  Results  of 
these  screening  tests  or  of  the  history  and  phy- 
sical examination  may  dictate  performance  of 
additional  and  more  exhaustive  hematologic 
studies.  The  physician  should  be  aware  of  the 
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“normal”  range  for  each  test  procedure  by  the 
particular  method  used,  as  well  as  the  limitation 
of  accuracy  inherent  in  the  test.  The  decision 
to  perform  laboratory  procedures  in  the  office, 
and  what  these  procedures  will  be,  varies  with 
the  geographic  location,  type  of  practice,  and 
interest  and  ability  of  the  physician  in  labora- 
tory methods.  Each  test  should  be  necessary  for 
evaluation  of  the  patient’s  condition,  be  per- 
formed with  good  equipment  using  adequate 
techniques  and  result  in  a test  within  reason- 
able limits  of  accuracy  which  are  known  to  the 
physician.  In  addition  the  cost  of  performing 
the  test  based  on  initial  cost  of  equipment,  re- 
agents, technician  time,  and  general  overhead 
should  not  be  excessive. 

Methods  of  determining  the  hematocrit  and 
red  and  white  cell  counts  will  be  presented.  The 
advantages,  disadvantages  and  sources  of  error 
in  each  procedure  will  be  mentioned.  The 
results  of  a series  of  tests  performed  by  a trained 
technologist  and  by  a group  of  students  in  a 
technician  training  program  will  be  compared. 
Recommendations  for  suggested  office  pro- 
cedures will  be  given  with  reasons  to  justify 
these  recommendations. 

Enumeration  of  erythrocytes  or  leukocytes 
entails  accurately  diluting  a measured  quantity 
of  whole  blood  with  isotonic  fluid  that  will 
prevent  coagulation.  The  number  of  cells  pres- 
ent in  a known  volume  of  uniformly  dispersed 
diluted  blood  is  then  counted.  Finally,  the  num- 
ber of  cells  present  per  unit  volume  of  whole 
blood  is  computed  as  the  product  of  the  actual 
number  of  cells  counted  in  the  diluted  specimen 
times  the  dilution  factor  times  the  volume  factor. 
The  usual  apparatus  consists  of  a Thoma  pipet 
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FIGURE  1.  Comparison  of  mean  values  obtained  by  an  experienced  technician  and  by  a group 
of  relatively  inexperienced  students  in  a series  of  erythrocyte  and  leukocyte  counts  and  micro- 
hematocrit determinations. 

is  Coulter  electronic  cell  counter  method;  #2  is  Fisher  Autocytometer  method;  #3  is 
Neubauser  hemacytometer  method. 


for  the  erythrocyte  count  giving  a 1:200  dilution 
and  a similar  pipet  for  the  leukocyte  count  with 
a 1:20  dilution.  Both  pipets  have  a known 
range  of  accuracy.  A good  quality  of  improved 
Neubauer  hemacytometer,  accompanying  cover 
glass  and  a microscope  with  suitable  light  source 
are  needed.  Disposable  lancets  for  skin  puncture 
or  sterile  needles  and  tubes  for  venipuncture  are 
necessary. 

Anticoagulated  blood  obtained  by  venipunc- 
ture is  suitable  if  adequately  mixed  prior  to  use. 
Suitable  diluting  solutions  free  from  dust, 
molds  and  precipitate  will  be  needed.  The  dilu- 
ent for  the  leukocyte  count  must  have  the 
property  of  lysing  the  erythrocytes  leaving  the 
leukocytes  intact.  The  diluting  pipets  must  be 
thoroughly  agitated  to  give  a uniform  dispersion 
of  the  cells  before  loading  the  hemacytometer. 
The  advantages  include  a modest  cost  for 
equipment  if  a suitable  microscope  is  already 
available.  Mechanical  failure  should  be  minimal 
with  breakage  of  hemacytometer  cover  slips  or 


diluting  pipets  accounting  for  much  of  the  re- 
placement. Disadvantages  include  the  time  nec- 
essary without  interruption  to  perform  the 
test,  the  necessity  for  an  adequately  trained 
technician  using  exacting  techniques  and  the 
increased  error  resulting  from  doing  too  many 
counts  a day  or  even  worse,  doing  counts  too 
infrequently. 

Newer  methods  of  cell  enumeration  result  in 
greater  accuracy  and  speed.  The  Coulter  count- 
er electronically  enumerates  individual  cells  in 
a saline  suspension  recording  the  total  count. 
The  relative  cell  size  appears  on  the  oscilloscope 
screen.  Approximately  50,000  cells  in  a saline 
dilution  are  counted  in  15  seconds.  Recently  a 
somewhat  similar  instrument,  the  Fisher  Auto- 
cytometer has  become  available  with  compar- 
able speed  and  accuracy.  This  instrument  reg- 
isters the  reflected  light  of  the  individual  cells 
and  totals  these  for  a given  volume  of  diluted 
blood.  There  is  no  cell  size  evaluation  with  this 
instrument.  Accurate  dilution  and  uniform  cell 
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FIGURE  2.  Probable  error  in  performing  cell  counts  and  microhematocrit  determinations. 


suspensions  for  any  of  the  methods  are  quite 
essential.  With  properly  mixed  venous  blood 
samples  automatic  pipetting,  diluting  and  auto- 
matic dispensing  burets  decrease  the  error  of 
the  procedure. 

An  experienced  technologist  performed  100 
erythrocyte  and  leukocyte  counts  doing  each  in 
duplicate  using  the  Coulter  electronic  cell 
counter,  the  Fisher  Autocytometer  and  the  man- 
ual hemacytometer  methods.  The  same  counts 
were  done  using  identical  methods,  but  not  in 
duplicate,  by  several  students  in  a technician 
training  program  with  little  previous  experience. 
The  mean  values  of  the  series  for  each  method 
used  are  shown  in  Figure  1.  The  magnitudes  of 
the  difference  in  duplicate  determinations  for 
individual  tests  were  as  high  as  22%  for  the 
chamber  counts  and  substantially  lower  for  the 
electronic  instrument  counts.  The  inexperienced 
technician  showed  a tendency  for  a somewhat 
lower  erythrocyte  count  and  a higher  leukocyte 
count.  The  advantages  of  the  electronic  count- 
ing system  include  speed,  greater  accuracy  and 
ease  of  operation  by  relatively  inexperienced 
technicians.  Disadvantages  include  initial  sub- 


stantial cost,  routine  periodic  calibration  to 
insure  proper  performance,  electronic  and  me- 
chanical breakdown  with  cost  of  repair  and 
eventual  cost  of  replacement.  These  instruments 
are  economical  only  when  a large  number  of 
counts  are  done  daily  for  the  life  of  the  instru- 
ment. All  methods  share  possible  sources  of 
substantial  error  including  inaccurate  apparatus, 
error  in  dilution  technique,  improper  mixing  of 
the  diluted  specimen,  use  of  improper  diluting 
fluids,  hemolysis,  lack  of  free  flowing  capillary 
blood  sample,  improper  mixing  of  venous  blood 
sample  and  error  in  recording  the  value  on  the 
report  slip.  The  hemacytometer  method,  in  ad- 
dition, adds  error  from  imperfect  filling  of  the 
hemacytometer  chamber,  inaccurate  counting 
of  cells  and  mistakes  in  computing  the  final  cell 
count.  Doing  all  of  the  cell  counts  in  duplicate 
and  reporting  the  mean  value  will  increase  the 
accuracy  but  will  also  substantially  increase  the 
work  load  and  time  necessary  to  complete  an 
individual  test.  The  error  for  erythrocyte  and 
leukocyte  counts  is  substantially  less  using  the 
electronic  cell  counting  instruments  rather  than 
the  hemacytometer  (Fig.  2). 


for  November,  1964 


537 


of  100  cases 


71  Ht  Normal 
0 Rbci 


' 


■ 


,&.  f : y 

16 Rbc4  1or>L-  w..  . • 


A f|| 


. • ' > 

-.,  ■•  V ••.  . '■•'■  - : '•.  •;'••  ••  ; 

:V. . • ■•-/  -:.  ■ /,v  *‘vr,  ■ • ; < Vt'fiuQSK 

■f  : ' ■ ■ . • ■:.  :-  • -■■•  ■■••■,  ■•  •■•  , - - ' • 

■<',.  ..  . ; ' ''  - ' •'  ' 

" ■ ■•■  ■ . > ' : • ■ , ./.■••■;.;  v,  A , ■■:;■ 

"'  ' . . ":i  - '.'V  ”,  \ 

: / - ' ■ - , 

. . - . . . . '. : • : '.:... 


FIGURE  3.  Comparison  of  the  superiority  of  the  microhematocrit  over  the  erythrocyte  count  as  a 
screening  procedure  in  the  detection  of  anemias. 


In  1929  Wintrobe  devised  his  standard  sedi- 
mentation rate  technique  and  described  a cali- 
brated glass  tube  for  doing  the  sedimentation 
rate.  When  this  tube  is  centrifuged,  packing  the 
erythrocytes  at  one  end,  the  tube  is  suitable  for 
determining  the  hematocrit.  The  hematocrit  is 
the  volume  of  packed  red  cells/100  ml.  of  whole 
blood  expressed  as  a per  cent.  The  blood  is 
centrifuged  for  30  minutes  at  3,000  rpm.  In 
addition  to  determining  the  volume  of  packed 
cells,  examination  of  the  plasma  gives  some  in- 
dication as  to  the  presence  of  jaundice,  hemo- 
globinemia  or  lipemia.  The  thickness  of  the 
buffy  coat  correlates  with  leukopenia  or  leuko- 
cytosis. 

In  recent  years  the  microhematocrit  pro- 
cedure has  been  adopted  for  general  use  in  the 
clinical  laboratory.  Small  capillary  tubes  are 
filled  with  a free  flowing  capillary  blood  speci- 
men or  from  a well  mixed  anticoagulated 
venous  blood  specimen.  One  end  of  the  tube 
is  sealed  with  a plastic  cap  or  is  fused  in  the 
low  flame  of  a microburner.  The  capillary  tube 
is  centrifuged  at  12,000  rpm  for  4 minutes.  The 


length  of  the  packed  red  cell  column  is  com- 
pared to  the  total  length  of  the  blood  sample 
and  expressed  as  a per  cent.  Careful  inspection 
of  the  supernatant  plasma  will  disclose  clinical 
jaundice  or  lipemia  and  the  buffy  coat  reflects 
leukocytosis  or  leukemia.  A mechanical  hemato- 
crit reader  of  several  types  is  available  although 
a simple  ruler  graduated  in  mm.,  will  suffice. 

Duplicate  microhematocrits  were  done  on  a 
series  of  100  blood  specimens  by  an  experienced 
technologist.  Students  in  a training  class  for 
laboratory  technicians  performed  the  same 
hematocrits  but  not  in  duplicate.  The  following 
results  were  obtained  (Fig.  1).  The  micro- 
hematocrit determination  was  superior  to  the 
erythrocyte  count  judged  by  the  range  of  error, 
reproducibility  and  accuracy  when  done  by 
either  an  experienced  technologist  or  relatively 
inexperienced  technicians.  The  equipment  nec- 
essary includes  an  adequate  centrifuge  with  a 
head  capable  of  receiving  microhematocrit 
tubes  and  with  a speed  of  12,000  rpm.  Capillary 
tubes  with  suitable  plastic  caps  are  necessary. 
An  alternate  method  of  sealing  the  end  of  the 
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FIGURE  4.  Abnormalities  revealed  by  an  accurate,  simple  screening  procedure  will  indicate  what 
additional  diagnostic  procedures  are  needed. 


capillary  tube  is  by  use  of  a small  inexpensive 
microburner.  A supply  of  sterile  lancets  or  ma- 
terials for  obtaining  venous  blood  such  as  dis- 
posable needles  and  vacutainer  tubes  are  need- 
ed. Some  method  of  measuring  the  length  of 
the  packed  cells  and  total  blood  column  com- 
pletes the  list.  The  total  cost  of  this  procedure 
is  not  excessive. 

The  microhematocrit  centrifuge  creates  some 
heat  and  a moderate  amount  of  noise.  Mechan- 
ical or  electrical  breakdown  does  occur  and 
periodic  servicing  and  repairs  will  be  necessary. 
At  the  time  of  servicing  the  centrifuge  should  be 
checked  with  a tachometer  to  insure  adequate 
speed.  The  accuracy  is  quite  good  with  a mini- 
mal error  of  h%  and  an  average  error  of  1-2%. 
(Fig.  2).  Some  of  the  sources  of  error  include 
hemolysis  of  the  blood  during  collection  or  by 
improper  heating  of  the  tube  when  sealing  the 
end  with  the  microburner,  resulting  in  false  low 
hematocrit  values.  Insufficient  relative  centri- 
fugal force  or  too  brief  a centrifugation  will  re- 
sult in  false  high  hematocrits.  Errors  in  reading 
the  length  of  the  packed  cell  column  and  errors 
in  transcribing  the  results  onto  the  report  from 
can  occur. 

The  hematocrit  is  the  most  accurate  method 
of  determining  the  presence  or  absence  of 
anemia  or  polycythemia.  The  hemoglobin  de- 
termination is  less  accurate  and  the  erythrocyte 


count  is  fare  less  accurate.  The  usual  error  is 
±2%  for  the  hematocrit,  ±5%  for  the  hemo- 
globin and  ±16%  for  the  erythrocyte  count.  If 
the  hematocrit  or  hemoglobin  values  or  exami- 
nation of  a stained  peripheral  smear  shows  ab- 
normalities, then  a careful  erythrocyte  count 
should  be  done.  If  the  hematocrit  and  hemo- 
globin are  both  within  “normal”  range,  then  the 
erythrocyte  count  will  almost  invariably  be 
within  the  normal  range  also.  In  our  series  of 
100  patients,  29  had  hematocrits  below  normal. 
Of  these,  16  had  erythrocyte  counts  below  nor- 
mal while  13  had  erythrocyte  counts  within  the 
normal  range.  Of  the  71  patients  with  normal 
hematocrits  none  had  an  erythrocyte  count  be- 
low normal.  (Figure  3).  In  this  series,  if  only 
hematocrit  determinations  were  done,  not  a 
single  anemia  would  have  been  missed.  How- 
ever, if  only  an  erythrocyte  count  had  been 
done  on  these  patients,  45%  of  the  anemias 
would  have  escaped  detection  because  al- 
though the  hematocrits  were  low,  the  erythro- 
cyte counts  were  within  normal  range,  reflecting 
microcytic  anemias,  probably  of  iron  deficiency 
type. 

If  the  hematocrit  is  abnormal  additional  he- 
matologic screening  tests  should  be  done  for 
more  definitive  diagnosis.  (Fig.  4).  The  micro- 
hematocrit procedure  represents  the  best  single 
hematologic  screening  test  now  available. 
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The  Peutz-Jeghers  Syndrome 

This  disease  is  characterized  by  melanin 
spots  of  lips,  buccal  mucosa  and  digits.  Polypoid 
lesions  may  be  present  throughout  the  gastro- 
intestinal tract,  particulary  frequent  in  the  small 
bowel.  First  described  by  Peutz  in  1921,  it  was 
redescribed  by  Jeghers  in  1944.  Many  cases 
have  been  published  since.  Initially  thought  to 
harbor  the  danger  of  malignant  transforma- 
tion,28 it  is  now  generally  accepted  that  the 
polyps  of  the  small  bowel  are  rather  hamar- 
tomas, and  their  malignant  potential  is  very 
low.  But,  our  attitude  toward  the  colonic  polyps 
should  be  reserved.  The  pattern  of  inheritance 
is  autosomal  dominant. 

The  Gardner  Syndrome 

This  disease  originally29  comprised  bone  tu- 
mors involving  facial  sinuses,  mandible,  femoral 
shafts,  tibiae,  humeri,  etc.  The  tumors  consist  of 
laminated  bone  with  small  connective  tissue 
spaces.  There  are  also  mutiple  polyps  in  the 
colon  with  more  or  less  advanced  de-differen- 
tiation. All  6 patients  of  that  family  originally 
described  had  polyps.  Two  of  6 had  carcinoma 
of  the  colon.  All  had  bony  tumors,  several  had 
subcutaneous  sebaceous  cysts.  The  pattern  of 
inheritance  is  that  of  a single  dominant  gene, 
which  differs  from  the  one  that  determines  mul- 
tiple polyposis.  In  another  report30  a similar 
condition  was  described  with  multiple  cartila- 
ginous exostoses,  sessile  and  pedunculated.  In  a 
recent  review30  ninety  cases  of  this  disease  have 
been  collected.  Fibrous  tissue  masses  were  de- 
scribed in  10  patients,  lipomas  in  10,  fibromas  in 
11,  and  fibrosarcomas  in  6 patients.  Osteomas 
were  present  in  39  individuals,  and  sebaceous 
cysts  in  33.  Since  colon  or  rectal  malignancies 


were  observed  in  32  of  the  90  cases,  this  is  the 
main  reason  for  worry  with  this  disease.  As  a 
corollary,  a patient  with  multiple  hard  or  soft 
tumors  of  the  kind  described  above,  should  be 
investigated  for  colonic  polyps  and  carcinoma. 

Turcot’s  Syndrome 

A brother  and  sister  have  been  described31 
with  polyposis  of  the  colon  associated  with  a 
tumor  of  the  central  nervous  system:  a medullo- 
blastoma of  the  spinal  cord  in  one  case  and  a 
glioblastoma  of  the  frontal  lobe  in  the  other. 
Since  the  parents  of  the  patients  were  third 
cousins,  the  pattern  of  an  autosomal  recessive 
has  been  assumed. 

Multiple  Endocrine  Adenomatosis 

This  is  a hereditary  condition  due  to  an  auto- 
somal dominant.  It  encompasses  islet  cell  tu- 
mors of  the  pancreas,  parathyroid  adenomas, 
adencortical  adenomas,  etc.  A family  has  been 
studied32  in  which  there  was  an  association  of 
adenomata  of  the  pancreas  and  multiple  polyps 
in  the  colon. 

Familial  Occurrence  of  Ulcerative  Colitis 
and  Regional  Enteritis 

A number  of  observers  reported  cases  in 
which  ulcerative  colitis  and  regional  enteritis 
occurred  in  several  members  of  the  same  fam- 
ily. Moltke,  (quoted  by  Houghton  and  Naish) 
described  11  cases  of  ulcerative  colities  in  5 
families.  Jackman  and  Bargen33  described  17 
families  with  2 or  more  members  with  ulcera- 
tive colitis.  Paulley34  reported  a family  inci- 
dence of  11.3%  in  his  study  of  173  cases  of  ul- 


for  November,  1964 


541 


cerative  colitis.  Felsen  and  Wolarsky35  in  a 
study  of  1204  of  chronic  ulcerative  colitis  and 
regional  ileitis  had  34  cases  of  ulcerative  colitis 
and  2 of  ileitis  in  21  families.  In  regional  enteri- 
tis too,  such  family  occurrence  of  both  diseases 
in  certain  families  has  been  observed.  Houghton 
and  Nash37  described  7 families  in  which  14 
cases  of  ulcerative  colitis  4-of  regional  enteritis 
and  3-of  the  former  occurring  after  surgical 
treatment  of  the  latter.  The  authors  felt  that 
there  is  a hereditary  predisposition  in  the  above 
diseases  and  that  no  dividing  line  could  be 
drawn  between  them. 

In  a recent  study  of  66  probands38  of  a total 
of  1084  patients  with  ulcerative  colitis  gave  evi- 
dence of  disease  in  their  families  with  89  cases. 
The  latter  had  ulcerative  colitis  in  75,  regional 
enteritis  in  13  and  ileocolitis  in  one  case.  Twenty- 
four  of  89  have  been  examined;  in  8 instances  2 
members  of  the  family  had  disease,  in  14  in- 
stances— 3 members;  in  one  instance  there  were 
4 members  and  in  an  additional-  instance — 6 
members  of  the  same  family. 

Twenty  probands  of  185  patients  with  re- 
gional enteritis  gave  evidence  of  disease  in  22 
other  members  of  their  families.  Nine  had  ul- 
cerative colitis,  12 — regional  enteritis  and  one 
— ileocolitis. 

Five  probands  of  70  patients  with  ileocolitis 
had  diseased  members  in  their  families.  Four  of 
them  had  ulcerative  colitis  and  one  had  regional 
enteritis.  In  summary,  91  of  1335  patients  had 
family  occurrence  of  disease,  a frequency  of 
about  7 %.  Winstone,  Henderson  and  Brooke39 
studied  the  ABO  blood  group  distribution  in 
227  patients  with  ulcerative  colitis  and  the  oc- 
currence of  secretors  and  nonsecretors  among 
them.  No  significant  differences  could  be  found 
between  ulcerative  colitis  patients  and  controls 
with  respect  to  ABO  distribution,  Rh  factor  oc- 
currence or  the  secretor  state. 

Genetics  of  Jaundice,  Liver  and 
Biliary  Tract  Disease 

A.  Repatic  bilirubinemia. 

Bile  pigments  derive  mainly  from  destruction 
of  hemoglobin  in  the  reticuloendothelial  sys- 
tem. Two  varieties  of  bilirubin  are  classically 
distinguished:  one  is  of  a direct  reaction,  the 
other  of  a delayed  reaction  when  diazotized 
with  sulphanilic  acid.  Considerable  confusion 


existed  until  10  years  ago  with  regard  to  the 
significance  of  these  reactions  and  the  relation 
of  the  2 bilirubins  to  obstructive  and  hemolytic 
types  of  jaundice.  Then  in  1953,  Cole  and  Lathe, 
using  reverse  phase  partition  chromatography 
were  able  to  demonstrate  the  presence  in  bile 
of  pure,  unconjugated,  water  insoluble  bilirubin 
and  of  conjugated,  water  soluble  bilirubin.  La- 
ter, it  was  demonstrated  that  the  conjugation 
with  glucuronic  acid  occurs  in  the  liver  and  is 
catalyzed  by  the  enzyme  glucuronyl  transferase 
of  the  microsomal  fraction  of  liver  homogenates. 
In  conclusion;  bilirubin  has  to  be  conjugated  in 
order  to  be  excreted  in  the  bile. 

In  1900,  Gilbert40  first  described  the  chronic 
familial  non-hemolytic  acholuric  jaundice.  Since 
then  several  entities  have  been  separated;  one 
variety  occurs  in  full  term  infants  in  which  it 
takes  approximately  10  days  for  the  glucuronide 
conjugating  system  to  develop.  In  some  babies, 
due  maybe  to  the  inheritance  of  an  autosomal 
recessive,  the  above  system  never  develops  and 
such  cases  have  been  described  by  Crigler  and 
Najjar.41  Some  cases  occur  in  early  adolescence 
and  these  are  known  as  patients  with  constitu- 
tional hepatic  dysfunction.  In  these  there  is  a 
spectrum  of  severity  of  the  disease  perhaps  due 
to  the  various  degrees  of  expression,  of  the  mu- 
tant gene.  Work  is  being  done42  to  enable  diag- 
nosis of  heterozygotes  using  liver  biopsies  of  pa- 
tients and  an  artificial  receptor  system.  Others43 
have  suggested  the  use  of  radioactive-iodide  la- 
beled iodipamide  and  radioactive-iodide  labeled 
Rose  bengal  for  identification  of  patients  with 
Gilbert’s  disease. 

The  Dubin- Johnson44  syndrome  is  charac- 
terized by  nonhemolytic  jaundice.  Bile  appears 
intermittently  in  the  urine,  and  there  is  fre- 
quently sulfabromophthalein  retention  and  the 
gallbladder  ordinarily  does  not  visualize.  The 
liver  may  be  normal  in  size  or  enlarged  and  has 
been  grossly  described  as  hyperpigmented, 
slate-blue,  dark  mahogany  or  black.  Coarse  pig- 
ment granules  are  seen  in  otherwise  normal  pa- 
renchymal cells.  These  granules  fluoresce  under 
ultraviolet  light,  they  are  positive  to  the  perio- 
dic acid-Schiff  stain  and  they  are  negative  at 
the  Gmelin  reaction.  They  are  probably  a lipo- 
fuchsin  and  are  the  expression  of  the  excretory 
difficulty  of  the  hepatic  cells.  Klatsky  and  Huck45 
described  a case  in  which  the  familial  occur- 
rence in  the  father  and  a sister  of  the  patient 
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has  been  mentioned.  Beker  and  Read46  de- 
scribed this  syndrome  in  a mother  and  her  12 
year  old  son.  John  and  Knudtson47  recorded  the 
disease  in  siblings  and  Dubin48  in  a review  of 
50  cases  found  a familial  history  in  11  patients 
(of  37  or  30%).  In  the  5 cases  reported  from 
Israel,  four  occurred  in  Persian  Jews,  who  are 
known  for  intermarriage.  The  true  pattern  of 
inheritance  of  this  disease  is  still  unknown. 

In  1948  Roter  et  al 49  described  a familial 
type  of  a nonhemolytic  jaundice  in  2 families  in 
which  there  was  jaundice  with  direct  reacting 
bilirubin  and  bromsulphalein  retention.  Liver 
histology  and  other  parameters  were  normal. 
Schiff  et  al.50  described  a similar  case  in  a 
woman  of  Japanese  extraction  who  had  a jaun- 
diced sister  presumably  with  the  same  disease. 
While  glucuronide  conjugation  by  the  salicy- 
lamide  test  was  normal,  there  was  delayed  ex- 
cretion of  intravenously  administered  bilirubin. 
There  was  an  increase  of  free  and  conjugated 
bilirubin  in  the  serum;  the  liver  biopsy  con- 
tained no  abnormal  pigments;  the  gallbladder 
did  visualize  when  telepaque  was  given  orally. 
The  conclusion  of  the  authors  was,  that  there  is 
in  these  cases  a diminished  uptake  of  bilirubin 
by  the  hepatic  cell  and  maybe  there  is  a defect 
in  bilirubinglucuronide  excretion. 

Liver  disease  and  jaundice  in  early  infancy 
are  a complex  diagnostic  problem.  There  exists, 
as  mentioned  above,  a physiologic  jaundice 
which  appears  the  first  day  after  birth.  It  is  re- 
lated to  a slow  development  of  the  glucuronyl 
transferase  system  and  is  of  little  consequence 
to  the  normal  development  of  the  child.  The 
ABO  incompatibility  is  of  an  obvious  genetic 
interest.  It  is  also  in  the  great  majority  of  cases 
a benign  condition  and  only  very  rarely  will  a 
child  succumb  from  this  condition  because  of 
an  unusually  severe  jaundice  with  kernicterus. 
Erythroblastosis  fetalis  is  of  a genetic  interest 
too  and,  is  more  important  than  the  previous 
condition,  both  from  the  hematological  aspects 
and  from  the  hepatic  signs  and  symptoms.  It 
occurs  when  an  Rh  negative  mother  is  sensi- 
tized with  erythrocytes  of  an  Rh  positive  fetus. 
The  expression  of  such  a sensitization  can  be 
determined  by  finding  blocking  antibodies  and 
saline  agglutinins  in  the  mother’s  serum  at  ele- 
vated titers.  Kernicterus  is  a severe  complication 
usually  fatal  to  such  infants.  Clinically,  three 


varieties  of  erythroblastosis  fetalis  have  been 
described;  hydrops  universalis,  icterus  gravis 
and  congenital  anemia.  As  far  as  the  liver  is 
concerned,  cases  have  been  described  char- 
acterized by  necroses  in  the  liver,  by  fibrosis 
and  by  cirrhosis  of  the  liver.  Craig51  reported  a 
large  series  of  patients  with  erythroblastosis 
fetalis  and  outlined  the  sequence  of  events 
leading  to  cirrhosis.  Another  condition  leading 
to  liver  cirrhosis  is  galactosemia,52  a severe 
disease  with  autosomal  recessive  inheritance.  It 
starts  early  after  birth  with  vomiting  and  reluc- 
tance to  feeding,  presence  of  reducing  sub- 
stances in  the  urine  and  rapid  enlargement  of 
the  liver.  Histologically,  there  is  fibrosis  starting 
from  the  portal  areas  and  bile  duct  proliferation. 

There  is  a defect  of  galactose-l-phosphate 
uridyl  transferase  with  inability  to  utilize  galac- 
tose. The  subsequent  reaction  is  blocked;  galac- 
tose 1P+  UDP  Glucose  = UDP  galactose  + 
glucose  phosphate.  Withholding  galactose  con- 
taining foods  leads  to  improvement  of  clinical 
symptoms:  this  is  a good  example  of  preventive 
medicine  based  on  knowledge  of  the  mechan- 
isms involved  in  this  inborn  error  of  metabolism. 

In  discussing  the  genetic  aspects  of  liver  dis- 
ease we  have  to  include  Von  Gierke’s  disease, 
characterized  by  enlargement  of  the  liver  and 
kidneys  with  excessive  deposition  of  structur- 
ally normal  glycogen.  The  latter  may  also  be 
found  in  the  proximal  tubules  of  the  enlarged 
kidneys.  There  is  no  or  little  response  to  epine- 
phrine or  glucagon.  Hypoglycemia  develops. 
There  is  also  ketonemia,  lipemia  and  ketonuria. 
The  liver  is  packed  with  large  cells  filled  with 
glycogen  and  having  a small  central  nucleus. 
The  defect  consists  of  a glucose  6 phosphate 
phosphatase  deficiency  and  a galactose  infusion 
will  not  cause  a rise  in  blood  glucose.  Liver 
function  tests  are  normal.  Liver  cirrhosis  is 
found  also  in  two  other  diseases  of  genetic  na- 
ture and  of  the  glycogen  storage  group.  One  is 
characterized53  by  deficiency  of  amylo  1,6  glu- 
cosidase  (debrancher  enzyme  deficiency,  the 
other54  by  deficiency  of  amylo  (1,  4 — 1,  6) 
transglucosidase.  In  both  there  is  a recessive 
pattern  of  inheritance.  In  the  first  an  abnormal 
glycogen  is  deposited  in  the  liver  and  muscle, 
consisting  of  short  outer  chains.  In  the  second 
variety  abnormal  glycogen  consisting  of  abnor- 
mally long  chains  is  deposited  in  the  liver, 
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spleen,  lymph  nodes,  intestinal  mucosa  and 
other  organs.  Liver  cirrhosis  develops  and  con- 
tributes to  the  poor  prognosis  of  both  conditions. 

Genetics  of  Wilson’s  Disease 

This  rare  disease  is  characterized  by  copper 
deposits  in  the  central  nervous  system,  in  the 
liver,  eyes  and  other  organs.  Clinically  there  are 
neurological  symptoms  of  spasticity,  tremor  and 
slurred  speech.  The  liver  may  be  involved  and 
present  the  picture  of  post-necrotic  cirrhosis. 
Biochemically,  there  is  a decreased  value  of 
ceruloplasmin  in  the  serum  (Normally — 23 
mg.%),  decreased  serum  copper  (Normally — 80 
to  120  mcg.%),  increased  urinary  copper  (Nor- 
mally— 0 to  50  meg.  per  24  hours ) . There  is  no 
clear  understanding  as  yet,  as  to  the  reaction 
blocked  by  the  defective  gene  in  this  disease.  It 
could  be  a defective  synthesis  of  ceruloplasmin, 
abnormal  tissue  proteins  (which  show  an  in- 
creased avidity  for  copper),  inability  to  convert 
inactive  ceruloplasmin  (C°D)  to  an  active  form 
(CSC).  Nevertheless,  it  is  considered55  that  the 
pattern  of  inheritance  is  that  of  an  autosomal 
recessive.  Of  30  sibships  collected,  40%  were 
Jews  and  17%  Italians  with  a first  cousin  con- 
saguinity  of  0.37  and  a total  consanguinity  of 
0.43.  A test  to  discover  the  heterozygote  carrier 
would  be  of  help  in  better  understanding  of  this 
disease. 


This  disease  is  characterized  by  the  triad, 
diabetes,  skin-hyperpigmentation  and  liver  cir- 
rhosis. It  is  considered  the  result  of  an  increase 
of  body  iron  storage  with  tissue  damage.  Many 
authors57  have  observed  the  familial  occurrence 
and  the  hereditary  character  of  the  disease. 

Debre  et  al.58  examined  30  brothers  of  pa- 
tients with  hemochromatosis  and  found  3 of 
them  with  clinical  evidence  of  the  disease.  They 
all  had  high  levels  of  serum  iron  and  elevated 
iron  saturation  coefficients.  When  the  67  off- 
springs of  these  patients  were  investigated,  sons 
above  15  had  higher  iron  levels  than  the  con- 
trols. Some  of  the  adult  sons  were  hypersider- 
emic,  others  had  normal  values.  This  hetero- 
geneity suggests  that  hemochromatosis  is 
manifest  in  heterozygotes  for  1 gene.  When  pa- 
tients are  born  to  consanguineous  parents,  the 
resulting  juvenile  form  of  hemochromatosis  is 
due  to  a homozygote  state.  The  rate  of  iron  ab- 
sorption and/or  storage  depends  on  the  genic 
dose.  Davison59  found  20%  of  relatives  of  hemo- 
chromatosis patients  with  elevated  plasma  iron 
levels.  The  usual  pattern  of  inheritance  is  due  to 
an  autosomal  dominant  with  incomplete  pene- 
trance. In  case  of  consanguineity,  there  might 
occur  an  autosomal  recessive  type  of  inherit- 
ance. 


Polycystic  Liver 


Perinatal  Idiopathic  Hemochromatosis 

Fienberg56  described  2 pairs  of  siblings  who 
lived  only  a short  time  after  birth.  Their  livers 
presented  at  autopsy  atrophy  of  hepatic  trabec- 
ulae, many  giant  cells  and  very  little  inflamma- 
tion. Iron  deposition  as  evidenced  by  Gomori’s 
iron  reaction  resembled  that  of  adult  hemochro- 
matosis. Since  mobilization  of  iron  from  intra- 
cellular deposits  may  be  governed  by  the  equili- 
brium of  the  oxidation-reduction  reactions: 
Ferric  — disulfide  — ferritin^ferrous  sulphy- 
dryl  — ferritin  which  depends  on  presence  of 
glutathione,  a defect  in  glutathione  synthesis 
may  prevent  iron  mobilization  from  cells.  This 
speculation  is  based  on  a presumed  analogy 
with  the  glucose  6 phosphate  dehydrogenase 
activity,  also  dependent  on  the  presence  of  re- 
duced glutathione. 


The  congenital  cysts  of  the  liver  are  usually 
multiple,  replace  normal  parenchyma  and  are 
frequently  associated  with  cystic  renal  disease. 
There  is  typically  absence  of  splenic  enlarge- 
ment. The  cysts  derive  from  dilatations  of  ad- 
herent bile  ducts.  A familial  occurrence  has 
been  observed  early.60  In  a study  of  24  cases 
from  Mayo  Clinic61  no  familial  occurrence 
could  be  observed.  Recently,62  3 cases  have 
been  reported  in  siblings,  who  had  an  upper 
gastro-intestinal  hemorrhage  as  the  presenting 
symptom. 

Cholelithiasis 

The  familial  occurrence  of  cholelithiasis  has 
been  noticed  by  many  observers.  The  disease 
is  very  frequent  in  the  general  population, 
specially  in  middle  aged  and  old  women.  Cau- 
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tion  is  therefore  necessary  to  assume  heredity 
when  chance  alone  could  explain  such  familial 
occurrence.  Cholelithiasis  has  been  observed 
in  identical  twins  by  several  authors.63'66  Doig 
reported  concordance  in  9 of  23  identical  twins, 
and  in  42  fraternal  pairs  of  the  same  sex.  The 
study  of  inheritance  of  this  disease  is  rendered 
difficult  by  the  occurrence  of  latent  cases, 
which  do  not  come  to  medical  attention.  Kjlbye 
and  Nielson67  studied  1369  patients  with  gall- 
stones with  respect  to  their  ABO  blood  groups. 
They  found  that  persons  with  group  A run  a 
17%  greater  risk  to  get  gallstones  disease.  Such 
a finding  could  be  significant  if  confirmed  from 
other  sources. 

An  increased  frequency  of  gallstones  has  been 
observed  in  hereditary  spherocytosis.  Choleli- 
thiasis in  such  cases  has  been  observed  also  in 
children.  Hereditary  spherocytosis  is  charac- 
terized by  bouts  of  hemolysis.  The  erythro- 
cytes of  these  patients  are  ball-shaped  rather 
than  biconcave.  They  do  not  withstand  the 
usually  tolerated  hypototonic  solutions.  The  dis- 
ease is  due  to  a mendelian  dominant  gene.  There 
has  been  no  record  of  a homozygous  state  of 
this  disease. 

Cystic  Fibrosis  of  the  Pancreas 

Heterozgous  carriers  do  exist68  and  they  have 
symptoms  of  disease  at  20-30  years  of  age.  These 
consist  of  chronic  bronchitis,  pulmonary  em- 
physema, polyposis  of  sinuses,  exocrine  insuf- 
ficiency of  the  pancreas,  loss  of  sodium  with 
hypotension  and  peptic  ulceration.  When  rela- 
tives of  84  adult  patients  with  mucoviscidiosis 
were  investigated,  one-half  of  the  parents, 
siblings  and  children  had  symptoms.  The  hered- 
itary pattern  is  that  of  an  autosomal  dominant. 
These  heterozygotes  carriers  have  been  esti- 
mated at  5%  to  6%  of  the  European  population. 
Heterozygotes  can  be  identified  by  analysis  of 
mucoproteins  in  their  sweat  when  a sweat 
chamber  at  110°  F.  is  used.  Symptoms  of  muco- 
viscidiosis have  been  found  in  patients  with 
diabetes  and  enchondromatous  dysostosis.  The 
homozygous  state  is  seen  in  infants  and  children 
with  cystic  fibrosis  of  the  pancreas.69  These 
children,  born  to  well  parents,  die  before  ma- 
turity. No  dominance  and  no  sex  linkage  has 
been  observed.  The  disease  behaves  as  a typical 
single  recessive  fatal  character. 


Hereditary  Pancreatitis 

Several  pedigrees  have  been  published  by  the 
Mayo  group70'72  of  familial  cases  of  chronic 
relapsing  pancreatitis.  They  were  characterized 
by  the  fact  that  the  symptoms  began  earlier  in 
life  than  in  the  non-hereditary  type  of  he  dis- 
ease. There  were  more  women  in  his  group 
while  in  the  non-hereditary  type,  men  outnum- 
ber greatly  women.  Alcohol,  hyperlipemia  and 
gallbladder  stones  did  not  play  a role  in  the 
hereditary  type  of  disease.  An  autosomal  dom- 
inant, non-sex  linked  gene  seems  to  be  involved. 
When  serum  and  urine  aminoacids  were  as- 
sayed in  both  forms  ( hereditary  and  nonheredi- 
tary)  of  pancreatitis,  the  values  in  the  former 
exceeded  those  of  the  latter  form  of  disease. 
Lysinuria  was  present  in  7 of  10  cases  of  heredi- 
tary pancreatitis  and  only  in  one  of  11  patients 
with  the  non-hereditary  form.  The  authors  ten- 
tatively suggested  the  lysine  test  for  differential 
diagnosis  of  both  forms  of  disease. 

Multiple  Benign  Adenomatosis  with 
Islet-cell  Tumors 

The  familial  occurrence  of  multiple  adenomas 
has  been  reported  from  the  Mayo  Clinic73  in  4 
of  8 such  cases.  The  simultaneous  occurrence 
of  pituitary,  parathyroid  and  pancreatic  islet 
adenomas  has  been  observed74  in  a father  and 
in  four  of  his  nine  children.  It  was  thought  due 
to  an  autosomal  dominant  gene.  The  frequently 
occurring  duodenal  ulcer  has  been  considered 
a manifestation  of  the  abnormal  gene.  Moldawer 
et  al.75  described  a patient  with  2 parathyroid 
adenomas  and  a pituitary  adenoma,  whose 
daughter  had  3 parathyroid  adenomas  removed 
and  who  had  also  2 islet  insulin  producing 
adenomas  in  the  pancreas. 

Primary  Systemic  Amyloidosis  with 
Gastrointestinal  Involvement 

In  a review76  of  154  cases  of  this  entity,  44 
had  gastrointestinal  involvement.  The  familial 
aspect  of  this  disease  were  striking.  In  an  in- 
vestigation of  a large  family  pedigree  of  66 
members,  29  had  evidence  of  the  disease  proc- 
ess. It  seems  to  have  a dominant  pattern  of  in- 
heritance. Lipoproteins  were  found  elevated 
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in  the  S 25-40  fraction.  It  has  been  assumed  that 
the  disease  may  be  due  to  an  abnormal  lipopro- 
tein metabolism. 

Familial  Mediterranean  Fever  (FMF) 

This  entity  has  been  recently  described77  al- 
though similar  disease  pictures  were  known 
under  the  names  of  periodic  fever,  periodic 
abdominalgia,  etc.  In  an  evaluation  of  232 
cases  of  this  disease  78  a total  of  664  sibs  were 
considered.  Only  Sephardic  and  Iraqui  Jews 
were  affected.  The  ratio  of  affected  to  non-af- 
fected  was  30.2%  (instead  of  33.3%  expected  in 
the  recessive  inheritance).  There  were  25  first 
cousin  marriages  and  the  total  frequency  of 
consanguineous  marriages  was  18.2%.  The  dis- 
ease was  frequent  among  brothers  and  sisters 
and  rare  among  antecedents;  in  conclusion  the 
pattern  of  inheritance  was  that  of  an  autosomal 
recessive. 

Of  141  cases  with  this  disease,79  47  were 
found  to  have  nephropathy.  Six  patients  had  an 
autopsy  after  death  from  renal  failure.  Twenty 
patients  were  examined  for  amyloidosis  and  14 
were  positive  for  this  complication.  The  authors 
thought  that  amyloidosis  and  clinical  FMF  are 
independent  parallel  manifestations  of  the  dis- 
ease, both  under  genetic  control.  Priest  and 
Nixon80  described  a milder  form  of  the  above 
disease  and  named  it  familial  recurring  poly- 
serositis. A familial  history  was  obtained  in  five 
of  20  patients.  In  these  cases  there  were  also 
disease  manifestations  in  siblings.  All  these  pa- 
tients had  normal  renal  function. 

Celiac  Disease 

This  interesting  disease  is  still  of  unknown 
causation;  many  explanations  have  been  brought 
forward  for  its  etiology.  These  included:  a 
change  of  physicochemical  nature  in  the  absorp- 
tive mechanism  of  the  intestine,  a defect  in 
phosphorylation,  impaired  mechanical  function, 
vitamin  deficiency,  gastrointestinal  allergy  and 
infection.  It  has  been  noticed  that  it  tends  to 
run  in  families.  Thompson81  examined  109  sibs 
and  119  index  cases  of  celiac  disease,  208  par- 
ents and  416  grandparents.  Celiac  disease  was 
elicited  in  13%  of  sibs,  in  6%  of  parents  and  1% 
of  grandparents.  He  also  found  a high  fre- 


quency of  diabetes  in  celiac  patients  and  their 
relatives.  So  was  the  maternal  age  significantly 
higher  and  the  birth  rank  more  advanced  than 
in  controls.  Carter  et  al.82  had  88  test  cases  of 
proven  celiac  disease  with  gluten  intolerance. 
These  were  32  males  and  56  females  with  a sex 
ratio  of  0.57  instead  of  the  expected  1.06.  No 
parents  were  blood  relatives.  Five  cases  were 
found  among  205  sibs  of  the  index  cases,  2 cases 
among  85  fathers  and  single  cases  among  580 
aunts  and  uncles  and  806  cousins.  There  was  no 
increase  of  other  gastrointestinal  disorders  of 
allergic  conditions  or  of  diabetes.  There  was 
no  correlation  with  birth  order,  maternal  age 
or  socio-economic  group.  In  conclusion,  there 
seems  to  be  a lack  of  clear-cut  Mendelian  type 
of  inheritance  in  celiac  disease  and  it  may  be 
assumed  it  is  not  due  to  a defect  in  a single 
enzyme.  Joske  and  Benson83  analyzed  the  ABO 
blood  groups  of  28  patients  with  nontropical 
sprue  and  found  a significant  preponderance  of 
blood,  group  O.  The  authors  speculate  that  a 
genetic  factor  may  be  involved  in  idiopathic 
steatorrhea. 


The  genetics  of  Whipple’s  disease  are  still 
quite  obscure.  There  have  been  in  the  literature 
two  reports84  of  2 siblings  affected.  In  the  rela- 
tives of  Whipple’s  disease-patients,  a high  fre- 
quency of  mental  illness  and  diabetes  has  been 
noticed.  No  clear-cut  pattern  or  association 
could  be  worked  out  as  yet. 


There  seems  to  be  quite  firmly  established85 
that  a narrow,  aganglionic  segment  of  the  colon 
is  the  cause  of  partial  obstruction,  observed  in 
such  cases.  Resection  of  the  aganglionic  seg- 
ment is  the  right  approach  to  this  problem. 
There  has  been  a definite  familial  tendency  to 
this  disease  in  infants.  A family  has  been  re- 
ported with  3 siblings  with  the  disease  and 
other  two  died  who  might  have  had  the  above 
abnormality.  So  was  the  disease  observed  in  a 
set  of  two  identical  twins.  In  the  case  of  agan- 
glionic colon,  more  observations  are  needed  for 
a better  study  of  the  hereditary  pattern. 


Whipple’s  Disease 


Aganglionic  Colon 
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Genetics  of  Some  Bleeding  Lesions  of  the 
Gastrointestinal  Tract 

Hereditary  hemorrhagic  telangectasia,86  com- 
monly known  as  Osler-Rendu-Weber  disease 
may  manifest  itself  by  repeated  bleedings  from 
the  gastrointestinal  tract.  The  presence  of  other 
members  of  the  family  with  similar  phenomena 
and  the  presence  of  telangectasia  on  the  skin  or 
the  accessible  mucosae  may  help  in  formulating 
the  diagnosis.  The  bleeding  usually  comes  from 
thin,  dilated  vascular  channels  with  no  muscle 
layer  to  contract.  Hepatosplenomegaly  may  be 
present  because  of  lesions  of  the  liver  and 
spleen  of  telangectasic  nature,  because  of  con- 
gestive-heart-failure in  states  of  anemia  or,  be- 
cause of  post-transfusional  homologous  serum 
jaundice.  The  pattern  of  inheritance  is  that  of 
an  autosomal  dominant. 

Another  similar  condition  is  Angiomatosis  of 
the  bowel.87  It  is  not  merely  a dilatation  of  pre- 
existing channels,  but  there  is  a true  neo-forma- 
tion of  blood  vessels.  It  is  also  due  to  an  auto- 
somal dominant  gene. 

Pseudoxanthoma  elasticum  affects  the  skin, 
eyes  and  the  cardiovascular  system.  Clinically, 
there  may  be  absent  pulse  with  calcification  of 
arteries.  Intermittent  claudication  may  result, 
easy  fatigability  and  gastrointestinal  hemor- 
rhage. Angioid  streaks  of  the  fundus  of  the  eyes 
is  quite  a characteristic  finding.  The  disease  is 
due  to  an  autosomal  recessive  gene  and  is  at- 
tributed to  the  so-called  “elastotic  degeneration” 
of  connective  tissue  fibers,  while  others  consider 
degeneration  of  elastic  fibers  the  primary  cause 
of  symptoms.  There  are  small  yellow  nodules  in 
the  skin  similar  to  those  seen  in  Xanthomatosis; 
hence,  the  name  of  the  disease. 

There  have  been  described  cases  of  Turner’s 
Syndrome  in  familial  aggregations.  Some  of 
these  cases  have  been  associated  with  intestinal 
telangectasia  and  consequently,  with  intestinal 
bleeding.  The  disease  is  characterized  by  the 
sex  chromatin  pattern  known  as  XO  and  there 
is  gonadal  aplasia.  The  pattern  of  inheritance 
is  still  obscure. 

Von  Recklinghausen’s88  disease  is  known  for 
the  presence  of  “cafe-au-lait”  spots  on  the  skin 
and  of  multiple  subcutaneous  and  intestinal 
nodules.  Histologically,  there  are  Schwann-cell 
proliferations,  both  in  the  brown  spots  and  in 
the  nodules.  Frequently,  there  is  gastrointestinal 


hemorrhage  due  to  ulceration  of  the  submucosal 
nodules.  The  pattern  of  inheritance  is  that  of  an 
autosomal  dominant. 

Discussion 

This  review  of  gastrointestinal  diseases  with 
respect  to  their  genetic  aspects  does  not  cover 
all  the  varied  circumstances  in  which  the  Gas- 
troenterologist may  be  called  upon  for  exercise 
of  his  medical  art.  There  are  many  more  gas- 
trointestinal diseases  and  there  are  many  condi- 
tions which  do  have  gastrointestinal  symptoms 
without  being  strictly  of  organic  gastrointestinal 
nature.  Porphyria,  a known  disturbance  of  por- 
phyrin matabolism,  may  appear  with  symptoms 
of  nausea,  vomiting  and  severe  abdominal  pain. 
Other  patients  with  this  disease  may  have  jaun- 
dice, hepatosplenomegaly  and  cirrhosis.  The 
different  types  of  this  disease  have  different 
patterns  of  inheritance:  Medelian  dominant  in 
the  acute  type  and  recessive  in  the  congenital 
form.  Porphyria  is  frequently  misdiagnosed 
with  the  unfortunate  result  of  superfluous  ab- 
dominal surgery. 

Gastrointestinal  symptoms  are  frequent  in  the 
so-called  collagen  diseases,  because  of  organ 
involvement  by  the  disease  process  or  because 
of  association  with  an  unrelated  gastrointestinal 
disease.  These  maladies,  also  present  some 
familial  occurrence,  indicative  of  the  importance 
of  their  genetic  aspects.  Half  of  the  relatives  of 
patients  with  systemic  lupus  erythematosus89 
have  antinuclear  factors  in  the  serum.  Similar 
findings  have  been  obtained  when  relatives  of 
patients  with  juvenile  rheumatoid  arthritis  were 
examined.90  Scleroderma  also  may  appear  with 
gastrointestinal  involvement91  or  may  be  asso- 
ciated with  gastrointestinal  disease.92  In  a sig- 
nificant number  of  blood  relatives  of  scleroder- 
ma patients,  serum  abnormalities  were  found93 
similar  to  those  seen  in  other  collagen  diseases. 
There  is  perhaps  in  such  families,  a genetic 
predisposition  for  abnormalities  in  the  immune 
responses. 

What  can  be  done  to  increase  the  knowledge 
of  genetics  of  disease?  Better  information  about 
familial  occurrence  and  better  diagnosis  of 
heterozygote  states,  mentioned  in  the  introduc- 
tion, will  help.  Here  a word  of  caution  is  ap- 
propriate; family  history  is  sometimes  a poor 
index  of  hereditability  and  lack  of  a familial 
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precedent  is  no  sign  of  absence  of  a genetic 
factor  in  a given  disease.  A freshly  appeared 
mutation  and  a rare  recessive  trait  may  be 
present  without  previous  cases  in  the  family. 
Nevertheless,  good  family  histories  and  good 
medical  records  will  provide  data  for  useful 
retrospective  genetic  studies. 

Extensive  treatment  has  been  given  in  this 
review  to  statistical  evidence  of  prevalence  of 
certain  blood  groups  in  several  gastrointestinal 
diseases.  Such  prevalence  does  not  necessarily 
mean  direct  causal  relationship.  It  may  be  an 
indication  of  some  additional  association  with 
factors  more  directly  related  to  susceptibility  to 
a given  disease.  With  this  in  mind,  the  sharp 
criticism94  to  studies  of  association  between 
blood  group  antigens  and  disease  could  be 
greatly  mitigated.  Certainly,  the  similarity  of 
findings  from  an  increasing  number  of  countries 
makes  such  reports  of  high  significance. 

An  important  fact  emerged  from  this  review 
of  the  genetics  of  gastrointestinal  diseases;  the 
heterogeneity  of  some  diseases  commonly  con- 


sidered homogenous.  The  ordinary  esophageal 
carcinoma  has  been  found  to  have  an  extrinsic 
type  of  causation.20-21  The  esophageal  cancer 
described  by  Howel-Evans  et  ah19  in  18  mem- 
bers of  2 families  is  an  exception  to  the  above 
rule.  A mutation  of  a gene  had  to  be  assumed 
with  the  result  in  a disease  that  per  se  is  not 
the  result  of  genetic  interference. 

Similarly,  discrete  colonic  polyps  do  not  seem 
to  have,  as  far  as  we  know,  a clear-cut  genetic 
pattern  of  inheritance.  In  the  kindred  described 
by  Wolf,27  an  inheritance  pattern  was  observed 
due  to  an  autosomal  dominant  gene.  A large 
progeny  has  helped  to  pinpoint  the  genetics  of 
this  condition. 

Polyp,  cancer  or  other  diseases  may  encom- 
pass a heterogeneous  group  of  diseases  in  which 
the  outward  expression  is  similar,  but  which 
may  have  a diverse  etiology. 

Awareness  of  these  facts  may  focus  our  at- 
tention on  the  genetics  of  disease  and  increase 
the  understanding  of  its  nature;  the  net  gain 
will  be  better  treatment  and  prevention. 
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USE  OF 

DESFERRIOX  AMINE 
IN  A CASE  OF  ACUTE 
FERROUS  SULFATE 
POISONING 


John  T.  McEnery,  M.D.,  and  Ronald  B.  Mack,  M.D. /chicago 


Iron  poisoning  is  an  ever  present  problem  in 
the  community.  Between  June  1963  and  June 
1964,  there  were  1182  admissions  to  the  Chil- 
dren’s Division  of  the  Cook  County  Hospital  for 
accidental  ingestion  of  poisons,  331  of  which 
were  ingestions  of  pills.  Of  these  331  admissions, 
18  were  for  ingestion  of  iron  in  the  ferrous  form. 
The  prevalence  of  iron  deficiency  anemia  and 
the  presence  of  iron  pills  in  the  home  make 
every  unlocked  medicine  chest  a source  of 
possible  poisoning.  Because  most  iron  prepara- 
tions are  coated  tablets,  the  two-year-old  child 
cannot  readily  differentiate  them  from  a popular 
candy-coated  chocolate  candy.  Three  grams  of 
iron  have  been  fatal,  and  the  ingestion  of  as 
little  as  one  gram  should  be  considered  toxic 
to  the  young  child.1 

Nausea,  vomiting,  and  lethargy  begin  within 
30  to  60  minutes  after  ingestion  of  iron  in  toxic 
amounts.  The  physical  state  rapidly  deteriorates 
to  that  of  a moribund  child  in  profound  shock 
and  acidosis.  The  cause  of  this  shock  is  still 
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unknown.  It  is  known  that  injections  of  ele- 
mental iron  into  the  blood  stream  reproduce  the 
symptoms  of  iron  poisoning.  Iron,  when  present 
in  large  quantities,  passes  directly  through  the 
intestinal  wall  into  the  blood  by  diffusion.2 
There  is  no  mucosal  barrier  to  inhibit  its  ab- 
sorption. The  free  iron  is  rapidly  picked  up  by 
the  iron-binding  protein,  transferrin.3  In  com- 
bining with  the  transferrin,  the  ferrous  ion  is 
oxidized  to  ferric.  Any  unbound  ferrous  ion  is 
also  oxidized  to  ferric  hydroxide.  The  hydrogen 
ions  released  by  these  reactions  are  responsible 
for  the  severe  acidosis.4  This  free  iron  is  cleared 
by  the  reticuloendothelial  system,  primarily  the 
Kupffer  cells  of  the  liver.5 

With  proper  fluid  therapy,  this  period  of 
shock  can  be  reversed.  Then  a period  of  rela- 
tive stability,  lasting  12  to  24  hours,  intervenes. 
The  third  phase  leads  to  death  because  of  ir- 
reversible shock,  liver  failure,  and  pulmonary 
edema.  This  delayed  phase  may  well  be  the 
effect  of  the  free  iron’s  interference  with  the 
liver  cells’  oxidative  enzyme  systems,6  causing 
peri-portal  cell  necrosis;7  the  cell  necrosis  then 
releases  ferritin,  a vasodepressor  agent,  into 
circulation.8 

If  the  child  survives  the  episodes  of  shock,  a 
fourth  phase  of  gastric  scarring  may  occur  with 
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symptoms  of  vomiting,  weight  loss,  and  gastric 
retention  in  four  to  six  weeks.  This  deformity  is 
secondary  to  the  corrosive  gastritis  caused  by 
the  direct  action  of  the  iron  salt  on  the  mucosa 
of  the  stomach.  The  ulceration  of  the  gastric 
muscularis  heals  by  scar  tissue  formation  caus- 
ing the  characteristic  hour-glass  deformity  seen 
on  radiographic  examination.9 

Therapy  has  been  directed  towards  the  pre- 
vention of  absorption  of  iron  by  inducing  emesis 
and  lavage  with  sodium  bicarbonate.  Since  the 
body  has  no  mechanism  for  the  excretion  of 
absorbed  iron,  chelating  agents  have  been  em- 
ployed, notably  calcium  disodium  versenate  or 
Edathamil  (EDTA).10  These  combine  with  the 
ferric  form  of  iron  to  form  a water  soluble  com- 
pound that  can  be  excreted  by  the  kidneys.  Be- 
cause a supply  of  a new  chelating  agent,  Desfer- 
rioxamine  B (DFOM),*  was  available  to  us, 
we  were  able  to  use  it  in  treating  a recent  case 
of  iron  poisoning.  Others  have  also  reported 
success  in  treating  acute  iron  poisoning  with  this 
chelating  agent.11-12  It  is  the  purpose  of  this 
case  report  to  bring  to  the  attention  of  the 
medical  profession  a new,  effective  agent  for 
use  in  cases  of  acute  iron  toxicity. 

Case  Report 

A three-year-old  Negro  male  weighing  thirty-four 
pounds  ingested  an  unknown  quantity  of  ferrous  sulfate 
tablets  (equivalent  of  five  grains  ferrous  sulfate  each) 
at  7 p.m.  on  April  2,  1964.  The  child  began  vomiting 
approximately  thirty  minutes  later  and  was  taken  to  a 
neighboring  hospital  where  gastric  lavage  with  the 
universal  antidote  was  performed  at  8 p.m.  He  then 
was  transferred  to  the  Children’s  Division  of  the  Cook 
County  Hospital.  Upon  arrival  in  the  Examining  Room 
at  10  p.m.,  the  child  was  semi-comatose  with  blood 
pressure  unobtainable,  pulse  110/min,  and  respiration 
24/min.  He  responded  only  to  painful  stimulation.  The 
physical  examination  was  otherwise  normal.  He  was 
immediately  taken  to  the  ward  where  gastric  lavage 
was  repeated  with  sodium  bicarbonate,  and  one  par- 
tially dissolved  tablet  was  recovered.  ( Subsequent 
analysis  showed  it  contained  iron.)  It  was  not  deter- 
mined how  many  tablets  were  recovered  on  the  first 
lavage. 

An  aqueous  solution  of  500  mg  of  desferrioxamine 
(hereafter  abbreviated  DFOM)  was  instilled  in  the 
stomach.  Saline  enemas  were  given  until  clear.  IV  fluids 
were  started  and  one  gram  of  DFOM  was  added  to  the 


•Provided  as  Desferal  by  William  F.  Westlin,  Jr.,  M.D.,  CIBA 
Pharmaceutical  Co.,  Summit,  N.J. 


IV  fluids;  the  child  received  this  over  the  next  twelve 
hours.  By  12:30  a.m.  his  blood  pressure  had  returned 
to  normal  and  he  was  no  longer  comatose. 

The  following  morning  the  child  was  still  very 
lethargic.  His  vital  signs  were  stable.  More  DFOM  was 
obtained  and  an  additional  4.5  grams  were  placed  in 
the  stomach;  an  additional  1.5  grams  were  given  in- 
travenously at  12  noon. 

Serial  irons  were  drawn  on  admission,  fourteen 
hours,  seventeen  hours,  and  thirty  hours  after  admis- 
sion. The  results  are  shown  in  Table  1.  A second  in- 
jection of  DFOM  was  given  intravenously  twenty-four 
hours  after  admission.  A twenty-four  hour  urine  col- 
lection was  begun  for  iron.  Admitting  CBC  showed 
hemoglobin  14  gms;  WBC  23,000  with  polys  64%; 
bands  8%;  lymph  18%;  mono  8%;  eos  2%;  Baso  0%. 
Electrolytes  were  as  follows:  BUN  8 mg%;  CO2  25 
mEq/1;  Cl  101.0  mEq/1;  Na  139  mEq/1;  K 4.7 
mEq/1.  Urinalysis  was  within  normal  limits. 

The  second  day  of  hospitalization  the  child  was 
alert,  crying,  and  hungry.  His  vital  signs  were  stable; 
he  passed  a small  benzidine  positive  stool.  He  was 
placed  on  anti-acids  and  milk  feedings.  It  was  noted 
that  his  urine  had  turned  red-brown,  but  urinalysis 
was  negative. 

In  the  evening  the  child  ate  his  dinner.  From  this 
time  until  his  discharge  on  the  ninth  of  April,  he  was 
asymptomatic.  Total  urine  iron  excreted  during  the  first 
twenty-four  hours  of  treatment  was  16.8  milligrams. 

Comment  and  Discussion 

Desferrioxamine  B,  a sideramine,  is  formed 
by  removing  the  iron  molecule  chemically  from 
an  iron  (Fe+++)  containing  substance,  Fer- 
rioxamine  B.  Ferrioxamine  B is  derived  from 
Actinomycetes.  DFOM  rapidly  binds  free  serum 
iron  with  an  affinity  slightly  greater  than  that  of 
the  iron-binding  protein,  transferrin.  Therefore 
it  is  able  to  inactivate  the  ferric  ion  in  excess  of 
transferrin.  This  free  serum  iron  is  considered 
by  some  to  be  the  cause  of  acute  iron  intoxica- 
tion.13 DFOM  has  been  particularly  effective 
in  preventing  iron  poisoning  in  guinea  pigs  if 
given  orally  during  the  first  12  to  24  hours  after 
administration  of  a lethal  dose  of  ferrous  salts.14 
Its  safety  has  been  shown  by  its  use  in  the  treat- 
ment of  hemochromatosis  and  hemosiderosis  in 
man.14 

One  molecule  of  DFOM  binds  one  mole  of 
Fe+++  ions  to  form  a water  soluble,  reddish 
colored,  ferrioxamine  iron  complex  that  can  be 
excreted  by  the  kidneys.  Administered  as  the 
methanesulfonate  salt,  Desferrioxamine  binds 
9.3  mg  of  trivalent  iron  per  100  mg  of  chelate. 

Since  the  iron-binding  protein  is  normally 
only  one  third  saturated,  a serum  iron  level  of 
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up  to  500  gamma  percent  may  presumably  be 
tolerated  following  ingestion  of  ferrous  sulfate 
tablets.  Our  patient’s  initial  serum  iron  was 
three  times  this  value.  The  administration  of 
DFOM  appeared  to  cause  a rapid  decrease  in 
serum  iron  values  with  a corresponding  six- 
teen-fold increase  in  the  excretion  of  iron  in  the 
urine.  The  child’s  clinical  state  rapidly  improved 
as  the  serum  iron  level  fell  to  a safe  range.  The 
delayed  shock  phase  never  appeared.  It  is  felt 
that  the  DFOM  used  in  this  case  contributed 
greatly  to  the  survival  of  this  patient.  The  pa- 
tient never  returned  for  his  upper  GI  examina- 
tion six  weeks  after  discharge;  hence  we  could 
not  evaluate  the  presence  of  any  post-ingestion 
gastric  scarring. 

Our  use  of  this  compound  was  guided  by  the 
suggestions  given  in  the  article  of  Henderson 
et  al11  and  this  department’s  previous  experi- 
ence in  iron  poisoning.10  The  stomach  first  is 
emptied  by  the  use  of  an  emetic  (syrup  of 
ipecac  I5cc)  and  lavage  using  a 0.9%  solution 
of  sodium  bicarbonate.  Before  removal  of  the 
lavage  tube,  four  to  six  grams  of  desferrioxam- 
ine  are  placed  in  the  stomach.  To  the  intrave- 
nous fluids  containing  glucose,  90  milligrams  of 
desferrioxamine  per  kilogram  of  body  weight 
are  added  to  neutralize  any  absorbed  iron.  The 
dose  of  desferrioxamine  may  be  repeated  in 
twelve  hours,  either  by  IV  or  IM  injection. 
Serial  iron  determinations  are  necessary  to  eval- 
uate treatment.  Anti-acids,  plasma,  blood,  and 
antibiotics  are  indicated  as  supportive  therapy 
to  correct  shock  and  infection.  An  upper  GI 


examination  should  be  performed  in  six  weeks 
to  rule  out  any  gastric  scarring.  In  the  absence 
of  DFOM,  calcium  versenate  (EDTA)  should 
be  used  in  the  dosage  of  90  mg/kg,  in  divided 
dosages  per  24  hours. 

Summary 

Desferrioxamine,  a new  iron  specific  chelat- 
ing agent,  was  used  successfully  to  treat  a 
severe  case  of  acute  iron  poisoning.  It  appears 
to  be  an  ideal  antidote.  It  is  safe;  it  effectively 
binds  intraluminal  iron,  presumably  preventing 
its  absorption  from  the  intestine;  and  it  binds 
free  serum  iron  into  a readily  excretable,  non- 
toxic compound.  It  should  be  available  in  all 
poison  centers  and  hospital  emergency  rooms. 

TABLE  1 

Serum  Irons  and  Course  of  Treatment. 

Iron  Total  Iron 
Binding  Binding  Percent 

Date  Time  Serum  Iron*  Capacity*  Capacity*  Saturation 

4/2  7:00PM  Ingestion  unknown  quantity  of 

Feosol  tablets. 

4/2  10:15PM  1653  QNS  QNS  QNS 

4/2  11:00PM  1 gram  DFOM  in  1000  cc  IV 

fluids  for  12  hours.  0.5  gms 


placed  in 

stomach. 

4/3 

12:05PM 

1.5  gms  DFOM  given  IV 

Stat 

over  15 

minutes.  4.5 

gms 

DFOM  placed  in  stomach. 

4/3 

2:00PM 

413 

QNS  QNS 

QNS 

4/3 

5:00PM 

372 

128  500 

74 

4/7 

9:00  AM 

98 

262  362 

27 

*as  gamma 

percent 
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For  many  years  the  development  of  psychia- 
try was  concerned  with  description  and  clas- 
sification of  the  various  symptoms  without 
understanding  or  elucidating  the  underlying 
biochemical  activity  responsible  for  these  symp- 
toms. 


TEN  YEARS’  PROGRESS 
IN  PSYCHOTROPIC 
MEDICATION 


Veronica  M.  Pennington,  M.D. 
/jackson,  mississippi 


Chief,  Inpatient  Section  Psychiatric  Serv- 
ice, VA  Center,  Jackson,  Mississippi;  Clinical 
Assistant  Professor  of  Psychiatry,  University 
of  Mississippi  School  of  Medicine,  Jackson. 


For  a long  time  the  effect  of  various  drugs  on 
the  mind  have  been  known;  the  temporary  and 
permanent  effects  of  alcohol,  narcotics,  barbit- 
urates, the  bromides  have  been  well  document- 
ed. The  effects  of  rauwolfia  serpentina  have 
been  known  as  long  as  a thousand  years  before 
Christ,  but  it  was  not  until  1952  when  Schlittler, 
Mueller,  and  Bein  isolated  reserpine  from  the 
whole  root  rauwolfia  that  the  Western  and 
European  Worlds  were  awakened  to  the  chem- 
ical concept  of  the  psychoses.2  However,  as 
early  as  1893,  Alfred  Werner  advanced  the  com- 
prehensive theory  of  “complex”  or  “coordina- 
tion” compounds.  This  was  the  percursor  of  the 
chemistry  of  chelation  and  provides  us  with  a 
better  understanding  of  the  chemistry  of  the 
psychoses. 

In  schizophrenic  patients,  there  are  reduced 
serotonin  and  epinephrine  levels  and  increased 
xanthurenic  acid  and  ammonia  levels.  Psycho- 
tropic drugs  exert  regulatory  action  on  these 
metabolites,  the  oxidases,  and  the  plasma  cop- 
per levels  essential  for  their  production.  It  can 
therefore  be  deducted  that  two  other  types  of 
organic  psychoses  exist;  one,  the  result  of  excess 
oxidative  deamination  and  the  other  a result  of 
excess  transamination,  deamination  being  the 
removal  of  the  amino  acid  group  (NH2)  from 
amine  body,  transamination  being  the  transfer 
of  an  amino  group  from  amino  acid  to  keto  acid, 
forming  a new  amino  acid  and  keto  acid  with- 
out liberating  ammonia.1 

Phenothiazines 

In  1954  we  began  the  use  of  phenothiazines, 
which  are  effective  in  the  neuroses  and  psycho- 
ses particularly  in  schizophrenic  patients.  These 
agents  stimulate  the  thalamus  which  is  con- 
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cerned  with  transmission  of  alerting  impulses 
to  the  cortex  and  modulation  of  action  of  the 
reticular  formation  which  is  recruitment,  and  is 
concerned  with  alerting  and  behavior.  They  also 
stimulate  the  limbic  system  whose  function  cor- 
relates emotional  and  intellectual  aspects  of 
consciousness.  In  addition,  the  phenothiazenes 
depress  the  hypothalamus  which  regulates  the 
autonomic  functions,  correlating  them  with  mo- 
tor activities,  and  they  also  block  the  neural 
hormones  which  regulate  affective  behavior. 

Our  first  study  with  chlorpromazine  (Thora- 
zine) was  begun  in  1954  when  it  was  given  in 
dosage  range  from  225  mg.  to  1800  mg.  daily 
to  350  psychotic  patients.2  At  this  time  the  oral 
and  parenteral  form  was  used  because  there  was 
no  concentrate.  The  author  administered  the 
parenteral  ampules  mixed  in  fruit  juice  orally, 
giving  it  to  those  patients  who  refused  oral 
medication.  Since  then  the  concentrate  has  been 
provided.  The  principal  side-effect  at  this  time 
was  dermatitis  and  photosensitivity.  4.1%  of  the 
350  patients  showed  a complete  remission  of 
symptoms.  Experience  has  proven  since  this 
early  study  that  higher  dosage  would  have 
caused  many  more  complete  remissions  and  bet- 
terment than  was  obtained  by  the  small  dosage 
then  given.  In  the  several  thousand  patients  re- 
ceiving chlorpromazine  since  this  early  study, 
no  liver  damage  was  noted.  One  patient  devel- 
oped jaundice,  was  taken  off  the  chlorproma- 
zine, and  when  the  jaundice  cleared  up  was 
reinstated  on  her  former  dosage  and  did  not 
develop  jaundice,  proving  that  the  jaundice  was 
due  to  some  other  cause  than  chlorpromazine. 

The  author  is  still  seeing  patients  who  have 
been  on  chlorpromazine  since  1954.  One  pa- 
tient had  been  in  the  State  hospital  for  12  years, 
receiving  shock  therapy  for  assaultiveness,  delu- 
sions, hallucinations,  untidiness.  She  was  begun 
on  chlorpromazine  and  improved  markedly; 
within  a year  she  was  sent  home  where  she  has 
remained  since  that  time.  Several  times  during 
this  10-year  period,  she  has  ceased  to  take  her 
medication  and  has  again  developed  disinterest 
in  her  personal  affairs  and  in  her  surroundings 
but  has  not  become  assaultive  as  she  formerly 
was,  but  as  soon  as  she  is  reinstated  on  her 
medication,  which  at  the  present  time  is  50  mg. 
of  chlorpromazine,  4 times  a day,  and  per- 
phenazine, 4 mg.  four  times  a day,  she  remains 
in  a normal  condition.  Her  three  daughters  who 


were  small  children  while  she  was  in  the  hos- 
pital are  now  grown  and  are  all  in  college — one 
of  them  is  married.  She  is  interested  in  social 
affairs,  in  her  household,  and  is  meticulous. 

Another  patient  on  chlorpromazine  for  10 
years  is  a woman  whose  mother  and  brother 
were  psychotic  and  who  married  into  a prom- 
inent family.  For  two  years  before  hospitaliza- 
tion she  kept  her  children  in  their  home,  would 
not  allow  them  out  of  the  house  until  she  was 
taken  to  the  State  hospital.  Her  husband,  a very 
permissive  man,  did  not  interfere  with  her 
harsh  and  psychotic  treatment  of  the  children. 
People  passing  by  on  the  street  could  hear  her 
berating  them.  She  was  delusional,  hallucinated, 
received  much  shock  treatment  during  her  first 
years  in  the  hospital  and  improved  somewhat 
but  her  affect  remained  blunted  and  she  was 
somewhat  arrogant  and  had  false  ideas  of  her 
own  importance.  When  chlorpromazine  was 
first  available  for  use,  she  was  begun  on  50  mg. 
q.i.d.  She  soon  became  interested  in  work  ac- 
tivity and,  being  a secretary,  was  brought  to 
the  author’s  office  to  help  with  the  secretarial 
work.  Her  family  had  not  been  to  see  her  for 
4 or  5 years  because  of  her  arrogance  when  they 
visited  her.  As  she  improved,  they  were  written 
to  come  and  see  her.  The  husband  was  loathe 
to  do  so  because  of  the  bad  effect  their  visits  in 
previous  years  had  had  on  the  children,  and  the 
children  did  not  wish  to  see  her  at  all  because 
of  the  treatment  she  had  accorded  them  during 
the  two  years  of  their  incarceration  in  their 
home.  It  took  considerable  persuasion  before  her 
husband  would  take  her  home  on  a trial  visit. 
She  has  been  home  since  that  time.  She  con- 
tinued to  take  her  medicine  for  several  years 
but  about  two  years  ago  she  quit  taking  it  and 
her  paranoid  ideation  and  arrogant  behavior  re- 
turned. Her  daughter  who  was  in  college  at 
this  time  wrote  the  author  and  asked  her  to  see 
the  patient.  When  she  came  to  the  office,  she 
was  talkative,  had  no  insight  into  her  present  or 
previous  behavior  and  was  using  extreme  meth- 
ods in  controlling  her  children.  Her  oldest  son 
had  been  married  at  this  time;  the  youngest 
son  was  threatening  to  leave  home  because  he 
could  not  stand  the  pressures  under  which  he 
lived.  She  was  again  put  on  chlorpromazine  and 
returned  to  normal. 

Perphenazine  (Trilafon),  another  phenothia- 
zine  effective  in  the  neuroses  and  psychoses, 
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was  investigated  over  a two-year  period.  323 
patients  were  selected  at  random  from  8 cot- 
tages of  a 4,500  bed  psychiatric  hospital.  The 
patients  were  all  chronically  ill  women.  Schizo- 
phrenic reaction  constituted  75%  of  the  group. 
All  four  Kraepelinian  types  were  represented.3 
The  duration  of  mental  illness  in  this  group  was 
from  6 months  to  50  years. 

The  conclusions  of  this  two-year  study  was 
that  the  behavioral  effect  of  perphenazine  is 
marked.  81.5%  of  the  patients  showed  some  de- 
gree of  improvement;  side  effects  were  mild, 
occurring  in  15%  and  were  amenable  to  dosage 
adjustment.  Tremors  of  the  extended  hands  and 
the  muscles  about  the  mouth  occurred  but  no 
Parkinsonism  was  noted  because  when  side  ef- 
fects such  as  excessive  drowsiness,  motor  rest- 
lessness, and  dystonia  were  observed,  the  medi- 
cation was  reduced.  Dosage  ranged  from  16  mg. 
to  96  mg.  daily.  Since  this  drug  has  a high 
milligram  for  milligram  potency,  it’s  therapeutic 
index  is  most  satisfactory.  Perphenazine  is  es- 
pecially beneficial  in  depressions,  retarded 
states,  and  catatonia. 

As  more  phenothiazine  derivatives  were  syn- 
thesized, studies  were  completed  on  them.  In 
1957  the  study  of  prochlorperazine  (Compa- 
zine ) in  180  chronic  psychotic  patients  gave  the 
information  that  9%  had  complete  remissions, 
20%  were  greatly  improved,  36%  were  consid- 
erably improved;  no  change  was  noted  in  33%. 
Side  reactions  were  present  in  17%  consisting 
of  drooling,  akathisia,  contraction  of  the  neck 
muscles,  pseudo-like  catatonic  syndrome,  and 
precordial  pain.4 

As  early  as  1957  the  beneficial  results  of  com- 
bined therapy  were  noted.  A paper  published 
in  1959  on  the  results  of  prochlorperazine  in- 
dicates the  effective  of  combined  treatment;  “a 
combination  of  chlorpromazine  (Thorazine) 
and  prochlorperazine  (Compazine),  as  well  as 
combinations  of  prochlorperazine  with  per- 
phenazine (Trilafon),  triflupromazine  (Ves- 
prin),  thiopropazate  (Dartal)  appears  in  many 
patients  to  provide  greater  benefits  and  fewer 
side  reactions,  proving  their  synergistic  action 
clinically.”  Fluphenazine  (Prolixin)  and  thiori- 
dazine (Mellaril)  also  have  proven  to  be  ef- 
fective antipsychotic  agents.  The  dosage  of 
thioridazine  is  comparable  to  that  of  chlorpro- 
mazine. It  has  possibly  fewer  side  reactions 
but  also  is  not  as  effective  an  antipsychotic 


RESULTS 


Number  of  patients 

180 

Average  age 

55 

Hospitalized 

2 months 
to 

35  years 

Time  of  the  study 

18  months 

Daily  dosage 

40  to 
200  mgs. 

Average  blood  pressure  before 

134/73 

Average  blood  pressure  after 

130/87 

Full  remission 

9% 

Greatly  improved 

20% 

Considerably  improved 

36% 

No  change 

33% 

Side  reactions 

17% 

Syncope 

2% 

Drooling 

1% 

Dystonia — bucca-nuchal 

1% 

Extrapyramidal  symptoms 

6% 

Gastric  distress 

2% 

Weakness 

3% 

Precordial  pain 

2% 

agent  as  chlorpromazine,  but  frequently  can  be 
used  in  conjunction  with  other  phenothiazines 
for  more  effective  results  and  fewer  side  reac- 
tions. 

In  1955  my  first  study  of  meprobamate  (Mil- 
town)  in  neuropsychiatric  patients  began  with 
300  psychotic  patients.5  All  of  these  patients 
had  had  electric  shock  or  insulin  shock  treat- 
ment. Four  of  them  had  been  lobotomized.  Of 
these  300  patients,  9 had  a complete  remission, 
104  were  greatly  improved,  some  improvement 
was  shown  in  139,  and  no  change  was  observed 
in  49.  Side  effects  were  minimal,  mainly  drowsi- 
ness. The  dosage  ranged  from  two  400  mg. 
tablets  daily  to  ten  400  mg.  tablets  daily.  Mepro- 
bamate (Miltown)  depresses  the  thalamus 
whose  function  it  is  to  transmit  alerting  im- 
pulses to  the  cortex  and  it  depresses  the  limbic 
system  which  correlates  emotional  and  intel- 
lectual aspects  of  consciousness.  This  is  in  direct 
contrast  to  the  stimulating  effect  of  the  pheno- 
thiazines. 

Another  study  of  meprobamate  (Miltown) 
and  pre-menstrual  tension  in  1956  following  a 
survey  of  1500  females  past  the  menarche  gave 
the  information  that  95%  of  the  group  had  pre- 
menstrual symptoms  among  the  white  patients 
and  93%  of  the  colored  patients.  Forty-two  wom- 
en between  the  ages  of  16  and  42  had  premen- 
strual tension  and  primary  dysmenorrhea  since 
the  menarche.6  The  investigation  covered  a 12- 
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months’  period.  Twenty-eight  of  these  patients 
were  instructed  to  begin  taking  meprobamate, 
400  mg.  at  the  first  premenstrual  symptoms  and 
continue  taking  one  tablet  after  each  meal  until 
their  symptoms  subsided.  Medication  was  then 
discontinued  until  the  next  period  when  the 
symptoms  recurred.  Fourteen  patients  were  in- 
structed to  take  meprobamate  after  each  meal 
daily  for  two  months  and  then  intermittently 
when  premenstrual  symptoms  began.  A placebo 
was  substituted  for  meprobamate  for  one 
month  in  every  case.  It  was  decided  that  taking 
400  mg.  of  meprobamate  after  each  meal  when 
premenstrual  symptoms  were  present,  and  as 
long  as  they  continued,  was  just  as  effective  as 
taking  it  daily.  Of  the  28  women  who  were 
given  meprobamate  intermittently,  78 % were  re- 
lieved of  their  premenstrual  symptoms.  There 
was  also  marked  improvement  in  family,  social, 
and  business  relationships  not  only  during  the 
period  when  meprobamate  was  taken  but  be- 
tween medication  periods  as  well.  Most  of  the 
group  described  their  improvement  to  lessening 
of  emotional  tensions  due  to  bettered  sleep  pat- 
tern induced  by  meprobamate.  Forty-two  per- 
cent were  greatly  benefited  but  continued  to 
have  dysmenorrhea  although  in  a lessened  de- 
gree, and  their  headaches  were  much  less  dis- 
abling and  work  was  accomplished  with  less 
discomfiture.  Of  the  14  taking  meprobamate 
continuously,  78%  were  relieved  of  their  pre- 
menstrual symptoms  and  22%  were  considerably 
improved. 

Because  of  its  complete  lack  of  toxicity  and 
side  effects  when  given  in  moderate  dosage, 
meprobamate  (Miltown)  is  considered  to  be 
an  ideal  drug  for  repeated  use  as  in  premen- 
strual tension. 

Meprobamate  (Miltown)  has  a strong  anti- 
convulsant action,  and  it  has  a very  wide  margin 
of  safety.  The  acute  toxicity  is  very  low.  We 
had  one  patient  who  took  sixty-four  400  mg. 
tablets  of  meprobamate  with  suicidal  intention. 
She  remained  drowsy  for  two  days  and  recov- 
ered without  incident.  Chronic  toxicity  of  the 
drug  is  usually  low.7 

A comparative  clinical  study  of  meprobamate 
(Miltown)  and  chlordiazepoxide  (Librium) 
was  begun  in  I960.  One  hundred  and  sixty-nine 
patients  were  given  combined  psychotropic 
medication  with  meprobamate.8  Of  this  group, 
83%  achieved  excellent  results;  13%  good  results; 


2%  fair  results;  side  reactions  were  1%.  Com- 
bined phrenotropic  medication  with  chlordia- 
zepoxide (Librium)  in  132  patients  gave  50% 
excellent  results;  20%  good  results;  19%  fair  re- 
sults; 9%  poor  results;  13%  side  reactions. 

For  a nine-year  period,  from  1953  to  1962,  a 
comparative  study  of  single  and  combined  psy- 
chopharmaceutical  medication  was  done  on 
2,350  patients.  A summary  of  this  work  was 
that  2530  patients  in  9 separate  studies  since 
1953  were  reported.9  Side  effects  showed  de- 
creased percentages  in  multiple  medication,  pos- 
sibly because  smaller  doses  of  side  reaction 
producing  agents  were  necessary  and  because 
of  the  ameliorating  effect  of  meprobamate  de- 
creasing anxiety  and  bettering  sleep.  The  con- 
clusions were  that  multiple  psychotropic  medi- 
cation appears  to  give  the  best  results.  The 
combination  of  meprobamate  (Miltown),  chlor- 
promazine  (Thorazine),  and  nialamide  (Nia- 
mid ) in  this  study  effected  the  greatest 
betterment.  In  the  study  of  combined  psycho- 
pharmaceutical  treatment  of  the  635  patients, 
meprobamate  was  found  to  be  an  effective 
agent  in  578  patients. 

Antidepressant  Agents 

Analeptic  agents  began  with  the  study  of 
methylphenidylacetate  (Ritalin)  in  1956.10  Two 
hundred  male  and  female  psychotic  patients  re- 
ceived methylpenidylacetate  from  1 week  to  12 
months.  Dosage  ranged  from  20  mg.  to  160  mg. 
daily  in  divided  doses.  Methylpenidylacetate 
was  also  given  in  combination  with  phenothia- 
zines.  Of  the  patients  receiving  phenidylacetate, 
20%  were  greatly  improved;  38%  were  consid- 
erably improved;  27%  showed  side  effects  which 
were: 


Hyperactivity  7% 

Noisy  assaultive  conduct  7% 

Chewy  movements  of  the  jaw,  tongue  and 
lips,  also  noted  in  animal  studies 
done  elsewhere  5% 

Tremor  of  the  facial  muscles  5% 

Oculogyric  phenomenon  2% 

Hypertension  in  less  than 

in  an  arteriosclerotic  patient  1% 


Since  many  psychotropic  drugs  create  drowsi- 
ness and  lethargy,  methylphenidylacetate  ( Rita- 
lin) is  useful  in  counteracting  their  symptoms 
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and  is  particularly  helpful  in  alerting  cerebral 
function  and  senile  cerebral  arteriosclerotic  pa- 
tients. 

A combination  of  meprobamate  and  benac- 
tyzine  (Deprol)  is  an  effective  antidepressant 
in  the  neuroses  and  in  combination  with  a 
phenothiazine  in  the  psychoses. 

Previous  studies  with  meprobamate  and 
benactyzine  had  shown  their  value  in  single 
usage;  a study  combining  these  medicaments  in 
135  patients  with  depression  showed  12%  great- 
ly improved,  30%  considerably  improved,  and 
39%  slightly  improved.  Dosage  ranged  from  4 
to  16  tablets  daily;  duration  of  treatment  was  1 
week  to  17  months,  average  1.8  months.  Side 
effects  were  drowsiness  2.9%,  syncope  2.2%,  diz- 
ziness 0.7%  restlessness  0.7%,  dystonia  7%.  The 
combination  of  meprobamate  and  benactyzine 
(Deprol)  is  a useful  drug  in  depressions. 

Monoamine  oxidase  inhibitors,  including 
iproniazide  (Marsilid),  isocarboxazide  (Mar- 
plan),  nialamide  (Niamide),  phenelzine  sul- 
phate (Nardil),  transylipromine  (Parnate),  and 
the  anti-depressant  imipramine  hydrochloride 
(Tofranil)  are  useful  in  depressions  which  ac- 
company in  varying  degree  all  anxiety  states  in 
the  neuroses  and  schizophrenias  as  well  as  dis- 
orders of  psychogenic  origin. 

Pargyline  hydrochloride  (Eutonyl)  is  a new 
monoamine  oxidase  inhibitor  useful  in  depres- 
sions. Fifty-two  hospitalized  male  neuropsy- 
chiatric patients,  ages  26  to  67,  with  mild  or 
moderate  depressions  and  two  with  severe  de- 
pressions received  25  to  100  mg.  of  pargyline 
daily  from  15  to  64  days.  The  medication  was 
discontinued  in  16  patients  because  of  ortho- 
static hypotension.  It  was  concluded  that  parg- 
yline is  an  effective  mood  elevator  alone  and  in 
combination  with  perphenazine,  chlorproma- 
zine,  plus  meprobamate. 

A most  effective  anti-depressant  combination 
is  perphenazine  and  amitriptyline  (Etrafon). 

In  October  1962  a study  with  72  patients  was 
begun.  Depression  ranged  from  mild  to  severe, 


with  suicidal  threats  and  attempts  in  depressive 
reaction  and  alcoholism.  The  depth  of  the  de- 
pression was  assessed  by  the  Minnesota  Multi- 
phasic  Personality  Inventory  and  clinical  ob- 
servation and  examination.  Liver  function  and 
other  laboratory  tests  showed  no  adverse  find- 
ings. Perphenazine  dosage  ranged  from  6 to  32 
mg.  daily;  amitriptyline  from  75  to  200  mg. 
daily.  Side  reactions  occurred  in  6%,  hypoten- 
sion, motor  restlessness,  and  mild  dyskinesia, 
controlled  by  dosage.  Improved  were  89%; 
markedly  improved  54%;  considerably  improved 
20%;  slightly  improved  15%.  The  patients  were 
in  the  study  from  3 weeks  to  3 months. 

Because  of  these  anti-depressant  drugs,  it  has 
been  found  by  many  clinicians  that  shock  ther- 
apy is  no  longer  necessary.  In  combination  with 
the  phenothiazines  and  meprobamate,  they  are 
particularly  helpful. 

The  use  of  psychotropic  drugs  and  the  marked 
benefits  derived  from  them  has  created  more 
research  into  the  activities  of  the  central  nervous 
system  than  any  other  stimulus.  The  study  of 
brain  biochemistry  has  been  undertaken  and 
proof  that  it  is  suspect  in  nervous  and  mental  ills 
is  now  becoming  an  almost  universally  accepted 
belief. 

No  other  ten-year  period  has  produced  such 
a rapid  turnover  of  patients  in  psychiatric  hos- 
pitals, nor  opened  the  doors  for  so  many  chron- 
ically psychotic  patients.  In  a hospital  whose 
daily  population  was  about  4,300  patients,  in 
1952,  1,300  patients  were  discharged;  in  1962, 
2,700  were  discharged,  but  the  overall  popula- 
tion remained  4,300,  twice  as  many  having  been 
discharged  in  1962  as  were  discharged  in  1952 
prior  to  psychotropic  medication. 

The  thought  that  all  higher  behavior  is  the 
result  of  the  organized  activity  of  a brain  work- 
ing in  its  internal  environment,  in  which  a mul- 
titude of  chemicals  and  a constellation  of  en- 
zymes is  basic  to  that  behavior,  has  stimulated 
research  in  brain  biochemistry,  which,  as  Freud 
predicated,  will  solve  the  mystery  of  nervous 
and  mental  disease. 


(References  on  page  558) 
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METABOLIC  ASPECTS 
OF  NUTRITION 
AND  THE  HEART 

F.  A.  Kummerow/urbana 


An  orderly  metabolism  of  nutrients  is  es- 
sential to  the  life  process  and  heart  disease  may 
represent  a disruption  of  one  or  more  aspects  of 
this  ordely  process.  In  the  normal  metabolism 
of  nutrients,  the  smallest  denominator  is  rep- 
resented by  a two  carbon  unit  known  as  acetyl 
coenzyme  A (acetyl  Co  A);  it  can  originate 
from  the  carbohydrates,  proteins  or  fats  in  food 
through  a well  traced  out  series  of  in  vivo  reac- 
tions (Fig.  1).  The  carbohydrates,  starch  and 
sugar,  are  metabolized  to  a three  carbon  unit, 
pyruvate,  which  is  converted  to  acetyl  Co  A by 
the  loss  of  carbon  dioxide  and  addition  of  coen- 
zyme A with  the  aid  of  various  enzyme  sys- 
tems.1 The  conversion  of  the  individual  amino 
acids  in  proteins  to  acetyl  Co  A involves  as 
complex  a series  of  enzyme  systems  as  those 
involved  in  the  conversion  of  carbohydrates  to 
acetyl  Co  A.  Dietary  fats  which  contain  a 
straight  chain  of  fatty  acids  four  to  twenty-two 
carbon  atoms  in  length  are  also  broken  down 
into  the  two  carbon  acetyl  Co  A.2 
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The  “metabolic  pool”  of  acetyl  Co  A does  not 
exist  as  such  but  is  in  a continuous  state  of  flux. 
Furthermore  an  excessive  intake  of  a low  fat 
diet  will  add  to  the  metabolic  pool  of  acetyl  Co 
A as  readily  as  an  excessive  intake  of  a high  fat 
or  a high  protein  diet.  If  the  dietary  intake  of 
metabolites  is  just  sufficient  or  an  excessive  in- 
take is  metabolized  in  the  citric  acid  cycle  to 
produce  heat  and  energy  through  the  use  of 
muscles  (I),  the  conversion  of  acetyl  Co  A to 
fatty  acids  ( II ) and  cholesterol  ( III ) would  be 
minimal.  However,  if  the  total  caloric  intake  is 
in  excess  of  energy  and  maintenance  require- 
ments, acetyl  Co  A is  converted  to  fatty  acids 
and  cholesterol.  The  major  portion  of  the  excess 
cholesterol  is  converted  to  bile  acids  in  the  liver 
and  excreted.  The  fatty  acids  are  deposited  as 
triglycerides  and  along  with  cholesterol,  phos- 
pholipids and  other  lipids  add  to  the  unwanted 
deposits  of  tissue  fats.  It  is  therefore  essential  to 
balance  the  energy  requirements  against  total 
caloric  need  in  order  to  prevent  an  accumula- 
tion of  tissue  fats.  The  adipose  tissue  fat  and 
serum  cholesterol  level  can  be  reduced  by  in- 
creasing energy  expenditures  or  by  decreasing 
caloric  intake.  However,  the  obesity  problem, 
the  relatively  high  serum  cholesterol  levels  and 
the  high  mortality  rate  from  heart  disease  in 
Americans  all  attest  to  the  fact  that  it  is  difficult 
to  carry  an  orderly  metabolism  of  nutrients  in 
an  atmosphere  of  dietary  abundance. 

The  role  of  dietary  fat  in  heart  disease  has 
taken  on  an  increased  interest  for  three  reasons. 
One,  dietary  fat  has  approximately  twice  the 
caloric  value  of  an  equivalent  weight  of  carbo- 
hydrate and  as  fat  consumption  has  increased 
from  32  to  41%  of  total  calories  from  1910  to 
1964  dietary  fats  are  mainly  responsible  for  the 
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Figure  1 

Metabolic  Fate  of  Carbohydrates,  Fats  and  Proteins  in  Food 
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TABLE  1 


obesity  problem.  Two,  the  large  deposits  of 
lipid  ( fat  and  cholesterol ) in  the  involved  areas 
of  the  intima  ( atherosclerosis ) points  to  a 
direct  relationship  between  faulty  lipid  metabo- 
lism and  heart  disease.  Three,  clinical  studies 
have  shown  that  the  excessive  consumption  of 
oils  which  contain  polyunsaturated  fatty  acids 
lower  serum  cholesterol  levels  and  as  serum 
cholesterol  levels  have  been  linked  with  heart 
disease  in  the  public  mind  the  daily  intake  of 
“polyunsaturates”  has  taken  on  nutritional  sig- 
nificance. 

No  chemical  distinction  actually  exists  be- 
tween fats  ( shortening ) and  vegetable  oils 
( salad  oils ) ; both  contain  glycerol  connected  to 
or  “esterified”  with  three  moles  of  fatty  acid. 
The  saturated  fatty  acids  in  the  common  edible 
fats,  which  vary  from  C4  to  C22  in  chain  length, 
have  melting  points  of  —7.9  to  79.9°  C respec- 
tively. The  unsaturated  fatty  acids  in  edible  fats 
vary  from  CiG  to  C2o  in  chain  length  and  —1  to 
—49°  C in  melting  point.3  The  high  melting 
points  of  the  saturated  and  the  low  melting 
points  of  the  unsaturated  fatty  acids  are  im- 
portant to  the  physical  characteristics  of  fats 
and  oils. 

If  the  glycerol  is  esterified  with  more  than 
two  unsaturated  fatty  acids,  i.e.,  oleic  or  linoleic 
acid,  the  resulting  triglyceride  is  a liquid  or  an 
“oil”  at  room  temperature.  If,  on  the  other  hand, 
glycerol  is  esterified  with  only  long  chain  sat- 
urated fatty  acids  or  only  one  mole  of  oleic 
and  two  moles  of  palmitic  or  stearic  acid,  the 
resulting  triglycerides  is  a solid  or  “fat”  at 
room  temperature.  A study  of  isolated  triglyc- 
erides has  shown  that  the  substitution  of  one 
mole  of  oleic  for  stearic  acid  in  an  a-position  in 
tristearin  for  example  lowers  the  melting  point 
from  73  to  38°  C and  the  same  substitution  in 
tripalmitin  from  66  to  35°  C.4  When  one  con- 
siders that  the  body  temperature  of  a human 
being  is  37.2°  C,  the  in  vivo  substitution  of  lino- 
leic or  oleic  acid  for  one  mole  of  stearic  or 
palmitic  acid  may  change  the  physical  charac- 
ter of  the  depot  fat  and  its  ability  to  act  as  a 
“cushioning  agent”  to  vital  organs. 

The  ability  of  unsaturated  fatty  acids  to  form 
“geometric  isomers”  may  also  play  an  impor- 
tant role  in  the  degree  of  hardness  of  human 
depot  fats.  Geometric  isomers  are  important  to 
the  hardness  of  fats  because  the  trans  isomers  of 
oleic  and  linoleic  acid,  which  are  produced  dur- 


COMPARATIVE  COMPOSITION  OF  MARGARINES 
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16.2% 

9.4% 

11.7% 

Stearic 

7.3 

9.3 

5.1 

13.0 

Total  sat. 

22.3 

25.7 

14.8 

25.0 

Oleic 

41.7 

43.4 

73.3 

47.5 

Linoleic 

35.4 

30.2 

10.8 

25.8 

Total  unsat. 

77.1 

73.6 

84.1 

73.3 

Total  “trans” 

28.7 

19.6 

43.6 

48.6 

ing  the  commercial  hydrogenation  of  an  edible 
oil  have  melting  points  38°  and  41°  C higher 
than  the  respective  cis  isomers.  Although  the 
cis  and  tram  isomers  have  the  same  degree  of 
unsaturation,  this  property  of  oleic  and  linoleic 
acids  to  exist  in  either  a solid  or  a liquid  state 
at  room  temperteure  is  important  to  the  produc- 
tion of  margarines  of  high  linoleic  acid  content. 

We  purchased  four  typical  brands  of  both 
high  and  low  priced  margarine  at  a local  super- 
market and  subjected  them  to  fatty  acid  and 
infrared  analysis  (Table  1).  The  results5  indi- 
cated that  all  of  them  contained  more  linoleic 
acid  than  the  margarines  which  were  available 
a few  years  ago6.  Furthermore,  the  cost  of  these 
margarines  was  independent  of  their  linoleic 
acid  content;  the  lowest  priced  margarine  con- 
tained 15%  more  linoleic  acid  than  the  medium 
priced  brand  and  only  5%  less  linoleic  acid  than 
the  highest  priced  brand.  The  large  amount  of 
“trans”  fatty  acid  in  all  of  the  margarines  in- 
dicated that  both  trans  oleic  and  trans  linoleic 
acid  may  have  been  produced  during  the  hy- 
drogenation of  soybean  oil,  which  forms  the 
base  stock  of  most  margarines. 

The  trans  fatty  acids  present  in  human  tissue 
apparently  arise  solely  from  dietary  fat,  and 
as  in  rats,  they  do  not  normally  appear  in  the 
tissues  unless  a source  of  trans  fatty  acids  is  in- 
cluded in  the  diet7.  Although  the  iodine  value 
of  such  depot  fat  would  indicate  a higher  P/S 
ratio,  it  seems  evident  that  the  high  trans  fatty 
acid  content  of  margarine  fat  could  “harden” 
human  depot  fat  and  counteract  the  “softening” 
influence  of  linoleic  acid.  The  melting  point  and 
other  physical  characteristics  of  the  depot  fat 
might  not  be  changed  significantly  from  a depot 
fat  which  contained  stearic  instead  of  trans 
oleic  acid,  that  is  someone  eating  butterfat  in- 
stead of  margarine. 

The  glycerides  of  human  adipose  tissue  con- 
tain approximately  4%  myristic,  25%  palmitic,  7% 
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stearic,  6%  palmitoleic,  46%  oleic  and  2%  of  fatty 
acids  which  are  shorter  than  14  or  longer  than 
18  carbon  atoms  in  chain  length8.  These  fatty 
acids  may  be  classified  the  “non  essential  fatty 
acids”  as  they  can  all  be  synthesized  in  the  body 
from  non  fat  precursors.  They  are  also  found  in 
corn  oil,  beef  tallow  and  lard  but  in  different 
percentage  composition  in  each  case.  In  addi- 
tion adipose  tissue  is  composed  of  approximate- 
ly 9%  linoleic  and  1%  arachidonic  acid  which 
contain  two  and  four  double  bonds  respectively. 
These  two  polyunsaturated  fatty  acids  have 
been  classified  the  “essential  fatty  acids”  as 
linoleic  acid  cannot  be  synthesized  by  animal 
tissue  and  serves  as  an  essential  precursor  for 
the  synthesis  of  arachidonic  acid.  However,  the 
excessive  consumption  of  dietary  sources  of  es- 
sential fatty  acids  will  contribute  to  the  “meta- 
bolic pool”  of  acetyl  Co  A as  effectively  as  an 
excessive  consumption  of  animal  fats. 

The  fat  soluble  components  which  pour  into 
the  blood  via  the  lymph  are  combined  with 
protein  during  their  passage  through  the  liver 
and  are  known  as  lipoprotein9.  The  protein  por- 
tion of  these  lipoprotein  acts  as  a “helping 
hand”  in  which  the  fingers  of  the  hand  are 
available  for  the  attachment  of  the  triglycerides 
and  other  fat  components  such  as  phospholipids, 
cholesterol  and  cholesterol  esters.  It  is  possible 
that  in  atherosclerosis,  subtle  changes  tend  to 
“curdle”  or  denaturate  the  protein  so  that  it  is 
no  longer  able  to  “carry”  in  the  serum  the  dif- 
ferent classes  of  fat  components  in  a normal 
fashion.  The  exact  steps  that  are  involved  in  this 
denaturation  process  and  whether  they  are  im- 
portant to  atherosclerosis  are  still  to  be  eluci- 
dated. 


Summary 


Dietary  fats  represent  the  most  compact  food 
energy  source  available  to  man.  However,  both 
cholesterol  and  tissue  fat  can  be  synthesized 
from  either  carbohydrate  or  protein.  Further- 
more, the  total  caloric  intake  rather  than  any 
one  dietary  component  is  crucial  to  the  amount 
of  deposition  of  these  lipids  into  the  tissue. 

Until  the  entire  picture  of  the  role  of  serum 
cholesterol  and  dietary  fats  in  heart  disease  is 
clarified,  it  would  seem  judicious  to  consume  a 
well-balanced  diet  of  meat,  milk,  eggs,  vegeta- 
bles, fruits,  and  sufficient  cereals  and  bread  to 
provide  for  an  adequate  protein,  vitamin,  and 
caloric  intake.  Although  the  optimum  total  in- 
take of  linoleic  acid  by  man  has  not  been  estab- 
lished, the  level  of  linoleic  acid  in  the  American 
dietary  pattern  could  be  increased  through  the 
availability  of  less  severely  hydrogenated  short- 
enings. However,  the  indiscriminate  dietary  sub- 
stitution of  “soft”  for  “hard”  fats  seems  un- 
desirable. 
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The  View  Box 

Leon  Love,  M.D. 

Director,  Diagnostic  Radiology 
Cook  County  Hospital 


Figure  1 


This  78-year-old  female  entered  the  hospital 
with  complaints  of  intermttent  epigastric  pain 
and  vomiting  of  two  weeks’  duration. 

Physical  examination  revealed  a loud  apical 
systolic  murmur  and  an  increase  in  cardiac  di- 
ameter. The  abdomen  revealed  mild  tenderness 
over  the  epigastrium. 


What  is  your  diagnosis? 

(We  give  you  no  alternatives  this  month.) 


(Continued  on  page  566) 
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SOME  SKIN  AIDS 
IN  THE  DIAGNOSIS 
OF  VISCERAL  DISEASE 

Leon  Goldman , M.D.,/ Cincinnati,  ohio 


There  Are  Certain  Fundamental  require- 
ments for  proper  examination  of  the  skin  so  that 
the  physician  may  see  not  only  what  he  knows 
but,  surprisingly  sometimes,  what  he  doesn’t 
know.  If  the  eruption  is  endogenous,  the  entire 
area  must  be  examined  in  order  to  find  the 
primary  type  of  lesion,  the  influence  of  such  en- 
vironmental factors  as  heat,  rubbing  of  clothing, 
scratching,  etc.,  or  the  influence  of  such  factors 
as  stasis  on  eruption  of  the  lower  legs.  The  vas- 
cular dynamics  of  stasis  often  transforms  a 
simple  macular  or  maculopapular  eruption  into 
petechial  and  even  purpuric  reactions.  Proper 
lighting  must  be  assured  in  order  not  to  cover 
up  the  red  qualities  of  the  skin  eruption.  Such 
simple  devices  as  magnifiers  of  moderate  magni- 
fication will  often  help  to  show  those  spots 
which  may  not  be  particularly  clear,  especially 
to  those  who  have  presbyopia.  For  investigative 
procedures,  stereobinocular  skin  microscopes 
are  used  to  examine  the  surface  of  living  skin. 

In  order  to  determine  how  deep  the  redness  is 
or  where  there  is  hemorrhage,  or  whether  pig- 
mentation is  superficial  or  deep,  a simple  de- 


From  The  Department  of  Dermatology  of  the 
College  of  Medicine,  University  of  Cincinnati. 


vice,  such  as  a diascope,  is  used.  This  is  a very 
impressive  name  for  a little  piece  of  glass  or 
plastic  which  can  be  used  to  press  out  most  of 
the  color  of  the  skin.  If  there  is  superficial  vas- 
odilatation, this  diascope  may  serve  to  make  the 
skin  paler.  If  the  dilatation  is  deeper  or  concerns 
a deeper  plexus,  there  may  not  be  a significant 
change  in  color.  The  differentiation  between 
petechial  hemorrhage  and  dilatation  can  be 
done  then  if  the  lesion  be  located  superficially. 

After  these  simple  measures  of  physical  diag- 
nosis are  done,  then  such  procedures  may  be 
used  as  scraping  of  the  skin  for  examination  for 
fungi  or  bacteria  and  examination  of  cytological 
material  for  evidence  of  nuclear  disturbance 
such  as  may  be  associated  with  viral  parasitism. 
Then  a skin  biopsy  may  be  done.  New  technics 
with  tiny  knives  and  tattooing  of  material  mini- 
mizes scarring  from  such  biopsies.  The  selection 
of  cytological  and  biopsy  material  of  the  lesion 
requires  experience  in  order  to  determine  the 
proper  area  for  testing.  As  usual,  it  is  very  dif- 
ficult to  evaluate  negative  results. 

After  these  things  are  done,  what  help  can 
one  have  in  the  examination  of  the  skin  for 
systemic  or  visceral  disease? 

To  proceed  in  chronological  fashion,  one 
must  consider  certain  diseases  in  certain  age 
periods.  Persistent  generalized  non-inflamma- 
tory  disorders  may  indicate  genodermatoses 
which  are  associated  with  metabolic  disturb- 
ances, such  as,  amino  acid  disturbances  or  dis- 
turbances of  lipid  metabolism.  If  widespread 
lesions  of  crusted  petechial  or  purpuric  type 
are  found,  then  these  lesions  may  be  indicative 
of  leukemic  or  leukemoid  states,  such  as,  Let- 
terer-Siwe  disease  or  leukemia.  Angiomas  may 
be  associated  with  thrombocytopenia  (Kasa- 


564 


Illinois  Medical  Journal 


TABLE  1 


TABLE  2 


Some  Specific  Hemorrhagic  Types  of 
Visceral  Disorders 

1.  Hemorrhagic  crusted  lesions,  neck  & scalp — in 
infancy — Letterer-Siwe 

2.  Painful  single  localized  necrotic  hemorrhagic  areas 
— bites  of  venomous  arthropods  and  snakes 

electric  burns 

3.  Splinter  hemorrhages,  nailbed — lupus  erythematosus 
subacute  bacterial  endocarditis 

4.  Petechial  with  spotted  small  angiomas — 
senile  angioma-vascular  fragility  complex 
bartonellosis  with  early  verruga  peruana 

5.  Non-traumatic  abdominal  wall  and  flank  hemorrhages 

A.  Greenish-blue  (Grey-Turner  sign)  retroperito- 
neally  extravasated  pancreatic  juice 

B.  Red  or  brown  types — small  bowel  obstruction 
bowel  strangulation 

ruptured  intra-abdominal  aneurysm 

bach-Merritt  Syndrome),  visceral  involvement 
as  liver,  brain  (Von  Hippel-Lindau,  Sturge- 
Weber  Syndrome)  and  various  cartilage  and 
bone  disturbances  (Maffucci’s  Syndrome). 

In  childhood,  the  development  of  non-inflam- 
matory,  asymmetrical  patterns  may  indicate 
tumor  formation.  These  may  be  associated  with 
visceral  tumors.  The  development  of  yellowish 
spots,  again,  indicate  disturbances  of  lipid 
metabolism.  Pruritus  without  any  primary  skin 
lesions  may  suggest  systemic  disturbance  such 
as  diabetes,  Hodgkins,  etc.  Developing  pigmen- 
tation and  hemorrhagic  states  mean  an  extensive 
examination  of  the  individual. 

In  the  adult,  the  general  color  of  the  skin 
may  be  important  as  regards  anoxemia,  anemia, 
pigmentations  of  various  types  or  depigmenta- 
tion. The  psyche  of  the  patients  may  be  assessed 

TABLE  3 

Some  Systemic  Aspects  of  Angiomas 
and  Telangiectasia 

Infancy:  Multiple  types — with  visceral  angiomatosis 
(Liver — Von  Hippel-Lindau) 

(Brain — Sturge-Weber  syndrome) 
with  thrombocytopenia  and 
afibrinogenemia 
( Kasabach-Merritt  syndrome) 
with  Maffucci’s  syndrome 
— dyschondroplasia 

Adults:  Congenital  familial  hereditary  telangiectasia 

( Rendu-Osler-Weber  syndrome) 

With  visceral  involvement 
With  capillary  fragility 

Association  of  senile  angiomas  with  aortic 
calcification  and  arteriosclerosis  (??) 


Cutaneous  Phases  of  the  Malignant  Lymphomas 

1.  Non-specific  reactions 

1.  Pruritic 

2.  Papules — often  pruritic — bullae,  urticaria 

3.  Erythema  multiforme 

4.  Exfoliative  dermatitis 

5.  Petechial  and  purpura 

6.  Hyperpigmentation 

7.  Herpes  zoster 

2.  Specific 

1.  Papules 

2.  Nodules 

3.  Tumors 

4.  Placques 

5.  Ulcers 

6.  Erythrodermas 


by  such  factors  as  pallor,  hyperidrosis,  flushing, 
pompholyx  and  excoriations  of  varying  degrees 
and  intensities.  The  vascular  fragility  as  re- 
flected in  petechiae  or  purpura  may  be  regional 
or  generalized.  On  the  lower  legs  these  may  be 
the  first  indications  for  consideration  of  the 
various  groups  of  macroglobinemias.  Diffuse 
spreading  pigmentations  may  indicate  Addi- 
son’s disease,  hemochromatosis  or  visceral  toxic- 
ity. Nodular  non-inflammatory  lesions  may  be 
indicative  of  lymphoma.  Certain  diseases  in  the 
adult  life  have  certain  predilection,  like  the 
small,  non-inflammatory,  yellowish  papules  of 
sarcoidosis  about  the  face  and  eyes.  The  char- 
acteristics of  drug  eruption  are  often  difficult 
to  evaluate  as  far  as  etiology  by  casual  inspec- 

TABLE  4 

Reactions  Which  May  Suggest 
Psychic  or  Emotional  Disturbances 

1.  Pallor 

2.  Skin  flushing — 

consider  also  carcinoid 

3.  Hyperidrosis 

4.  Pompholyx 

5.  Excoriation 

6.  Urticaria 


TABLE  5 

Some  Systemic  Aspects  of  Some  Granulomas  . . . 

Modern  syphilis  = Neuro-  cardiac 
Systemic  mycoses  = Pulmonary  especially 
Sarcoidosis  =r  Glandular — Pulmonary 
Tuberculosis  = Glandular,  pulmonary,  bone,  etc. 
Hansen’s  disease  (leprosy)  = Neural,  amyloidosis,  etc. 
Reiter’s  disease  = Polyarthritis,  gastritis 
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TABLE  6 

Porphyrias  (Modified  After  Watson-Rattner) 


TABLE  7 


1.  Marrow — congenital  erythropoietic 

2.  Hepatic 

A.  Acute  intermittent 

B.  Porphyria  cutanea  tarda — hereditary 

C.  Porphyria  cutanea  tarda — acquired 

3.  True  mixed 

4.  Latent 

tion.  The  significant  thing  about  drug  eruptions 
is  its  visceral  components  as  regards  hemato- 
poietic and  hepatic  reactions.  Therefore,  the 
hemorrhagic  quality  to  a drug  eruption  should 
call  attention  to  the  possibility  of  disturbances 
in  the  hematopoietic  system. 

With  the  multiplicity  of  pictures  which  may 
develop  from  the  relatively  few  fixed  structures 
in  the  skin,  the  varied  diagnostic  hints  sug- 
gested may  be  presented  in  tabular  fashion. 
Tables  and  charts  oversimplify  usually,  but  at 
least  they  may  give  some  hints  as  to  what  dis- 

TABLE  8 
Ldpoidses 

1.  Normocholesteremia 

A.  Xanthelasma 

B.  Xanthogranuloma 

C.  Histiocytosis  X 

2.  Hypercholesteremia 

A.  Essential  familial 

B.  Chronic  hepatobiliary  disorders 

C.  With  myxedema 

3.  Hyperlipemic 

A.  Idiopathic 

B.  Von  Gierke’s  disease 


Diabetes 

1.  Metabolic — 

A.  Pruritus 

B.  Acanthosis  nigricans 

C.  Necrobiosis  lipoidica 

D.  Xanthoma 

F.  Lipodystrophy 

2.  Associated  infections — 

A.  Pyodermas 

B.  Moniliasis 

3.  Reactions  to  therapy — 

A.  Insulin  allergy 

B.  Lipodystrophy 


orders  should  be  considered  and  should  suggest 
much  more  detailed  investigation. 

Summary 

The  proper  training  in  the  examination  of  the 
skin,  performance  of  proper  examination  of  the 
skin,  some  background  in  understanding  the 
pictures  developed  and  evolved  may  help  in  the 
use  of  the  skin  as  a diagnostic  tool  for  systemic 
and  visceral  disease. 

TABLE  9 

Cutaneous  Aspects 
of  THE 

Physiologic,  Primary  or  Secondary 
Macrogi.obulinemias 

Petechial 
Ecchymosis 
Spider  Angiomata 
Raynaud’s  phenomenon 


The  View  Box 

— diagnosis  and  discussion  (Continued  from  page  563) 


Diagnosis:  Mitral  annulus  calcification. 

The  roentgen  appearance  of  calcified  mitral 
annulus  is  diagnostic.  It  is  usually  a C-,  J-,  or 
U-shaped  calcification  which  is  seen  to  the  left 
of  the  dorsal  spine,  about  midway  to  the  left 
heart  border.  In  the  lateral,  it  will  be  noted 
at  the  posterior  one-third  of  the  heart  shadow. 
The  valve  when  calcified  is  smaller,  nodular, 
and  appears  as  leaflet  calcification. 


Calcification  of  the  annulus  is  not  uncommon 
in  aged  females,  and  is  usually  on  the  basis  of 
arteriosclerosis  rather  than  rheumatic  heart 
disease.  It  may  be  associated  with  murmurs  of 
mitral  insufficiency  and/ or  stenosis.  Heart  block 
may  be  expected  when  the  calcification  extends 
into  the  septum. 

i 
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PROTECTION  FROM 
MISERIES  OF 
COLD  AIR  AND  WIND 


He  was  all  sportsman,  summer  and  winter. 
For  him,  there  was  no  greater  thrill  than  hover- 
ing close  in  a duck  blind,  scanning  the  chilled 
horizon  for  a flight  of  emerald-headed  mallards. 
Perhaps  the  only  experiences  to  match  it  were 
long  treks  over  some  frozen  pond  to  a favorite 
ice  fishing  spot  or  tracking  rabbits  through  a 
layer  of  freshly  fallen  snow. 

Yet,  for  the  past  five  years — after  he  had 
developed  severe  emphysema — he  could  only 
dream  of  these  exploits  from  the  warm  con- 
fines of  his  den.  Even  the  shortest  exposure  to 
one  of  winter’s  icy  blasts  caused  severe  short- 
ness of  breath,  cough  and  aggravation  of  his 
chronic  lung  condition. 


He  was  a prisoner  of  cold  winds  and  weather. 

Unfortunately,  thousands  of  persons — includ- 
ing avid  sportsmen — share  this  same  lot  every 
winter.  Stricken  with  such  cardio-respiratory 
ills  as  coronary  insufficiency,  asthma,  emphy- 
sema, sinusitis  and  cold  allergy,  they  suffer 
immeasurable  distress  everytime  they  set  foot 
outside  in  low  temperatures.  Some  of  them  who 
choose  to  brave  the  distress  frequently  suffer 
serious  and  even  near-fatal  complications. 

The  consequences  of  this  intolerance  to  cold 
air  are  much  more  serious  than  frustration  for 
the  active  sportsman.  Each  year,  this  problem 
costs  American  industry  millions  of  dollars  in 
absenteeism.  It  also  forces  hundreds  of  thou- 
sands of  children  to  miss  so  much  school  during 
the  winter  months  that  their  academic  progress 
is  seriously  impaired. 

Just  why  cold  air  causes  such  crippling  ef- 
fects in  susceptible  persons  has  been  the  sub- 
ject of  intensive  medical  research  for  many 
years.  The  armed  forces,  as  well  as  industry, 
have  taken  a special  interest  in  an  effort  to  keep 
manpower  at  optimal  efficiency  regardless  of 
weather  conditions. 

The  key  to  the  problem  was  uncovered  only 
recently  in  a study  of  angina  patients,  who  are 
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especially  sensitive  to  winter  temperatures. 
Even  when  they  do  NOT  have  an  attack, 
studies  showed  that  cold  air  produces  certain 
electrocardiographic  changes  in  angina  patients 
which  are  not  producible  in  normal  subjects. 
These  changes  are  caused  by  the  natural  tend- 
ency of  cold  air  to  constrict  the  blood  vessels. 

Having  determined  this  relationship,  one 
problem  remained  for  medical  scientists:  Did 
INHALATION  of  cold  air,  or  merely  EXPO- 
SURE to  it,  precipitate  the  anginal  attacks?  The 
answer  came  when  further  studies  showed  that 
anginal  pain  could  be  precipitated  no  matter 
how  warmly  the  patients  dressed  in  cold  weath- 
er—AS  LONG  AS  THE  NOSE  AND  MOUTH 
REMAINED  EXPOSED. 

Rased  on  these  observations,  it  has  been 
proven  that  the  reflexes  which  bring  on  attacks 
of  cardio-respiratory  conditions  in  cold  air 
originate  in  the  receptors  of  the  upper  respira- 
tory tract.  This  clue  became  the  basis  for  a 
logical  solution  to  the  problem  of  the  sports- 
man— or  anyone  else — unable  to  tolerate  win- 
ter’s chilling  winds  and  temperatures.  It  is  a 
face  mask  that  covers  the  mouth  and  actually 
preheats  cold  air  REFORE  it  is  breathed  in. 

A pioneer  in  this  field  is  Louis  A.  Terman, 
M.D.,  a Chicago  internist  at  Columbus  Hospital 
who  for  years  has  worked  to  ease  distress  in 
his  patients.  The  mask  he  has  developed  has 
proved  a welcome  addition  to  the  medical 
armamentarium.  Made  of  knitted,  washable 
cloth,  the  mask  is  heated  by  an  heating  element 
which  is  powered  by  a small,  rechargeable 
nickel-cadmium  battery  worn  in  the  patient’s 
coat  or  pocket.  Heating  the  pre-inspired  air  to 
a comfortable  65  degrees,  the  unit  can  be  used 
for  three  and  a half  to  five  hours  without  a bat- 
tery recharge. 

The  development  of  a face  mask  for  cold  air 
is  receiving  increased  attention  by  industry 
since  Dr.  Terman’s  work.  Minnesota  Mining 
and  Manufacturing  of  St.  Paul,  Minnesota,  re- 
cently has  marketed  a cold  weather  mask  made 
of  several  layers  of  rinsable,  non-woven  syn- 
thetic fiber.  Unlike  the  electrically  heated  mask, 
the  3M  product  is  discarded  after  several  wear- 
ings. 

To  date,  thousands  of  persons  have  worn 
both  types  of  masks  through  several  winters.  Of 


these,  the  manufacturers  report  that  a signifi- 
cant percentage  have  achieved  new  freedom 
from  cold  air  distress.  Once  again,  many  sports- 
men stricken  with  asthma,  angina,  emphysema 
or  bronchitis  are  able  to  watch  or  participate  in 
their  favorite  winter  pastimes  without  conse- 
quence. Many  persons  who  have  had  to  turn 
down  jobs  as  policemen,  mail  carriers,  meter 
readers  and  construction  workers  are  again  able 
to  make  the  living  of  their  choice  in  relative 
comfort.  Even  children  who  formerly  were 
“cold  air  cripples”  because  of  asthma,  bronchitis 
and  other  chronic  lung  respiratory  ailments  are 
now  able  to  romp  and  play  in  the  snow  with 
other  kids. 

According  to  the  manufacturers  of  the  elec- 
trically heated  mask,  the  effectiveness  of  their 
product  is  not  confined  to  persons  with  chronic 
heart  and  lung  problems,  but  to  anyone  who 
suffers  discomfort  from  cold  wind  and  weather. 

Paramount  in  this  latter  group  are  a large 
number  of  individuals  who  actually  exhibit  an 
allergic  sensitivity  to  cold  air.  Whenever  ex- 
posed to  cold  air  and  forced  to  breathe  it,  they 
release  histamine  in  sufficient  amounts  to  trig- 
ger severe  allergic  reactions  such  as  asthma, 
bronchitis  and  rhinitis. 

While  results  in  all  of  these  patient  groups 
have  been  heartening,  the  manufacturers  warn 
that  heat  masks  are  not  a CURE  for  the  under- 
lying conditions  affected  by  cold  air — but  they 
DO  eliminate  the  distress  caused  by  inhalation 
of  cold  air  and  wind.  In  this  way,  they  reduce 
the  chances  of  an  incapacitating  attack  during 
cold  weather  and  greatly  increase  the  patient’s 
comfort  and  feeling  of  assurance. 

The  heat  masks  certainly  will  gain  attention 
and  may  be  mildly  embarrassing  to  a sensitive 
individual  at  first.  However,  not  many  years  ago 
so  were  horn-rimmed  glasses,  hearing  aids  and 
metallic  bands  on  the  teeth.  These  health  aids 
are  now  commonplace  and  are  accepted  in 
every  part  of  the  country.  Wearing  a mask  out- 
doors in  cold  weather  will  soon  be  no  more 
conspicuous  than  any  other  visible  health  aid. 
What’s  more,  it  will  give  sportsmen — and  any- 
one else  who  is  a “cold  air  prisoner” — a new 
key  to  freedom  and  enjoyment  in  the  great  out- 
doors, even  in  forceful  winds  and  frigid  tem- 
peratures. 
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IN  THE  NEWS 


Cite  New  Cause  of  Polycythemia  Vera 


Two  University  of  Chicago  medical  research- 
ers recently  reported  polycytheima  vera  is  not 
caused  by  the  unchecked  production  of  a hor- 
mone, as  had  seemed  likely.  Instead,  they  sug- 
gest that  the  disease  may  be  caused  by  an  aber- 
rant type  of  primitive  cell  which  matures  into 
blood  cells  without  the  hormone  stimulation  this 
process  normally  requires.  They  also  put  for- 
ward a speculative  theory  to  explain  how  the 
administration  of  radioactive  Phosphorus -32 
may  trigger  a complicated  sequence  of  events 
which  results  in  long-term  remission  of  the  dis- 
ease. The  reporting  specialists  are  Drs.  Richard 
L.  DeGowin,  Research  Assistant,  and  Clifford 
W.  Gurney,  Associate  Professor,  both  of  the  De- 
partment of  Medicine  of  The  University  of 
Chicago. 

Gurney  and  DeGowin  base  their  conclusions 
on  controlled  laboratory  tests  and  clinical  ob- 
servations of  four  cases  of  polycythemia  vera,  in 
addition  to  their  continued  care  and  study  of 
more  than  100  chronic  polycythemia  vera  suf- 
ferers who  are  treated  periodically  at  The  Uni- 
versity of  Chicago  Hospitals  and  Clinics.  This 
patient  population  constitutes  one  of  the  largest 
treatment  groups  in  the  nation  for  this  rare 
ailment. 

The  University  of  Chicago  scientists  learned, 
during  treatment  and  close  observation  of  the 
four  selected  patients,  that  what  seems  to  be  a 
temporary  remission  of  polycythemia  vera  after 
blood-letting  actually  is  a respite  in  over-produc- 
tion of  red  cells  caused  by  a deficiency  in  iron. 
In  this  unusual  instance,  therefore,  one  disease 
may  be  controlled  by  the  production  of  a de- 
ficiency which  constitutes  a less  severe  disease 
state. 

This  finding  explained  one  of  the  clinical 
peculiarities  of  this  baffling  disease.  The  next 
step  was  to  determine  what  role,  if  any,  hor- 


mones play  in  polycythemia  vera. 

The  process  begins  with  so-called  stem  cells. 
Normally  these  primitive  cells  mature  and  dif- 
ferentiate into  whichever  of  the  three  types  of 
cell  is  in  short  supply.  Not  much  is  known  about 
the  process  of  cellular  differentiation,  but  Gurney 
and  DeGowin  predict  that  advances  will  be 
made  by  biochemists  and  geneticists  in  the  next 
few  years  which  will  contribute  substantially  to 
the  understanding  not  only  of  polycythemia 
vera,  but  also  leukemia  and  other  severe  hema- 
tological disorders. 

Rut  it  is  established  that  the  hormore  erythro- 
poietin stimulates  stem  cells  to  differentiate  into 
red  cells.  And  there  is  reason  to  believe  that 
other  specific  hormones  stimulate  the  produc- 
tion of  white  cells  and  platelets. 

Erythropoietin  is  produced  whenever  the 
oxygen  content  of  the  blood  drops  below  nor- 
mal, signaling  a shortage  of  red  cells.  Excess 
production  of  red  cells  would  seem  then  to  in- 
dicate that  erythropoietin  production  is  not 
shutting  down  as  it  should  when  blood  oxygen 
rises  to  an  adequate  level. 

DeGowin  and  Gurney  discovered,  however, 
that  the  most  sensitive  biological  tests  do  not 
detect  the  presence  of  this  hormonal  regulator 
in  the  blood  plasma  of  plethoric  polycythemia 
vera  patients.  They  cannot  be  positive  that 
erythropoietin  is  totally  absent,  because  present 
laboratory  assay  techniques  are  not  overly  pre- 
cise. Rut  it  appears  likely  that  spontaneous,  un- 
regulated stem  cell  differentiation  occurs  in  the 
absence  of  specific  (hormone)  regulators. 

The  University  of  Chicago  scientists  may  thus 
have  narrowed  the  area  of  the  unknown  re- 
garding the  cause  of  the  disease.  Ultimate  cure, 
if  a cure  proves  possible,  depends  on  finding 
out  why  the  stem  cells  differentiate  and  mature 
into  blood  cells  without  hormone  stimulation. 


for  November,  1964 


569 


“It  is  surprising,”  they  commented,  “and 
somewhat  frustrating  to  realize  that  a disease 
seemingly  so  simple  in  pathogenesis  and  suscep- 
tible to  a variety  of  therapies  constitutes  such 
an  enigma.” 

Gurney  and  DeGowin  turn  then  to  the  treat- 
ment of  polycythemia  vera,  which  involves 
other  enigmas. 

After  phlebotomy,  the  standard  treatment  for 
a plethoric  patient,  certain  drugs  help  keep 
overproduction  of  new  blood  cells  in  check  for 
varying  periods.  Long-term  remission  can  be 
achieved  in  many  cases  if  the  drug  used  is  radio- 
active Phosphorus-32. 

Why?  What  does  P-32  do  to  inhibit  overpro- 
duction of  blood  cells,  without  materially  af- 
fecting the  body’s  ability  to  produce  replace- 
ment cells  for  those  which  die  off  in  normal 
course? 

DeGowin  and  Gurney  suggest  this  hypoth- 
esis: 

Suppose  a colony  of  stem  cells  arises  that  is 
genetically  different  from  the  remaining  primi- 
tive cells,  and  perhaps  because  of  its  greater 
mitotic  (cell  division)  activity,  or  rate  of  turn- 
over, it  is  more  sensitive  to  radiation. 

These  mutant  cells,  the  investigators  specu- 
late, do  not  need  hormone  stimulation  to  ma- 
ture and  differentiate.  They  produce  all  the 
blood  cells  the  body  needs,  and  more.  The  pro- 
duction of  blood  cell  hormones  stops.  The  nor- 


mal stem  cell  colony,  no  longer  stimulated  by 
hormones,  becomes  dormant. 

“Perhaps  dormancy  confers  some  degree  of 
preferential  protection  on  the  normal  stem 
cells,”  Gurney  and  DeGowin  suggest.  Radioac- 
tive P-32  eventually  destroys  nearly  all — but  not 
quite  all — the  aberrant,  runaway  cells.  New 
blood  cell  production  stops.  The  oxygen  blood 
level  drops,  and  the  body  starts  producing  blood 
cell  hormones  again. 

This  stimulates  the  dormant  normal  stem 
cells,  which  had  escaped  major  damage  from 
P-32.  The  patient  enjoys  a prolonged  relief  from 
plethora  until  the  few  surviving  aberrant  cells 
establish  a new  colony  and  “once  again  usurp 
dominance.” 

New  treatment  with  P-32  could  again  set  in 
motion  this  chain  of  events  which  serves  to 
keep  polycythemia  more  or  less  permanently 
under  control.  Gurney  and  DeGowin  caution 
that  their  hypothesis,  “while  designed  to  fit  the 
meager  clinical  observations  of  the  nature  and 
course  of  polycythemia  as  we  now  know  them, 
is  highly  speculative.” 

If  it  is  correct  to  any  degree,  they  believe  that 
ultimate  understanding  of  the  disease  will  come 
from  a detailed  presentation  of  the  phenome- 
non of  cellular  differentiation,  the  genetic 
mechanisms  of  its  control,  and  the  uncovering 
of  abnormalities  of  this  process. 
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Streptococci  Staphylococci 


infections  — common  or 
difficult  — caused  by  gram- 
positive or  gram-negative 
bacteria,  spirochetes,  rickett- 
siae,  protozoa  and  large 
viruses,  as  well  as  bacteroides 
and  Enterobius  vermicularis. 


Ahead  of  its  time  for  14  years, 
Terramycin  (oxytetracycline) 
remains  a broadly  useful 
antibiotic  with  a world 
of  experience  to  support  its 
record  of  effectiveness,  safety 
and  practicality. 

Side  effects:  Glossitis  and  allergic 
reactions  have  been  reported  as 
rare  side  effects.  Use  of  oxytetra- 
cycline during  the  last  trimester  of 
pregnancy,  neonatal  period  and 
early  childhood  may  cause 
discoloration  of  developing  teeth. 
Reduce  usual  oral  dosage  and  con- 
sider serum  level  determinations 
in  patients  with  impaired  renal 
function,  to  prevent  possible  liver 
toxicity  due  to  excessive  accumu- 
lation of  antibiotic  in  the  serum. 


Balantidium  coli 


Precautions:  Overgrowth  of  non- 
susceptible  organisms  may  occur.  In 
such  cases,  discontinue  medication 
and  institute  appropriate  specific 
therapy  as  indicated  by  suscepti- 
bility testing.  Aluminum  hydroxide 
gel  given  with  antibiotics  has  been 
shown  to  decrease  their  absorption 
and  is  contraindicated. 

Formulas:  Terramycin  Capsules: 
oxytetracycline  HC1,  250  mg.  and 
1 25  mg.  Terramycin  Syrup:  calcium 
oxytetracycline,  125  mg.  per  5 cc. 
Terramycin  Pediatric  Drops:  calcium 
oxytetracycline,  100  mg.  per  cc. 
More  detailed  professional  information 
available  on  request. 

Science  for  the  world's  well-being ® 

Since  1849 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 


Terramycin 

oxytetracycline 

unique  properties  make  the  difference  in  difficult  or  routine  cases 
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Control  of  Post-Prostatectomy  Bleeding 


Immergut1  widened  the  scope  of  local  hypo- 
thermia to  include  bleeding  from  the  prostate 
gland.  Preliminary  studies  on  cooling  the  pros- 
tatic fossa  were  encouraging  as  a way  to  control 
oozing  after  open  prostatectomy.  His  series  of 
15  subjects  was  too  small  to  assess  the  true 
value  of  the  procedure,  but  it  is  worthy  of 
further  study. 

The  cooling  solution  is  placed  in  a balloon 
that  fits  into  the  prostatic  fossa  for  two  to  four 
hours  after  the  operation.  A solution  of  70  per 


cent  alcohol  enters  the  balloon  at  5 to  10  de- 
grees below  0 C and  leaves  at  2 to  3 degrees 
above  freezing.  None  of  the  patients  required 
blood  transfusions  during  or  after  prostatic 
cooling.  Hemostasis  was  effected  quickly  after 
the  initiation  of  hypothermia  and  urinary  drain- 
age remained  clear  after  the  urethral  catheter 
was  removed. 

T.  R.  Van  Dellen,  M.D. 

1Immergut,  M.:  A New  Method  for  the  Control  of  Post-Prosta- 
tectomy Hemorrhage.  Ohio  St.  M.  J.  (Mar.),  1964. 

(Continued  on  page  580) 


Rise  in  Syphilis— A New  Challenge 

Despite  higher  standards  of  living  for  most  Americans  in  the 
decade,  reported  cases  of  early  syphilis  in  the  United  States  has 
almost  tripled  since  1957. 

The  significance  of  such  an  increase  is  of  concern  to  society 
because  of  the  seriousness  of  the  disease  and  because  it  suggests 
a marked  increase  of  indiscriminate  or  promiscuous  sexual  rela- 
tions. We  live  in  a time  of  rapid  environmental  and  cultural 
changes.  The  rising  conduct  needs  to  be  investigated,  understood 
and  evaluated. 

This  poses  a problem  beyond  the  traditional  activities  of  pre- 
ventive medicine  and  public  health;  it  will  require  the  attention 
and  cooperation  of  society  as  a whole.  Organizations  like  the 
ILLINOIS  SOCIAL  HYGIENE  LEAGUE  are  of  great  impor- 
tance in  spearheading  movements  and  in  serving  as  a liaison 
within  the  community. 

In  Chicago,  reported  cases  of  primary  and  secondary  syphilis 
rose  from  a low  of  231  in  1954  to  a high  of  943  in  1960.  Since 
1960,  Chicago  has  been  almost  the  only  large  city  in  the  country 
to  check  further  increases  above  the  1960  level.  The  number  of 
such  cases  reported  in  Chicago  for  calendar  years  1961,  62  and 
63  were  920,  851  and  856  respectively.  This  reflects  a genuine 
concern  by  the  city,  but  much  remains  to  be  done,  if  the  disease 
is  to  be  controlled  as  it  should  be  with  modern  aids  to  diagnosis 
and  treatment. 

A prime  objective  is  the  establishment  of  proper  social  attitudes 
among  “teen-agers”  and  all  “ages”  toward  sexual  activity.  Evan 
W.  Thomas,  M.D.,  Illinois  Social  Hygiene  League  Quarterly, 
Summer,  1964. 
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it’s  a long  wait  for  the  bus  home . . . 

Add  to  it  the  itching  discomfort  of  'pruritus  vulvae  and  you 
have  sheer  misery.  Victims  of  this  embarrassing  and  often 
agonizing  disorder— and  of  pruritus  ani,  too— usually  can  get 
rapid  relief  with  ARISTOCORT®  Triamcinolone  Acetonide 
Cream  when  conventional  measures  have  proved  inadequate. 
Sparing  application  to  the  affected  area,  3 to  4 times  daily, 
is  all  that’s  required  for  effective  symptomatic  control.  And 
when  excoriation  of  the  area  has  led  to  infection,  the  choice 
of  NEO-ARISTOCORT®  Neomycin  Sulfate-Triamcinolone 
Acetonide  will  provide  activity  against  a wide  range  of  skin 
pathogens.  A possible  side  effect  may  be  local  skin  sensitiza- 
tion due  to  neomycin.  Contraindications  (both  forms) : 
tuberculosis  of  the  skin,  herpes  simplex,  chicken  pox, 
vaccinia  and  fungal  disease.  Prescribe  tubes  of  5 or 
15  Gm.  Also  available  in  lb.  jars. 


TOPICAL  CREAM  0.1%,  0.5% 
AND  OINTMENT  0.1% 


Triamcinolone  Acetonide 


Neomycin  Sulfate  (0.5%)  — Triamcinolone  Acetonide  (0.1%) 


CREAM  0.1%  AND 
OINTMENT  0.1% 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Editorials 


(Continued  from  page  576) 


Post  Coronary  Bed  Rest 


The  infarction  resulting  from  coronary  throm- 
bosis usually  heals  in  three  to  four  weeks  bar- 
ring complications.  Many  patients  are  allowed 
out  of  bed  within  14  days  to  sit  in  a chair  and 
use  the  commode.  Some  leave  the  hospital  after 
the  fourth  week  to  continue  convalescence  at 
home. 

Strict  bed  rest  for  six  weeks  and  another  six 
weeks  recuperating  at  home  was  common  prac- 
tice a decade  ago.  The  pendulum  is  swinging 
the  other  way  and  we  now  have  a Puerto  Rican 
internist  who  advocates  early  ambulation.  By 
this,  he  means  up  and  about  with  24  hours  after 
being  hospitalized.  You  may  have  read  this  in 
the  Medical  Tribune.  His  main  reason  for  doing 
so  is  to  prevent  the  apprehension  and  hopeless- 
ness associated  with  prolonged  bed  rest.  In  ad- 
dition, it  discouraged  a number  of  patients  from 
become  iatrogenic  cardiac  invalids.  He  reported 
that  there  were  no  deaths  among  111  patients 
who  had  no  complications  and  were  able  to  am- 

Disposable  Hypodermic 

The  introduction  in  recent  years  of  the  dis- 
posable hypodermic  syringe  and  needle,  packed 
in  sterile  containers,  has  proved  a marked  con- 
venience to  the  medical  profession,  hospitals, 
and  nursing  homes.  They  have  been  designed 
to  be  used  once  and  then  discarded. 

The  final  disposition  of  the  used  syringes 
and  needles  is  causing  some  concern  to  the 
Department  of  Public  Safety,  Division  of  Nar- 
cotic Control,  since  Inspectors  of  this  Division 
have  been  called  to  investigate  the  possession 
of  discarded  syringes  and  needles  by  juveniles 
who  find  them  in  garbage  cans  or  sometimes  in 
city  dumps,  and  are  used  as  squirt  guns,  and 
in  one  case  investigated  two  young  boys  who 
were  caught  attempting  to  inject  air  into  the 
vein  of  a cat.  The  Division  of  Narcotic  Control 
was  called  recently  by  a sheriff  of  a downstate 
county  to  investigate  the  discovery  of  a bag  of 
discarded  disposable  syringes  and  needles  by 


bulate  within  24  hours  after  admission  to  the 
hospital.  All  of  these  men  and  women  were  out 
of  bed  within  the  first  week  enjoying  bathroom 
privileges.  No  mention  was  made  whether  they 
had  mild,  moderate  or  severe  infarctions. 

Most  physicians  will  follow  the  middle  road 
when  selecting  their  patients  for  short-term  (4 
weeks ) treatment.  There  is  no  doubt  that  heart 
attacks  are  feared  and  that  many  patients  cannot 
afford  prolonged  hospitalization.  Many  stand 
the  chance  of  losing  their  job.  On  the  other 
hand,  certain  changes  are  taking  place  in  the 
heart  muscles  during  the  14  days  following  cor- 
onary thrombosis.  It  does  not  seem  advisable  to 
encourage  activity  during  this  time  unless  the 
attack  is  mild.  More  leeway  is  possible  after  the 
third  week  when  healing  has  occurred.  It  is  at 
this  time  that  more  attention  should  be  paid  to 
the  prevention  of  recurrences  by  stressing  diet, 
exercise,  relaxation,  and  the  avoidance  of  tobacco 
and  stress.  T.  R.  Van  Dellen,  M.D. 

Syringes  and  Needles 

a farmer  along  a county  road.  One  syringe  con- 
tained a small  amount  of  Dolophine,  a narcotic 
drug;  upon  further  investigation  it  was  dis- 
covered that  the  syringes  and  needles  came 
from  a local  hospital  and  were  thrown  into  a 
trash  can  after  being  used,  and  were  presumed 
to  be  burned  by  the  trash  hauler. 

The  Narcotic  Drug  Laws  of  the  State  of 
Illinois  have  very  stringent  regulations  pertain- 
ing to  the  possession,  delivery,  sale,  or  exchange 
of  hypodermic  syringes,  hypodermic  needles, 
and  similar  instruments,  and  illegal  possession 
provides  a heavy  fine.  Since  there  are  so  many 
potential  hazards  to  children,  The  Division  of 
Narcotic  Control  requests  all  discarded  hypo-  I 
dermic  syringes,  needles,  or  similar  instruments, 
be  totally  destroyed  by  incineration  or  other 
means. 

Joseph  J.  Healy,  Superintendent 
Division  of  Narcotic  Control 
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WHEN 

CONGESTION 
MOVES  Down 

HYGOMINE' 

SYRUP 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate 5 mg. 

(Warning:  May  be  habit-forming) 
Homatropine 

methylbromide  1.5  mg. 

Pyrilamine  maleate 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride  60  mg. 

Sodium  citrate  85  mg. 

(with  methylparaben  0.13%  and 
propylparaben  0.02%  as  preservatives) 

in  a highly  palatable 
cherry-flavored  vehicle 

antitussive  • antihistaminic 
decongestant  • expectorant 


S 6.5  mg. 
...  12.5  mg. 


• arrests  both  productive  and  nonproduc- 
tive cough  • decongests  the  airways  • 
liquefies  secretions  responsible  for  irrita- 
tion • provides  prompt  symptomatic  relief 
of  allergic  symptoms  • is  well  tolerated  • 
rarely  causes  constipation 

DOSAGE:  Average  adult  dose  — 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6-12  years, 
V2  teaspoonful ; 3-6  years,  teaspoonful ; 1-3  years, 
10  drops ; 6 months  to  1 year,  5 drops.  Administer 
after  meals  and  at  bedtime  with  food.  On  oral  Rx 
where  state  laws  permit. 


treats  the  multiple 
symptoms  of  the 

COUGH/COLD 

syndrome 


CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  hydro- 
chloride and  in  those  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arteriosclero- 
sis. In  these  patients  the  use  should  not  exceed  three 
days.  Hycomine* *  Syrup  is  generally  well  tolerated 
but  in  some  patients  drowsiness,  dizziness  or  nausea 
may  occur. 

*U.S.  Pat.  2,630,400 


ENDO  LABORATORIES  INC. 
Garden  City,  New  York 
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Directors  Special  Report 


Progress  in  Mental  Health 


Y our  Committee  on  Mental  Health  has  been  following  carefully  the  progress  of 
the  program  of  the  Department  of  Mental  Health  of  the  State  of  Illinois.  Under 
the  leadership  originally  of  Dr.  Francis  J.  Gerty  and  presently  under  Dr.  Harold 
M.  Visotsky,  solid  progress  has  been  made.  There  has  been  a significant  increase 
in  the  number,  quality  and  training  of  psychiatrists  and  other  physicians,  nurses, 
social  workers,  aides  and  occupational  therapists.  Morale  in  the  department  is 
high.  The  new  zone  center  community  hospital  program  has  received  national 
attention  as  embodying  the  most  modern  concepts  of  psychiatric  treatment;  indeed 
they  have  been  accepted  as  models  by  other,  less  advanced  states.  A variety  of 
objective  indices  pertaining  to  patient  care  have  shown  recent  gratifying  jumps. 
Overall,  it  is  our  opinion  that  Dr.  Visotsky  and  Dr.  Gerty  are  to  be  commended 
for  developing  a program  and  carrying  it  out  in  a manner  which  is  impressive 
and  outstanding.  The  following  statement  by  Dr.  Visotsky  presented  to  the  Board 
of  Trustees  of  the  State  Medical  Society  on  Setpember  20,  1964,  is  reprinted  to 
inform  the  physicians  of  the  state  on  the  progress  which  has  been  made. 

Donald  Oken,  M.D.,  Chairman  of  ISMS  Committee  on  Mental  Health 


Mr.  Chairman,  Members  of  the  Board  and 
Guests.  First,  let  me  comment  on  the  place  of 
professionalism  in  State  Government.  It  seems 
to  me  that  Departments  such  as  the  Depart- 
ment of  Mental  Health,  the  Department  of  Pub- 
lic Health  and  perhaps  even  the  Department  of 
Registration  and  Education  should  be  com- 
pletely free  of  political  intervention.  By  freedom 
of  political  intervention,  I mean  that  these  De- 
partments should  be  programmed  and  planned 
by  the  highest  level  of  professional-staff  ex- 
perienced, trained,  and  skilled  in  leadership  in 
these  fields.  By  free  I mean  free  from  the  ex- 
pediencies of  politics.  The  administration  of 
state  government,  although  political,  must  pro- 
vide the  leadership  necessary  to  provide  broad 
bipartisan  support  for  these  essential  services 
to  the  citizenry  of  Illinois. 


Gentlemen,  I would  like  to  explore  with  you 
the  progress  made  in  Illinois  since  1961  when 
we,  in  the  newly  created  Department  of  Mental 
Health,  embarked  on  this  planned  program  of 
professionalism.  With  the  tenure  of  office  of 
the  Director  of  the  Department  overlapping 
the  Governor’s  term  by  two  years,  I can  provide 
the  members  of  the  staff  coming  to  work  in 
this  Department  a tenure  of  office  consistent 
with  the  professional  background  and  consistent 
with  the  educational  programs  in  Universities 
and  Medical  Schools.  These  professionals  com- 
ing to  work  within  our  Department  do  not 
have  to  come  with  the  fear  that  they  may  be 
ousted  or  they  may  resign  in  disgust  because 
of  political  intervention.  Members  have  come 
to  us  from  the  East  coast,  and  the  West  coast, 
relocating  themselves  and  their  families  with  the 
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Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients' 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 

I cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance...  and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


k H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


enthusiastic  knowledge  that  this  undertaking  in 
mental  health  has  potential  in  terms  of  its  pro- 
gram and  with  the  realization  that  this  plan  is 
being  placed  into  operation  at  a significant 
pace. 

In  1960  the  state  of  Illinois  had  508  physi- 
cians who  designated  psychiatry  as  their  spe- 
cialty. Today  that  number  has  increased  by 
about  12  percent  of  673.  In  1960  the  state  had 
14  full  time  board  certified  psychiatrists  serving 
in  the  then  Department  of  Public  Welfare.  To- 
day there  are  33,  an  increase  of  136  percent. 
In  1960  we  had  167  full  time  physicians;  today 
we  have  228 — plus  an  additional  352  half-time 
physicians  in  our  Department.  In  1960  psy- 
chiatric consultants  at  our  state  hospitals,  ex- 
cluding the  goodly  number  at  Illinois  State 
Psychiatric  Institute,  numbered  18;  today  that 
number  is  80. 

Psychologists  have  increased  from  71  in  1960 
to  161;  nurses  from  547  to  630;  social  workers 
from  113  to  325;  therapists  from  430  to  579  and 
psychiatric  aides  from  5088  to  6145.  Our  pro- 
gram is  attracting  staff. 

In  closing  let  me  make  one  statement.  It  is 
about  the  15  Indicies.  These  are  statistics  com- 
piled by  the  joint  information  service  of  the 
American  Psychiatric  Association  and  the  Na- 
tional Association  for  Mental  Health.  The  1964 
edition  refers  to  the  years  1961  and  1962.  This 
is  clearly  stated  in  many  references  throughout 


the  report.  You  must  remember  during  the 
years  1961  and  1962  we  were  fighting  our  way 
out  of  apathy  and  near  bankruptcy  when  funds 
were  frozen.  In  spite  of  these  severe  problems 
we  made  absolute  progress.  Between  the  years 
1962  and  1964,  we  have  made  significant  prog- 
ress of  which  we  can  be  proud  and  of  which 
will  be  represented  in  the  1966  edition. 

Another  point  is  that  the  Indicies  refer  to  the 
average  baseline.  It  must  be  understood  that 
many  states  are  fighting  to  become  average; 
this  cannot  be  the  norm  for  Illinois.  We  must 
be  above  average;  we  must  become  a leader 
state  in  the  practice  of  medicine,  and  I need  not 
remind  you  that  our  mental  health  program 
provides  the  very  essence  of  the  practice  of 
medicine.  The  leaders  in  the  above  average 
states  must  also  be  analysed  to  include  such  pro- 
grams as  the  District  of  Columbia  (federal 
funds  in  part)  and  the  State  of  Alaska,  as  well 
as  Nevada,  in  which  population  and  income 
provide  the  basis  for  distortion  if  this  is  so 
desired. 

I am  gratified  by  the  opportunity  to  speak 
not  only  as  the  Director  of  the  Department, 
but  as  a fellow  physician  seeking  with  you  the 
very  best  of  medical  care. 

Harold  M.  Visotsky,  M.D. 

Director 

Illinois  Department  of  Mental  Health 
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Air  vents 
in  the  filter. 

Carlton— the  first  cigarette  to 
combine  distinctive  blend, 
high  porosity  paper,  and  a new 
flavor-enriching  filter  with 
activated  charcoal  and  pre- 
cision air  vents. 


Test  results 
on  the  pack. 

On  every  pack,  on  every  car- 
ton of  Carlton  are  printed 
latest  "tar”  and  nicotine  test 
results  as  determined  in  pe- 
riodic analyses  by  an  inde- 
pendent research  laboratory. 


tv/? 


ANALYSES  OF  THE  SMOKE  OF  SAMPLES  OF  CARLTON  CIGA- 
RETTES ARE  MADE  PERIODICALLY  BY  AN  INDEPEND- 
ENT RESEARCH  LABORATORY.  ANALYSES  DURING  THE 
MOST  RECENT  TEST  PERIOD  PRIOR  TO  THE  MANUFAC- 
TURE OF  THE  CIGARETTES  IN  THIS  PACKAGE  AVERAGED: 


“TAR"*  3.9  MG per  cigarette 

NICOTINE  0.4  MG  per  cigarette 


•SMOKE  COMPONENTS  COMMONLY 
BUT  INACCURATELY  CALLED  ‘■TAR’'. 


Carlton.  Low  in  "tar”  and  nicotine,  high  in  smoking  pleasure.  The  lightest 
smoke  of  all.  A cigarette  in  the  tradition  of... 


THE  AMERICAN  TOBACCO  COMPANY- FIRST  IN  CIGARETTE  RESEARCH. 


Product  of  t 4 4i'  . ■’/mcTirun  ■ fonyiciny  © . r Co. 


Carlton  j 


for  November , 1964 
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Give  and  Take:  The  Development  of  Tissue  Trans- 
plantation by  Francis  D.  Moore,  M.D.  182  pages, 
19  illustrations.  W.  B.  Saunders  Company,  Philadel- 
phia. 

Organ  transplantation  is  now  influencing  all  forms  of 
medical  care.  Locally,  human  renal  grafts  are  being 
performed  in  Chicago,  an  Illinois  trained  surgeon  has 
accomplished  the  first  human  liver  homografts,  some 
of  the  best  controlled  lung  transplant  data  emanates 
from  Chicago,  and  even  heart  transplants  are  under 
consideration.  This  welter  of  activity  demands  illumina- 
tion and  this  slim  volume  from  the  distinguished 
Moseley  Professor  of  Surgery  at  Harvard  (himself  an 
Illinois  native)  helps  in  lighting  the  subject. 

A need  exists  for  a major  work  on  transplantation  to 
document  accurately  past  accomplishments,  detail  rela- 
tionships of  present  events,  and  indicate  the  directions 
which  future  work  will  take.  This  is  not  a major,  en- 
cyclopedic work,  but  it  does  come  close  to  fulfilling 
these  three  needs.  Indeed,  in  some  ways  it  does  much 
more. 

For  readers  of  this  journal,  this  volume  should  be  an 
enjoyment.  The  complex  field  of  immunology  is  clari- 
fied, tolerance  of  foreign  protein  is  explained,  the 
mechanism  of  graft  rejection  is  indicated,  and  the 
methods  of  immuno-suppression  are  outlined.  Historical- 
ly, the  text  is  enriched  by  the  close  contact  which  Moore 
has  had  with  important  workers  in  the  field.  Personal 
letters,  memos,  and  previously  unrecorded  experiences 
highlight  the  developing  story  of  successful  human 
organ  transplantation.  Their  inclusion  contributes  to  the 
informality  of  the  format  and  does  not  detract  from  its 
scientific  worth. 

It  may  be  said  that  the  Harvard  experience  is  unduly 
emphasized  in  Moore’s  presentation,  that  the  French 
workers  or  Starzl  in  Denver  should  receive  more  credit. 
Perhaps  Moore’s  criticism  of  Alexis  Carrel  should  be  a 
little  less  sharp.  But  these  are  minor  flaws.  This  brief 
book  in  general  is  a delight.  It  stands  re-reading  very 
well,  it  is  accurate,  scientifically  sound,  even  humorous. 
It  will  suit  the  practitioner  and  specialist  alike.  Neither 
should  be  offended  by  the  unstereotyped  presentation. 
Both  should  profit  by  being  informed  of  the  progress  of 
medicine’s  next  big  breakthrough. 

John  J.  Bergan,  M.D. 


Modern  Treatment,  Hoeber  Medical  Division,  Harper 
and  Row,  Publishers,  Inc.  Vol.  1,  No.  1 (Jan.) 
1964.  Price:  $16  per  year  (bi-monthly  publica- 
tions ) . 

This  is  the  first  appearance  of  this  publication  which 
is  a symposia  of  treatment  in  certain  selected  diseases. 
This  edition  was  on  the  treatment  of  renal  disease  and 
thyroid  disease. 

The  guest  editors  and  contributors  on  each  of  the 
subjects  discussed  were  by  an  imposing  list  of  experts 
in  these  fields.  The  contents  of  the  text  are  the  results 
of  the  compilation  of  the  newest  ideas  in  the  treatment 
and  afford  the  reader  not  only  this  information  but  many 
of  the  newer  and  basic  concepts  of  the  causes  of  these 
pathologic  states. 

I heartily  recommend  this  publication  to  all  physi- 
cians interested  in  acquiring  the  newest  principles  in 
the  treatment  of  renal  and  thyroid  disease.  If  the  sub- 
sequent issues  are  up  to  the  high  standards  of  the 
initial  publication,  the  accumulation  of  this  series  will 
provide  the  physician  with  an  excellent  source  for 
methods  of  treatment. 

Maurice  Gore,  M.D. 

Atlas  of  General  Surgery,  second  edition,  Joseph  R. 
Wilder,  M.D.,  F.A.C.S.,  illustrated  by  Shirley  Baty, 
The  C.V.  Mosby  Company,  St.  Louis,  1964. 

The  outstanding  feature  of  this  atlas  is  the  superb 
quality  of  its  illustrations.  The  artwork  was  done  by 
Miss  Shirley  Baty,  whose  style  is  strongly  reminiscent 
of  that  of  Tom  Jones  and  Willard  Shepard. 

This  second  edition  includes  several  procedures  in 
vascular  surgery  as  well  as  arteriography.  The  author 
does  not  claim  originality  for  the  illustrated  techniques, 
but  I know  of  no  atlas  which  portrays  standard  opera- 
tive techniques  more  clearly  or  more  understandably. 
No  questionable  or  impractical  procedures  are  included. 

The  atlas  is  recommended  for  young  surgeons,  resi- 
dents and  as  a reference  work  for  surgeons  whose 
daily  work  provides  little  variety.  The  step-by-step 
illustrations  offer  unsurpassed  “how-to-do-it”  infor- 
mation. 

Harold  Laufman,  M.D. 

(Continued  on  page  599) 
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Show  150  How  to  Use  Emergency  Hospitals 


Civil  Defense  Medical 
Teams  Learn  to  Set  Up 
Units  for  Disaster  Care 

Some  150  physicians,  nurses  and 
hospital  personnel  assigned  to 
Illinois’  60  Civil  Defense  Emer- 
gency Hospitals  will  return  to 
“school,”  Saturday,  November  21, 
to  learn  the  ABC’s  of  the  CDEH 
program. 

The  “school”  will  be  York  Com- 
munity High  School  in  Elmhurst — 
which  houses  one  of  the  few  CDEH 
training  units  in  the  country — 
with  classes  conducted  under  the 
direction  of  Dr.  Max  Klinghoffer, 
chairman  of  the  ISMS  Disaster 
Medical  Care  Committee. 

Actually,  the  unique  program 
will  be  an  eight-hour  training  ses- 
sion designed  to  orient  CDEH  per- 
sonnel in  the  establishment  and 
operation  of  the  portable  hospital. 

“While  there  are  2,000  of  these 
crated  emergency  hospitals  stashed 
away  in  dormitories,  basements, 
court  houses,  high  schools  and 
supermarkets  across  the  nation,” 
Dr.  Klinghoffer  pointed  out,  “few 
people  actually  know  what  to  do 
with  them. 

“It  is  our  aim,  therefore,  to 
train  as  many  people  as  possible 
in  the  actual  operations  of  the 
CDEH  so  that — if  and  when  a 
nuclear  attack  or  natural  disaster 
strikes — they  will  be  prepared  to 
uncrate  the  materials,  set  up  the 
hospital  and  operate  it  the  way  it 
was  intended.” 

The  training  program — believed 
to  be  the  first  of  its  kind — will  be 
co-sponsored  by  the  Illinois  State 
Medical  Society  and  the  Illinois 
Department  of  Public  Health  in 

(cooperation  with  the  Illinois  De- 
partment of  Civil  Defense. 

The  CDEH  is  a completely  func- 
tional, 200-bed  general  hospital 


packed  in  boxes.  It  contains  ad- 
mitting and  triage  sections,  wards, 
operating  rooms,  x-ray,  laboratory, 


pharmacy  and  central  supply,  in- 
cluding drugs  and  surgical  equip- 
ment. 


Winnebago  M.D.’s  Conducting  Clinics 
to  Examine,  Inoculate  600  Kids  . . . Free 


Forty-five  Winnebago  County 
physicians  are  spearheading  a 
task  force  of  140  volunteers  in  a 
drive  to  examine  and  inoculate 
600  third  grade  children  in  free 
medical  clinics. 

Children  of  indigent  parents  are 
being  transported  to  conveniently 
located  schools  in  Rockford  to  be 
immunized  against  diptheria,  tet- 
anus, smallpox  and  polio. 

The  clinics  are  organized  and 


conducted  by  the  Winnebago 
County  Medical  Society  with  the 
help  of  its  auxiliary,  according  to 
Dr.  Marshall  O.  Alexander,  presi- 
dent. 

Begun  the  latter  part  of  Octo- 
ber, more  clinics  will  be  held  on 
Nov.  18  and  Dec.  16.  Plans  call  for 
10  physicians  at  each  location  to 
give  physical  examinations,  while 
five  other  doctors  provide  immu- 
nization. 


This  wide-eyed  Rockford  youngster  apparently  doesn’t  appreciate  the  old  adage  that 
“everything  good  comes  with  a little  pain.”  And  it’s  a good  bet,  too,  that  Dr.  M.  L. 
Duchon  purposely  kept  his  back  to  the  camera  to  avoid  recognition  as  one  of  the 
“heavies"  in  the  Winnebago  County  Medical  Society’s  immunization  campaign. 


Peoria  Physicians  Host  to  AMA  Chief, 
Colleagues  and  Wives  from  9 Counties 


Dr.  Donovan  F.  Ward,  A.M.A.  president,  and  Dr.  Lorin  D.  Whittaker,  member  of  the 
ISMS  Public  Affairs  Committee,  met  recently  with  the  Congressional  Action  Committee  of 
the  Peoria  Association  of  Commerce.  Shown  here  at  the  meeting,  from  left,  are  (seated) 
Dr.  Ward,  Thomas  Hinrichsen,  chairman  of  the  Committee;  (standing)  Dr.  Whittaker  and 
Herbert  Johnson,  executive  vice-president  of  the  Peoria  Association  of  Commerce.  The 
meeting  was  in  conjunction  with  Dr.  Ward’s  recent  visit  to  Peoria.  He  spoke  at  the 
Peoria  Medical  Society  monthly  membership  meeting  to  nearly  500  physicians  and 
their  wives  from  a nine-county  area. 


COUNTY 

CAPSULES 

★ ★ ★ 


BUREAU  COUNTY  Medical  So- 
ciety will  hear  Dr.  Harry  F.  Dow- 
ling discuss  “The  Common  Cold 
and  Other  Upper  Respiratory  In- 
fections” at  a dinner-meeting  at 
7 :00  p.m.  Tuesday,  December  8,  at 
St.  Margaret’s  Hospital  in  Spring 
Valley.  Dr.  Dowling  is  chief  of 
Medical  Service  at  the  University 
of  Illinois’  Research  and  Educa- 
tional Hospitals. 


★ ★ ★ 


KANE  COUNTY  Medical  Society 
(Northern  Branch)  will  hear  Dr. 
John  B.  Hall  discuss  “Immuniza- 
tion for  Adults”  at  a luncheon- 
meeting noon  Thursday,  Novem- 
ber 19,  at  St.  Joseph  Hospital  in 
Elgin.  Dr.  Hall  is  assistant  profes- 
sor of  bacteriology  and  preventive 
medicine  at  Loyola  University’s 
Stritch  School  of  Medicine  and  as- 
sistant professor  of  pediatrics  at 
the  University  of  Illinois  College 
of  Medicine. 


★ ★ ★ 


KNOX  COUNTY  Medical  Society 
will  hear  Dr.  Karl  H.  Pfuetze  dis- 
cuss “Modern  Treatment  of  Tu- 
berculosis” at  a dinner-meeting  at 
6:30  p.m.  Thursday,  November  19, 
at  the  Holiday  Inn  in  Galesburg. 
Dr.  Pfuetze  is  medical  director  and 
superintendent  of  the  Chicago 
State  Tuberculosis  Sanitarium. 


★ ★ ★ 


MADISON  COUNTY’S  Tri-City 
Medical  Society  has  elected  the  fol- 
lowing officers,  all  of  Granite 
City:  Dr.  Robert  Hill,  president; 
Dr.  Melvin  Freedman,  vice-presi- 
dent; Dr.  Frank  Dioneda,  secre- 
tary; and  Dr.  Felicia  Koch,  treas- 
urer. 


Establish  Scout  Post 
for  Medical  Explorers 

The  Sangamon  County  Medical 
Society  has  established  a Medical 
Explorer  Scout  Post  in  Spring- 
field. 

The  purpose  of  the  new  post  is 
“to  help  youths  14  years  of  age 
and  older  explore  various  medi- 
cal and  para-medical  occupations 
which  they  may  wish  to  pursue.” 

Members  of  the  guidance  com- 
mittee include  Dr.  Albert  T.  Kwed- 
ar,  chairman;  Dr.  Edward  S. 
Evenson,  institutional  representa- 
tive ; Dr.  Clifford  J.  Lynch  and  Dr. 
James  Singleton,  members;  Wil- 
liam L.  Boyd,  adviser;  and  Keith 
Blair,  assistant  adviser. 


Rockford  M.D.  Honored 
for  Blood  Bank  Service 

Rockford’s  Dr.  Paul  A.  Van 
Pernis  has  been  cited  for  “dis- 
tinguished service  in  inspection 
and  accreditation  for  the  Ameri- 
can Association  of  Blood  Banks 
(AABB) . 

Dr.  Pernis,  senior  delegate  from 
the  Winnebago  County  Medical 
Society  to  the  Illinois  State  Medi- 
cal Society,  received  the  award  for 
his  service  as  chairman  of  the 
AABB  blood  bank  inspection  and 
accreditation  program  since  it 
started  six  years  ago.  He  is  a 
member  of  the  Governor’s  Com- 
mission on  Laboratories,  Blood 
Banks  and  Blood  Depositories. 


Millions  Get  ISMS  Message  Via  Billboards 


Early  detection 


early  treatment 


Voluntary  Organizations,  Plus  Advertisers  Add  to  Top  Health  Campaign 


Millions  of  Illinois  citizens  are 
getting  the  ISMS  message: 
“Early  Detection,  Early  Treat- 
ment . . . Retarded  Children  Can 
Be  Helped.” 

This  is  the  theme  being  carried 
this  month  on  more  than  150  bill- 
boards throughout  the  state  in  the 
society’s  outdoor  advertising  pre- 
ventive medicine  campaign.  The 


November  program  is  supported 
in  part  by  the  Illinois  Council  for 
Mentally  Retarded  Children. 

The  month  of  September  pro- 
moted the  theme  “TB  or  Not  TB 
. . . Only  Tests  Can  Tell”  with 
backing  from  the  Chicago  and  Illi- 
nois tuberculosis  associations. 

The  ISMS  public  service  pro- 
gram was  inactive  during  the 


month  of  October  due  to  heavy 
demands  placed  by  political  can- 
didates on  the  32  billboard  com- 
panies which  provide  free  space 
for  health  posters. 

The  campaign  in  December  will 
be  devoted  to  promotion  of  early 
cancer  detection — with  coopera- 
tion of  the  Illinois  Division  of  the 
American  Cancer  Society. 


ISMS  Physician  Takes  Part  in  Award  Presentation 
at  AMA ’s  Annual  Congress  on  Occupational  Health 


A key  participant  in  this  award  presentation  at  the  24th  An- 
nual AMA  Congress  on  Occupational  Health,  held  recently  in 
Houston,  Tex.,  was  Dr.  Edward  C.  Holmblad  of  Chicago,  left, 
chairman  of  the  ISMS  Committee  on  Occupational  Health.  Dr. 
Holmblad  also  is  chairman  of  the  Medical  Advisory  Committee 
to  the  President’s  Committee  on  Employment  of  the  Handi- 
capped. Others  in  the  picture,  from  left,  include  Dr.  Henry 
F.  Howe,  chairman  of  the  AMA  Department  on  Occupational 
Health;  Harold  Russell  of  Washington,  D.C.,  chairman  of  the 


President’s  Committee;  Dr.  John  S.  Young  of  Denver,  Colo., 
who  received  the  AMA-President's  Committee  award  citing 
him  as  “Physician  of  the  Year  who  contributed  most  to  em- 
ployment of  the  handicapped;"  Dr.  E.  S.  Jones  of  Hammond, 
Ind.,  chairman  of  the  AMA  Council  on  Occupational  Health; 
and  Dr.  Lee  Cady  of  Houston,  Tex.,  past  award  winner.  Rus- 
sell is  the  much  celebrated  double  amputee  hero  of  World  War 
II  who  starred  in  the  Academy  Award  film  "The  Best  Years  of 
Our  Lives"  with  Frederic  March  and  Myrna  Loy. 


EDITOR 
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Adams  County  Auxiliary 
Plans  to  Aid  Handicapped 

Dr.  Kenneth  Keeton  was  prin- 
cipal speaker  at  the  Nov.  4 annual 
Health  Careers  Night  conducted 
by  the  Woman’s  Auxiliary  of  the 
Adams  County  Medical  Society  in 
Quincy. 

The  auxiliary  has  voted  to  give 
assistance  to  the  Quincy  Work- 
shop for  the  Handicapped  at  Good 
Samaritan  Home  this  winter. 
Auxiliary  members  will  give  their 
handiwork  as  Christmas  gifts. 


Medicine  and  Religion 
Is  Topic  for  Community 
Service  Day  in  Chicago 

The  Chicago  Medical  Society’s 
auxiliary  was  host  to  city  and 
state  officials,  clergy,  hospital 
staffs,  educators  and  business  and 
labor  leaders  at  its  annual  Com- 
munity Service  Day. 

Highlight  of  the  event— held 
November  9 in  Orchestra  Hall — 
was  a medicine  and  religion  panel 
discussion  on  “The  Physician,  The 
Clergy  and  The  Whole  Man.” 

Moderator  of  the  panel  was  the 
Rev.  Paul  B.  McCleave,  director 
of  the  AMA’s  Department  of  Med- 
icine and  Religion.  Panelists  in- 
cluded Dr.  Willis  J.  Potts,  former 
surgeon-in-chief  at  Children’s  Me- 
morial Hospital;  Dr.  John  F.  Shee- 
han, dean  of  Loyola  University’s 
Stritch  School  of  Medicine;  Dr. 
Eric  Oldberg,  head  of  the  Depart- 
ment of  Neurology  at  the  Univer- 
sity of  Illinois  College  of  Medicine ; 
the  Rev.  John  M.  Vayhinger,  Rabbi 
Ephraim  H.  Prombaum  and  the 
Rev.  Richard  A.  McCormick. 

Chairman  of  community  service 
activities  is  Mrs.  John  Van  Pro- 
haska. 


McLean  Auxiliary  Hosts 
State  Prexy  at  Luncheon 


Hostess  Mrs.  George  Irwin,  left,  president 
of  the  McLean  auxiliary,  and  Mrs.  Willard 
C.  Scrivner  of  East  St.  Louis,  president  of 
the  ISMS  auxiliary,  beam  their  approval  of 
a successful  opening  luncheon  the  county 
group  held  recently  in  Bloomington. 


Peoria  Auxiliary  Benefit 
Provides  Scholarships 

More  than  $1,100  was  raised  by 
the  Peoria  auxiliary  at  its  recent 
annual  Allied  Medical  Careers 
Benefit  luncheon  and  fashion  show 
to  provide  scholarships  for  stu- 
dents in  the  para-medical  fields. 


Leaders  from  10  Counties  Attend  Eighth  District’s 
Annual  Meeting  to  Map  Plans  for  Coming  Activities 


Obviously  having  a lot  of  fun  at  the  ISMS  Auxiliary’s  recent 
Eighth  District  Annual  Meeting  in  Robinson  are,  from  left, 
Mesdames  Michael  Russo,  Champaign  County  president;  Mrs. 
Willard  Scrivner,  state  auxiliary  president;  Harold  Keschner, 
Vermilion  County  president;  John  Koenig,  state  auxiliary 
president-elect;  Thomas  Kelso,  district  councilor;  Samuel  Allen, 
Crawford  County  president;  and  Wendell  Roller,  AMA-ERF 
state  auxiliary  chairman.  Mrs.  Randolph  Olmstead  of  Robin- 


son (not  shown)  was  elected  to  succeed  Mrs.  Kelso  as  eighth 
district  councilor  in  May,  1965.  The  eighth  district  includes  the 
counties  of  Champaign,  Coles-Cumberland,  Crawford,  Ver- 
milion, Douglas,  Edgar,  Clark,  Jasper,  Richland  and  Lawrence. 
Plans  for  coming  activities  were  detailed  at  the  regional  con- 
clave held  at  the  Crawford  County  Country  Club.  Other  annual 
meetings  held  recently  were  those  of  the  second,  fourth,  ninth 
and  tenth  districts. 


BOOK  REVIEWS — (Continued  from  page  586) 

Bleeding  in  the  Surgical  Patient.  Seymour  Gollub 
and  Alex  W.  Ulin,  conference  co-chairmen.  Edited 
by  Harold  E.  Whipple.  Published  by  the  New  York 
Academy  of  Sciences,  Annals  of  the  New  York  Acad- 
emy of  Sciences,  Volume  115,  542  pages.  Price  $7.00. 
The  History  of  Surgery  is  the  story  of  hemostasis. 
This  ranges  from  the  days  of  antiquity  and  mysticism 
through  Hippocrates  and  cautery,  Archigenes  and  the 
ligature,  Morel  and  the  tourniquet,  and  Halstedian 
accurate  hemostasis.  Today’s  surgeon  has  had  to  be- 
come aware  of  the  non-technical  factors  in  hemostasis. 
He  is  called  upon  to  perform  surgery  on  the  hemo- 
philiac, judge  whether  to  continue  or  to  stop  anti- 
coagulants before  operation,  and  diagnose  fibrinopenic 
and  fibrinolytic  states. 

This  volume,  one  of  the  few  good  instant  textbooks, 
is  the  product  of  a conference  sponsored  by  the  pub- 
lisher in  May  1963.  It  neatly  summarizes  current  knowl- 
edge about  bleeding  and  coagulation  and  presents  it  in 
detailed  but  well  edited  form.  Discussions  on  wet  or 
dry  surgical  sponges  are  juxtaposed  to  those  on  coagula- 
bility changes  after  incompatible  blood  transfusions. 
The  technical  rubs  shoulders  with  the  esoteric.  Other 
valuable  presentations  explore  surgical  bleeding  in 
polycythemia  vera,  experience  in  patients  with  throm- 
bocytopenia and  fibrinolytic  bleeding.  Newer  techniques 
in  hemostasis  such  as  gastric  hypothermia,  electrical 
hemostasis,  prevention  of  hemorrhage  with  anticoagu- 
lants, and  use  of  amino  caproic  acid  are  also  evaluated. 

An  immence  amount  of  data  is  published  and  tabu- 
lated in  this  volume.  New  facts  are  brought  forth  and 
the  many  scientific  disciplines  concerned  with  bleeding 
find  their  forum  here. 

The  disadvantage  of  the  symposium  publications  as  a 
learning  aid  is  their  lack  of  value  judgments,  the  print- 
ing of  the  premature,  the  advocacy  of  the  new  rather 
than  the  true.  This  symposium  has  this  fault  in  less 
quantity  than  others.  It  is  an  excellent  reference  work 
for  the  hematologist  and  for  use  in  the  hospital  library 
but  it  is  not  for  the  clinician’s  bookshelf. 

John  J.  Bergan,  M.D. 

Textbook  of  Otolaryngology.  By  David  D.  De 
Weese,  M.D.,  and  William  H.  Saunders,  M.D.  Second 
Edition,  The  C.  V.  Mosby  Co.,  Saint  Louis,  1964. 
The  authors  are  to  be  congratulated  that  the  first 
revision  of  their  textbook  maintains  the  concise,  clear 
presentations  that  made  the  first  edition  such  an  out- 
standing book.  The  rapid  advances  in  the  field  of 
otolaryngology,  that  have  been  occurring  since  the  late 
1930’s,  called  for  a textbook  that  stressed  the  funda- 
mentals of  otolaryngology,  but  also  emphasized  the  new 
concepts  of  diagnosis  and  treatment.  This  the  authors 
have  accomplished  by  strict  and  skillful  editing — with 
deletion  of  all  non-essential  material,  views  and  opin- 
ions. As  a result,  the  discussions  of  the  anatomy  and 
physiology  of  the  areas  involved  are  concise  and  accu- 
rate and  in  enough  detail  for  adequate  and  proper 
orientation.  Descriptions  of  the  diseases  of  these  areas 
are  also  minimal,  but  encompass  most  of  the  pathologi- 
cal states  commonly  encountered. 


Gastro-enterology:  Vols.  I and  II.  Second  Edition. 
By  Henry  L.  Bockus,  M.D.,  Emeritus  Professor  of 
Medicine,  University  of  Pennsylvania  Graduate  School 
of  Medicine,  and  present  and  past  colleagues  at  the 
University  of  Pennsylvania  Graduate  School  of  Medi- 
cine & School  of  Medicine.  Price  $25.00 — Vol.  1. 
(958  pages).  Price  $28.00— Vol.  II  (1241  pages). 
W.  B.  Saunders  Company,  W.  Washington  Square, 
Philadelphia,  Pennsylvania.  1963. 

The  first  two  volumes  of  the  long  awaited  second 
edition  of  this  classic  gastro-enterologic  treatise  have 
now  become  available.  The  third  volume  of  the  trilogy 
is  scheduled  for  June,  1965.  In  the  twenty  years  since 
the  appearance  of  the  first  edition  much  new  physio- 
logic, biochemical  therapeutic  and  clinical  knowledge 
has  become  available;  for  these  reasons  the  text  has 
been  revised  and  in  many  areas  rewritten.  The  staff  of 
authors  has  been  enlarged  and  comprises  the  faculty, 
former  faculty,  and  graduate  students  of  the  Graduate 
School  of  Medicine  and  the  School  of  Medicine  of  the 
University  of  Pennsylvania.  In  the  preface  Dr.  Bockus 
stresses  the  sound  clinical  approach  and  indeed,  in 
these  two  volumes,  we  find  a predominately  clinically 
oriented  exposition  of  the  problems  discussed.  For  each 
disorder,  etiology,  pathology,  clinical  features,  diag- 
nostic aids,  radiologic  findings,  differential  diagnosis 
and  therapy  are  discussed. 

Volume  I consists  of  three  sections:  examination  of  the 
patient,  the  esophagus,  and  the  stomach.  Volume  II 
covers  the  small  intestine,  absorption  and  nutrition,  the 
colon,  peritoneum,  mesentery  and  omentum.  Volume 
III  will  include  the  liver,  biliary  tract,  pancreas,  and 
secondary  gastrointestinal  disorders. 

Volume  I opens  with  a fine  chapter  on  history  taking 
including  a copy  of  the  form  used  by  the  author  for 
recording  the  history  and  physical  examination.  This 
is  followed  by  two  good  but  belabored  chapters  on 
symptomatology.  It  was  disturbing  to  find  no  reference 
to  the  well  known,  albeit  rare,  etiologies  of  hypokalemia 
and  hypercalcemia  in  a discussion  of  thirst.  The  re- 
maining chapters  of  the  first  section  on  physical  exam- 
ination, oral  manifestations  and  laboratory  aids  are 
quite  adequate. 

The  second  section  covers  disease  of  the  esophagus 
in  detail  and  with  clarity,  though  again,  often  with  rep- 
etition as  in  Chapter  7 and  10  dealing  with  motor 
function  of  the  esophagus. 

The  third  section  on  the  stomach  is  better  than  the 
first  two.  The  chapter  on  complications  of  ulcer  is 
scholarly  and  less  dogmatic  than  the  chapter  on  man- 
agement and  abounds  with  useful  charts  culled  from 
the  literature.  There  is,  however,  no  mention  of  the 
hypotensive  treatment  of  shock  secondary  to  acute  blood 
loss,  and  insufficient  attention  to  the  gastirc  atony  and 
dilatation  which  may  accompany  diabetes.  The  disad- 
vantages of  gastric  freezing  are  not  mentioned.  The 
value  of  the  rather  extensive  dietary  regimens  proposed 
for  the  treatment  of  peptic  ulcer  are  debatable. 

The  second  volume  extensively  analyses  diseases  of 
the  small  intestine  with  entire  chapters  devoted  to  such 
rarities  as  duodenitis,  diverticulosis  of  the  small  intes- 
tine and  Whipple’s  disease.  The  chapters  on  malabsorp- 
tion and  protein  losing  gastro-enteropathy  are  quite 
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good  though  the  value  of  serum  carotene  as  a simple 
and  valuable  screening  test  is  not  mentioned.  The  chap- 
ters devoted  to  diseases  of  the  colon  are,  as  a whole, 
inclusive  and  thorough.  Particularly  outstanding  is  the 
discussion  of  functional  disorders,  although  some  mo- 
dalities of  treatment  are  presented  as  favorites  of  the 
author  with  no  reference  to  their  scientific  merits  or 
rationale.  The  final  chapters  on  the  peritoneum,  mesen- 
tery and  omentum,  including  discussions  of  peritoneos- 
copy and  lymphangiograph  and  the  acute  abdomen  are 
well  done. 

However,  there  are  some  faults.  The  volumes  are 
heavier  in  weight  than  they  need  be.  The  various  au- 
thors have  stated  the  facts  in  depth,  but  in  an  uneven 
prolixity  of  words  and  in  the  opinion  of  this  reviewer 
many  chapters  could  have  been  condensed  without  sig- 
nificant omissions  or  loss  of  readability.  The  volumes 
also  suffer  somewhat  from  the  single  school  of  thought 
approach  often  found  when  all  authors  are  from  the 
same  geographic  location.  A slightly  more  basic  ap- 
proach to  the  problems  discussed  would  have  been 
more  desirable  with  greater  emphasis  on  the  newer 
physiological  and  biochemical  knowledge  underlying 
therapy,  diagnosis,  and  treatment.  Many  discussions 
of  therapy  are  antiquated  and  lacking  in  firm  scientific 
theory  and  are  not  critically  presented. 

For  the  medical  student  and  generalist  these  volumes 
have  no  peer,  nor  can  they  be  equalled  for  the  gastro- 
enterologist desiring  a quick  review  of  a particular  sub- 
ject. For  more  critical,  controversial,  and  often  more 
sophisticated  physiologic  approaches  to  many  of  the 
areas  mentioned  one  must  often  go  to  more  recent 
monographs  or  literature.  All  considered,  these  short- 
comings do  not  substantially  detract  from  the  great 
value  of  these  volumes  and  their  wide  range  of  useful- 
ness as  the  best  current  text  in  gastro-enterology. 

Roy  G.  Nagle,  M.D. 

Games  People  Play,  Eric  Berne,  M.D.,  Grove  Press, 
Inc.  N.Y.  1964.  $5.00. 

This  book  could  have  been  called  “The  Game  of 
Life”  because  the  author,  a psychiatrist,  believes  people 
play  games  unconsciously  in  their  interpersonal  rela- 
tionships. In  this  way  they  hope  to  avoid  reality, 
to  conceal  ulterior  motives,  or  to  rationalize  their 
behavior.  His  premise  is  that  tensions  are  discharged 
and  satisfactions  are  gained  by  these  games,  which 
are  a substitute  for  real  living.  If  the  player  can  be 
made  to  understand  these  symbols  and  rituals,  he  can 
achieve  autonomy. 

Dr.  Berne  offers  the  reader  36  such  types  of  games 
which  he  breaks  down  into  categories  like  life,  marital, 
party,  sexual,  underworld,  consulting  room,  and  good 
games.  Some  are  understandable,  others  are  more 
subtle.  Mr.  and  Mrs.  White,  for  example,  play  a marital 
game.  She  suggests  going  to  a movie  and  he  agrees. 
Before  they  leave  she  mentions  the  house  needs  paint- 
ing. She  knows  this  remark  may  upset  him  because 
he  had  told  her  previously  that  their  finances  were 
strained.  He  responds  rudely,  she  takes  offense  and 
tells  him  since  he  is  in  such  a nasty  mood,  she  will 


not  go  with  him  to  the  theater.  He  retorts  he  will  go 
by  himself. 

Various  alternates  to  the  game  are  mentioned  in 
analyzing  why  the  couple  behaves  this  way.  Movies 
are  stimulating  sexually  and  it  is  more  or  less  anticipated 
that  after  returning  home  they  will  make  love.  Mrs. 
White  may  have  wanted  to  avoid  intimacy  so  she  sets 
up  the  game.  After  her  husband’s  reaction  to  her  remark, 
she  could  have  taken  him  by  the  arm,  smiled,  and  said 
“let’s  go.”  Or,  if  Mr.  White  was  not  playing  a game  in 
his  attitude,  he  could  have  coaxed  her  to  go,  either 
as  a sulky  child  or  an  adult. 

T.  R.  Van  Dellen,  M.D. 

Physiologic  Principles  of  Surgery,  Leo  M.  Zimmer- 
man and  Rachmiel  Levine,  2nd  Edition,  W.  B. 
Saunders  Company,  Philadelphia,  858  pages, 
$20.00. 

It  is  now  25  years  since  C.  Lovatt  Evans  wrote  in 
the  preface  to  Starling’s  Human  Physiology  that  “all 
that  can  be  done  by  the  author  of  a textbook  is  to 
select  such  examples  as  represent,  in  his  opinion,  either 
current  trends  or  well  established  advances.”  Today, 
his  words  are  an  apt  description  of  this  excellent  physi- 
ology text.  Zimmerman  and  Levine  have  made  their 
selection  of  new  material  somewhat  easier  by  choosing 
chapter  authors  of  unassailable  rank.  These,  in  turn, 
have  selected  from  what  is  new  and  have  apparently 
endeavored  to  present  what  is  to  be  lasting. 

Dreiling’s  chapter  on  the  pancreas  exemplifies  this 
concept.  Older  theories  of  pancreatitis,  for  example, 
are  presented  with  appropriate  references,  but  they 
share  space  with  a critique  of  old  ideas  and  a presen- 
tation of  the  new.  Clinical  manifestations  are  examined 
from  the  physiologic  vantage  and  diagnostic  methods 
are  explained  by  their  physiologic  background.  The 
new  is  explicable  in  terms  of  the  old  and  is  enriched 
by  it. 

Many  Illinois  surgeons  have  contributed  excellent 
sections  to  this  edition,  as  they  did  in  the  old.  One  of 
the  youngest  of  these,  John  Kukral  of  Northwestern, 
did  an  admirable  and  workmanlike  job  of  up-dating 
the  late  Howard  Armstrong’s  section  on  plasma  proteins. 
This  and  Tom  Baffes’  chapter  on  surgery  of  the  new- 
born are  two  of  the  best  illustrated  portions  of  the 
book.  Similarly,  de  Peyster  and  Gilchrist’s  contribution 
on  hyperinsulinism  is  a model  of  brevity  and  clarity 
which  is  presented  with  commendable  authority. 

Leo  Zimmerman  has  confined  himself  to  a single 
chapter  on  the  venous  and  lymphatic  system,  and 
Levine  appears  only  in  the  section  on  the  adrenal 
glands.  Other  authorities  include  Sadove  on  anesthesia, 
Harry  Oberhelman,  Jr.  on  the  stomach,  and  David 
Abramson  on  peripheral  arterial  disorders.  The  care- 
fully worked  out  presentations  exemplify  what  diligence 
and  preparation  can  accomplish.  They  stand  in  sharp 
contrast  to  the  “instant  textbooks,”  the  edited  symposia, 
which  now  flood  the  medical  market. 

This  is  a worthwhile  book  to  replace  that  now  out- 
dated physiology  book  from  medical  school  that  gathers 
dust  on  almost  every  physician’s  book  shelf. 

John  J.  Bergan,  M.D. 
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and  New  Products 


PEDIATRIC  BETAMETHASONE 

A liquid  form  of  Celestone  ( bethamethasone ) for 
pediatric  use  has  been  introduced  by  the  Schering  Lab- 
oratories Division  of  Schering  Corporation.  Bethameth- 
asone, originally  discovered  by  Schering,  has  been  mar- 
keted in  tablet  form  since  1961. 

Known  as  Celestone  Syrup,  the  compound  contains 
9.6  mg.  of  betamethasone  in  each  5 cc.  of  syrup  and  is 
packaged  with  a medicinal  teaspoon,  calibrated  to  facil- 
itate administration  of  half  teaspoonful  doses.  It  is  pro- 
duced in  four-ounce  bottles. 

Celestone  Syrup  is  indicated  in  the  management  of 
various  allergic,  dermatologic,  ophthalmologic,  rheu- 
matic, and  other  conditions  responsive  to  corticosteroid 
therapy.  It  is  economical  (costs  less,  per  equivalent 
dose,  than  other  leading  corticosteroids),  pleasant  tast- 
ing, and  convenient  to  administer. 

Celestone  Syrup  is  available  only  upon  prescription. 


FURESTROIJM  VAGINAL  SUPPOSITORIES 

Manufacturer:  Eaton  Laboratories,  Division  of  The 
Norwich  Pharmacal  Company,  Norwich,  New  York. 

What  the  Product  Is:  Furestrol  Vaginal  Suppository 
is  a new  antibacterial-estrogenic  product  developed 
specifically  for  the  dual  problem  of  atrophy  and  infec- 
tion in  postmenopausal  vaginitis.  Each  vaginal  supposi- 
tory contains  0.3%  (5  mg.)  of  the  active  ingredient 
Furacin®  ( nitrofurazone,  Eaton)  and  0.25  mg.  diethyl- 
stilbestrol  in  a water-miscible  base  composed  of  glyceryl 
monolaurate  and  sorethytan  (4)  monostearate  (Tween 
61). 

What  It’s  for:  Furestrol  Vaginal  Suppositories  are 
indicated  in  the  treatment  of  atrophic  senile  vulvitis, 
vaginitis  and  cervicitis  where  correction  of  hormonal 
imbalance  is  desirable.  The  combined  action  of  the  topi- 
cal antibacterial  Furacin  and  the  estrogenic  agent  is 
useful  in  correcting  atrophic  changes  in  the  vaginal 
mucosa,  and  in  controlling  associated  bacterial  infec- 
tions. Furestrol  provides  symptomatic  relief  of  vulvo- 
vaginal irritation,  burning  sensation,  leukorrhea  and  re- 
sulting malodor,  and  dyspareunia. 


How  Administered:  Usual  daily  dosage  is  one  Fures- 
trol Suppository  administered  intravaginally  for  twelve 
days;  but  dosage  may  be  increased  to  one  suppository 
twice  daily. 

How  Supplied:  Available  on  prescription  only  each 
2 Gm.  Furestrol  Vaginal  Suppository  is  hermetically 
sealed  in  orchid  foil.  The  product  is  supplied  in  pack- 
ages of  12  suppositories. 


NEW  DOSAGE  STRENGTH  OF  ROBINUL® 

Product:  Robinual®  Forte  and  Robinual®-PH  Forte. 

Manufacturer:  A.  H.  Robins  Company,  Inc.,  Rich- 
mond, Virginia. 

Description:  Robinual  Forte:  each  pink,  scored,  and 
compressed  tablet,  monogrammed  AHR/2,  contains 
glycopyrrolate,  2 mg.  Robinul-PH  Forte:  each  blue, 
scored,  and  compressed  tablet,  monogrammed  AHR/2, 
contains  glycopyrrolate,  2 mg.,  and  phenobarbital, 
16.2  mg. 

Indications:  Robinual  Forte  and  Robinul-PH  Forte, 
providing  double  the  1 mg.  content  of  glycopyrrolate  in 
Robinul  and  Robinul-PH,  are  primarily  indicated  for 
patients  who  are  less  responsive  to  anticholinergic  ther- 
apy and  for  control  of  the  more  prominent  symptomatol- 
ogy associated  with  acute  episodes  of  gastrointestinal 
disorders. 

Dosage:  Average  and  maximum  recommended  dose 
of  Robinul  Forte  and  Robinul-PH  Forte  is  one  tablet 
three  times  daily  (in  the  morning,  early  afternoon,  and 
at  bedtime),  adjusted  to  the  individual  patient’s  re- 
sponse. After  the  more  severe  symptoms  associated  with 
acute  conditions  have  subsided,  the  dose  may  be  re- 
duced to  the  minimum  required  to  maintain  sympto- 
matic relief. 

Indications,  contraindications,  precautions  and  side 
effects  applicable  to  the  1 mg.  dosage  forms  also  apply 
to  Robinul  Forte  and  Robinual-PH  Forte: 

Emphasis  should  be  on  total  management,  with  due 
consideration  of  the  various  therapeutic  modalities  avail- 
able, including  diet,  antacids,  anticholinergic  agents, 
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sedatives,  and  attention  to  emotional  problems.  Accord- 
ingly, glycopyrrolate  is  recommended  in  the  manage- 
ment of  gastrointestinal  disorders  amenable  to  anti- 
cholinergic therapy,  such  as:  (1)  duodenal  ulcer,  duo- 
denitis, pylorospasm;  (2)  gastric  ulcer,  gastritis,  esopha- 
geal hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia, 
gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative 
colitis,  functional  bowel  distress,  diverticulitis,  acute 
enteritis,  diarrhea;  and  (6)  splenic  flexure  syndrome, 
neurogenic  gastrointestinal  disturbances.  When  these 
conditions  are  associated  with  psychic  overlay,  the  for- 
mulation with  phenobarbital  may  be  indicated. 

Contrindications  and  Precautions:  Robinul  Forte  and 
Robinul-PH  Forte  are  contraindicated  in  glaucoma, 
urinary  bladder  neck  obstruction,  pyloric  obstruction,  ste- 
nosis with  significant  gastric  retention,  prostatic  hyper- 
trophy, duodenal  obstruction,  cardiospasm  ( mega-esoph- 
agus), and  achalasia  of  the  esophagus,  and  in  the  case 
of  Robinul-PH  Forte  (glycopyrrolate  with  phenobarbi- 
tal), sensitivity  to  phenobarbital.  Administer  with  cau- 
tion in  the  presence  of  incipient  glaucoma. 

Side  Effects:  The  most  frequent  side  effect  noted  dur- 
ing clinical  trials  was  dry  mouth.  Blurred  vision,  con- 
stipation, and  urinary  hesitancy  have  been  reported  in- 
frequently. Other  side  effects  associated  with  the  use  of 
anticholinergic  drugs  include:  tachycardia,  palpitation, 
dilatation  of  the  pupil,  increased  ocular  tension,  weak- 
ness, nausea,  vomiting,  headache,  dizziness,  drowsiness, 
and  rash. 


Packaging: 
Robinul  Forte 


Robinual-PH  Forte 


Size 

100s 

500s 

100s 

500s 


Unit  Cost  to  Druggists 
$6.00 
27.50 
$6.25 
28.75 


ANABOLIC  STEROID 

Composition:  Anavar,  a new  anabolic  agent,  is  17/3 
hydroxy-17/3-2-oxa-5<p-androstan-3-one. 

Dosage  Form:  Scored,  uncoated,  oval,  white  tablets 
of  2.5  mg.  for  oral  use. 

Properties  and  Advantages:  Anavar  is  useful  as  a 
therapetuic  adjuvant  to  enhance  protein  anabolism  and 
to  arrest  the  catabolic  effects  of  various  disease  proc- 
esses. It  is  extremely  well  tolerated  by  most  patients. 
Androgenicity  is  now  both  in  animal  and  clinical  stud- 
ies, and  thus  Anavar  ( compared  to  other  anabolic 
agents)  has  an  increased  therapeutic  potency  and  a 
wider  dosage-response  range  which  permits  a maximal 
therapeutic  response  at  various  dosage  levels  without 
increasing  side  effects.  It  does  not  inhibit  pituitary  func- 
tion as  determined  by  gonadotropin  excretion,  by  sperm 
counts  or  by  regular  menstrual  periods  when  given  in 
recommended  doses. 

Indications:  It  is  effective  in  promoting  weight  gain 
after  extensive  surgery,  chronic  infections  or  severe 
trauma,  in  offsetting  corticosteroid  catabolism,  in  re- 
lieving the  bone  pain  of  osteoporosis  and  in  promoting 


anabolism  in  certain  patients  without  definite  patho- 
physiologic disorders. 

Administration:  Each  patient’s  response  must  be  con- 
sidered in  order  to  obtain  optimal  beneficial  effects 
to  Anavar.  The  average  adult  dosage  is  one  2.5-mg. 
tablet  two  to  four  times  daily.  However,  as  little  as  2.5 
mg.  or  as  much  as  20  mg.  daily  may  be  required  for 
an  optimal  effect,  obtained  in  two  to  four  weeks.  Daily 
childrens  dosage  is  0.25  per  kilogram  or  0.125  mg.  per 
pound  of  body  weight,  also  for  two  to  four  weeks.  In 
both  adults  and  children  courses  may  be  repeated,  if 
necessary,  but  total  and  continuous  therapy  is  not  to 
exceed  three  months. 

Additional  Information,  including  contraindications, 
warnings,  precautions,  and  side  effects,  will  be  found 
in  the  Detailed  Product  Information  section  of  the 
catalog. 


PARACERVICAL  BLOCK  ANESTHETIC 

Paracervical  blocks  with  the  anesthetic  Carbocaine 
proved  to  be  a “safe,  reliable  and  highly  effective  meth- 
od of  relieving  the  discomforts”  of  childbirth  labor 
pains,  according  to  Dr.  James  W.  Bledsoe,  Gainesville, 
Florida. 

Writing  in  the  Journal  of  the  Mississippi  Medical 
Association  (5:17,  1964)  he  reports  on  results  of  a 
study  of  100  obstetrical  patients  at  the  University  of 
Mississippi  School  of  Medicine.  The  women  received 
paracervical  blocks  alone  or  combined  with  pudensl 
blocks.  About  40  per  cent  of  the  women  gave  birth  for 
the  first  time.  They  were  prepared  for  anesthesia  with: 
pHisoHex,  Zephiran  and  a vaginal  examination. 

Seventy-eight  per  cent  of  patients  reported  excellent 
or  good  pain  relief.  Dr.  Bledsoe  says,  adding  that  the 
full  effect  was  usually  obtained  within  five  minutes. 
Only  five  patients  said  Carbocaine  provided  poor  relief 
of  pain. 

The  average  duration  of  paracervical  block  was  90 
minutes.  Therefore,  the  investigator  notes,  Carbocaine’s 
greatest  usefulness  is  for  women  who  have  previously 
delivered  babies  where  a relatively  short  duration  of 
labor  can  be  expected. 

The  method  was  “accepted  by  patients  and  physician's 
alike,”  and  has  been  continued  as  standard  practice  La 
the  medical  school’s  obstetrical  service.  In  addition  to 
“excellent  analgesia,”  other  well-like  features  were  ease 
of  administration,  and  rapid  onset. 

“There  was  a distince  impression  among  all  the  ob- 
servers that  paracervical  block  resulted  in  accelerated 
cervical  dilatation,”  Dr.  Bledsoe  says. 

Combined  paracervical  and  pudendal  block  anesthesia 
made  it  possible  to  “carry  patients  completely  through 
labor  and  delivery  on  that  alone,  in  most  instances.” 

Complications  were  “negligible,”  with  no  cases  of 
hypotension  or  hypertension,  no  perforated  membranes 
and  no  untoward  reactions  to  Carbocaine,  which  is 
manufactured  by  Winthrop  Laboratories. 

An  application  for  this  particular  use  of  Carbocaine 
has  been  filed  with  the  Food  & Drug  Administration 
and  is  awaiting  action. 
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County  News 

The  Diabetes  Association  of  Greater  Chicago 
will  offer  its  annual  Diabetes  screening  pro- 
gram from  November  15  through  November  21. 
The  Dreypak  envelopes  will  be  distributed  to 
the  public  by  cooperating  hospitals,  industries 
and  pharmacies.  Individuals  exhibiting  glyco- 
suria will  be  so  informed  and  urged  to  consult 
their  own  physician.  The  physician  is  an  indis- 
pensable link  in  the  Diabetes  Detection  pro- 
gram. Only  he  can  make  the  diagnosis  of  Dia- 
betes. A repetition  of  the  screening  urinalysis  in 
the  doctor’s  office  regardless  of  the  results  is 
inadequate.  The  two  hour  post  prandial  blood 
sugar  or  glucose  tolerance  tests  is  strongly  ad- 
vised. The  diagnosis  of  Diabetes  Mellitus  may 
be  made  if  the  former  exceeds  120  mg.  per  100 
ml.  (true  glucose).  Lower  values  suggest  the 
need  for  the  glucose  tolerance  test  to  clarify  the 
diagnosis.  The  diagnosis  of  Diabetes  may  be 
made  when  any  three  values  exceed  the  follow- 
ing: Fasting — 110,  1 hour — 170,  2 hours — 120 
and  3 hours — 110.  If  only  two  values  are  exces- 
sive Diabetes  is  probable.  A family  history  of 
Diabetes  warrants  periodic  examinations  for 
glycosuria  and  hyperglycemia. 

Appointments 

Leonidas  H.  Berry,  M.D.,  Chicago,  Illinois, 
former  assistant  clinical  professor  of  medicine  at 
the  University  of  Illinois,  presently  professor  of 
gastroscopy  and  gastroenterology,  the  Cook 
County  Graduate  School  of  Medicine,  Chicago, 
Illinois,  senior  attending  physician,  Michael 
Reese  and  Provident  Hospitals,  was  elected  to 
the  office  of  president-elect  at  the  sixty-ninth 
annual  convention  of  the  National  Medical 
Association,  Washington,  D.C.,  August  2-8, 
1964. 

The  5,000  member,  predominantly  Negro  or- 
ganization was  organized  in  1895. 


University  of  Illinois  announced  that  Dr.  Max 
S.  Sadove,  professor  of  anesthesiology  and  head 
of  the  Division  of  Anesthesiology,  U.  of  I.  Col- 
lege of  Medicine,  has  accepted  an  appointment 
to  the  Special  Medical  Advisory  Group  to  the 
Veterans’  Administration,  Washington,  D.  C. 

Dr.  Sadove’s  term  is  for  five  years.  The  group 
represents  all  of  the  medical  and  para-medical 
fields  that  serve  in  consultative  capacities  to  the 
Chief  Medical  Director,  Dr.  Joseph  H.  Mc- 
Ninch.  Other  members  of  the  U.  of  I.  College  of 
Medicine  faculty  presently  serving  on  this  body 
are  Dr.  Robert  Ray,  professor  and  head  of  the 
Department  of  Orthopaedic  Surgery,  and  Dr. 
Francis  Lederer,  professor  and  head  of  the  De- 
partment of  Otolaryngology. 

In  addition  to  the  above-mentioned  honor, 
Dr.  Sadove’s  other  Veterans’  Administration 
appointments  are:  Area  Consultant,  VA  Area 
Medical  Office;  and  head  of  Departments  of 
Anesthesiology,  West  Side  Veterans’  Adminis- 
tration Hospital,  and  Veterans’  Administration 
Hospital,  Hines,  Illinois. 

New  Director  for  Population  Studies 

Roger  Revelle,  a leader  in  organizing  interna- 
tional scientific  research,  will  become  Director 
of  the  new  Center  for  Population  Studies  in  the 
Harvard  University  School  of  Public  Health. 

Harvard  President  Nathan  M.  Pusey  and 
Dean  John  C.  Snyder  of  the  School  of  Public 
Health  announced  that,  effective  October  1, 
Dr.  Revelle  will  hold  the  new  Richard  Salton- 
stall  Professorship  of  Population  Policy,  and 
will  direct  Harvard’s  research,  teaching,  and- 
public  service  in  population  studies.  New  fa- 
cilities to  house  the  Center  are  nearing  comple- 
tion at  665  Huntington  Avenue  in  Boston  and 
the  Center  also  will  have  a headquarters  in 
Cambridge  at  9 Bow  Street. 

Dr.  Revelle  now  is  University  Dean  of  Re- 
search for  the  University  of  California,  and  Di- 
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rector  of  the  Scripps  Institution  of  Oceanog- 
raphy. Until  1961,  he  was  Chief  Campus  Officer 
and  Dean  of  the  School  of  Science  and  Engi- 
neering at  the  University’s  San  Diego  campus. 
He  played  a major  role  in  planning  the  new 
University  of  California  at  San  Diego,  and  in 
recruiting  faculty  for  it.  From  1961  to  1963,  he 
was  Science  Adviser  to  the  Secretary  of  the 
Interior. 

The  Center  for  Population  Studies  will  serve 
as  a focal  point  for  physical  and  social  scientists, 
engineers,  and  scholars  in  the  humanities  to 
work  together  on  the  increasingly  serious  prob- 
lems resulting  from  rapid  growth  of  human 
populations  throughout  the  world. 

Awards 

The  Griffin  Award  Banquet,  highlight  of  the 
15th  Annual  Meeting  of  the  Animal  Care  Panel, 
was  held  Thursday  night,  September  24th,  at 
the  New  York  Hilton. 

An  association  of  scientists  and  researchers, 
the  Animal  Care  Panel  is  a non-profit  educa- 
tional organization  of  institutions  and  individ- 
uals interested  in  the  production,  care  and  study 
of  animals  used  in  biomedical  research.  The 
membership  of  the  ACP  includes  representa- 
tives from  medical,  dental  and  veterinary  medi- 
cal schools,  pharmaceutical  and  biological  man- 
ufacturing firms,  hospitals,  independent  and 
government  laboratories,  cage,  feed  and  equip- 
ment manufacturers. 

Principal  speaker  before  the  organization, 
whose  membership  exceeds  over  1500,  was  Dr. 
Rene  J.  Dubos,  world  renowned  scientist  of  the 
Rockefeller  Institute,  who  spoke  on  “Infectious 
Health.”  Born  in  France,  Dr.  Dubos  received 
his  Ph.D.  from  Rutgers  University  in  1927  and 
joined  the  staff  at  the  Rockefeller  Institute  that 
same  year.  He  is  the  recipient  of  the  Phillips 
Award  (’40);  Johnson  Award  (’40);  the  Wilson 
Medal  (’46);  the  Trudeau  Medal  (’51);  Tri- 
ennial Award  of  the  Massachusetts  General 
Hospital  (’53);  the  Hitchcock  Award  (’54); 
Ricketts  Award  (’58);  and  the  Lasker  Award 
(’48). 

The  Annual  Griffin  Award  (named  in  honor 
of  Charles  A.  Griffin,  a pioneer  in  improving 


laboratory  animal  care  and  use  for  research ) of 
a plaque  and  honorarium  of  $500  was  presented 
to  Philip  Charles  Trexler  by  Dr.  Robert  Flynn, 
president  of  the  Animal  Care  Panel,  in  recogni- 
tion of  his  outstanding  work  in  the  development 
of  inexpensive  plastic  film  isolation  for  germ- 
free  animal  research.  These  have  reduced  the 
cost  of  such  research,  bringing  it  within  the 
reach  of  every  laboratory  and  producer. 

Prof.  Trexler,  a native  of  California,  earned 
his  B.S.  and  M.S.  degrees  at  the  University  of 
Notre  Dame  and  remained  there  as  a member  of 
the  faculty  in  the  Department  of  Biology  until 
1962.  He  was  associated  with  J.  A.  Reyniers  at 
the  Lobund  Institute  during  this  period,  con- 
centrating on  germ-free  techniques.  In  1961  and 
1962,  in  addition  to  his  duties  at  Lobund,  he 
held  a visiting  Professorship  at  the  School  of 
Veterinary  Medicine,  Ohio  State  University. 
The  following  year,  he  joined  the  staff  at  Albert 
Einstein  College  of  Medicine,  collaborating 
with  Dr.  S.  H.  Levenson  of  the  Department  of 
Surgery  in  developing  plastic  isolators  for  use 
in  human  surgery.  Since  1963,  he  has  been  Di- 
rector of  Research  for  the  Charles  River  Breed- 
ing Laboratories  and  the  Snyder  Manu- 
facturing Company,  and  Director  of  the 
Gnotobiotic  Research  Foundation. 

Doctor  Wins  Contest 

Dr.  Roland  I.  Pritikin,  Rockford,  ophthal- 
mologist, has  won  first  place  among  35,000  en- 
tries in  a world-wide  medical  slide  contest. 

His  entry,  made  last  fall  on  the  Pakistan- 
Afghanistan  frontier,  showed  eye  surgery  being 
performed  in  the  open. 

The  contest  was  conducted  by  the  U.S.  Com- 
mittee of  the  World  Medical  Association,  an 
organization  that  includes  physicians  from  all 
nations  outside  the  Iron  Curtain. 

Grants 

Scientists  at  Children’s  Memorial  Hospital, 
in  Chicago,  are  testing  a method  that  may  lead 
to  important  new  knowledge  about  the  way 
our  brain  cells  operate — through  a $6,355 
grant  from  The  Epilepsy  Foundation. 

J.  Gordon  Millichap,  M.D.,  neurologist,  and 
John  C.  Gilbert,  Ph.D.,  a biochemist,  are  in- 
vestigating the  theory  that  anti-convulsant 
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drugs  somehow  alter  the  way  in  which  brain 
cells  absorb  nutrient  sugar. 

If  this  proves  to  be  true,  Doctors  Millichap 
and  Gilbert  will  have  helped  to  provide  a 
virtual  roadmap  of  the  brain’s  millions  of  tiny 
cells — and  new  ways  of  treating  epilepsy  may 
offer  fresh  hope  to  more  than  two  million 
Americans  with  this  affliction. 

The  grant  is  part  of  a much  larger  “Research 
Challenge”  program,  in  which  The  Epilepsy 
Foundation  provides  funds  to  scientists  seeking 
answers  to  certain  specific  questions  about 
epilepsy. 

The  Epilepsy  Foundation  is  a national,  non- 
profit health  agency,  solely  supported  by  pub- 
lic contributions,  with  headquarters  in  Wash- 
ington, D.  C. 


Smith  Kline  & French  Foundation  has  con- 
tributed $43,000  to  eight  medical  schools  for 
use  by  newly  appointed  deans  and  department 
chairmen.  The  grants  may  be  used  for  what- 
ever new  programs  the  appointees  might  wish 
to  introduce. 

The  Foundation  is  the  educational  and 
scientific  trust  of  Smith  Kline  & French  Lab- 
oratories, the  prescription  drug  firm.  Recipients 
of  the  grants  are: 

The  Chicago  Medical  School,  Dr.  Daniel  S.- 
Kushner,  Dean,  $5,000;  Hahnemann  Medical 
College  and  Hospital,  Philadelphia,  Dr.  J.  W. 
Cole,  Chairmen  of  the  Department  of  Surgery, 
$4,000;  Loyola  University,  Stritch  School  of 
Medicine,  Hines,  Illinois,  Dr.  Peter  J.  Talso, 
Chairman,  Department  of  Medicine,  $5,000; 
Northwestern  University  Medical  School,  Chi- 
cago, James  Hampton,  Chairman,  Department 
of  Anatomy,  $4,000;  University  of  Arizona  Col- 
lege of  Medicine,  Tucson,  Marlin  K.  DuVal,  Jr., 
Dean,  $10,000;  University  of  Iowa  School  of 
Medicine,  Iowa  City,  Carl  S.  Vestling,  Ph.D., 
Chairman,  Department  of  Biochemistry,  $4,000; 
University  of  New  Mexico  Medical  School,  Al- 
buquerque, Dr.  Reginald  H.  Fitz,  Dean,  $5,000; 
Woman’s  Medical  College  of  Pennsylvania, 
Philadelphia,  Clen  R.  Leymaster,  Dean,  $6,000. 


Loyola  University  last  month  received  a 
federal  matching  grant  of  $1,970,000  to  assist 


in  the  construction  of  health  research  facilities 
in  its  new  Medical  Center  planned  for  Hines 
(near  Maywood)  Illinois. 

The  grant,  made  by  the  Division  of  Research 
Facilities  and  Resources  of  the  National  In- 
stitutes of  Health,  Department  of  Health,  Edu- 
cation and  Welfare,  was  one  of  48  awards 
totalling  $29,492,365  to  provide  matching  fed- 
eral funds  for  health  research  facility  construc- 
tion and  equipment.  Thirty-nine  other  institu- 
tions in  24  states  received  grants. 

According  to  Dr.  John  F.  Sheehan,  Vice 
President  for  the  Medical  Center  and  Dean  of 
the  Stritch  School  of  Medicine,  the  funds  will 
assist  in  the  construction  of  149,283  square  foot 
area  in  the  new  Medical  Center  which  will  be 
devoted  to  basic  and  clinical  research. 

The  Surgeon  General  of  the  United  States 
makes  these  awards  upon  the  recommendation 
of  the  National  Advisory  Council  on  Health 
Research  Facilities  comprised  of  leading  non- 
governmental scientists,  research  administra- 
tors and  others  experienced  in  assessing  health 
facility  needs  of  institutions  throughout  the 
nation. 


A project  to  determine  why  patients  with 
cancer,  leukemia  and  other  diseases  have  ab- 
normally large  amounts  of  carbohydrate-con- 
taining protein  in  their  blood  is  in  progress  at 
the  University  of  Illinois  College  of  Medicine, 
Chicago. 

The  project  has  been  supported  since  1962 
by  the  Leukemia  Research  Foundation  which 
recently  awarded  an  additional  $8,500  to  con- 
tinue the  research. 

Larger  than  usual  amounts  of  glycoprotein 
—proteins  containing  corbohydrate — are  found 
in  the  blood  of  patients  with  leukemia,  cancer 
or  certain  other  diseases  involving  inflamma- 
tory reaction. 

The  researchers  are,  therefore,  trying  to 
determine  the  mechanisms  and  reactions  in- 
volved in  glycoprotein  formation  in  the  liver. 

By  using  radioactive  glucosamine,  a carbo- 
hydrate which  is  incorporated  into  blood  gly- 
coproteins, the  scientists  can  study  the  proc- 
esses by  which  glucosamine  gets  built  into 
serum  glycoprotein  of  rats.  Once  these  proc- 
esses are  understood,  they  hope  to  shed  some 
light  on  why  the  processes  are  increased  in 
disease. 
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Hundreds  of  children  with  neurological  and 
sensory  disorders  will  have  improved  treatment 
and  services  as  the  result  of  a $35,000  Public 
Health  Service  grant  which  has  just  been 
awarded  to  the  Pediatric  Neurology  Service  at 
the  University  of  Illinois  Research  and  Educa- 
tional Hospitals  in  Chicago. 

Since  it  was  established  in  July,  1962,  the 
Service  has  served  as  a center  to  which  prac- 
ticing physicians,  educators  and  agencies  can 
refer  children  for  evaluation  and  management 
of  neurological  and  sensory  disorders. 

With  one  full-time  physician,  Dr.  Gerhard 
Nellhaus,  the  Service’s  out-patient  clinic  re- 
corded 260  new  patient  visits  and  1,300  follow- 
up visits  in  a one-year  period.  During  this  time, 
174  children  were  also  admitted  to  the  Service’s 
14  medical  and  surgical  beds.  At  present  clinic 
load  is  so  great  that  initial  appointments  for 
less  urgent  cases  have  to  be  made  months  in 
advance. 

The  grant  will  permit  the  Pediatric  Neurology 
Service  to  have  additional  part-time  physicians, 
a full-time  social  worker,  a full-time  clinical 
psychologist,  an  EEG  technician,  a public  health 
nurse,  and  a secretary. 

The  increased  staff  will  make  possible  long- 
range  therapy  and  planning  for  children  with 
behavioral  and  learning  difficulties  resulting 
from  neurological  and  sensory  disorders. 


Approval  of  applications  for  grants  to  hos- 
pital construction  projects  throughout  Illinois 
were  announced  last  month  by  the  Illinois  De- 
partment of  Public  Health.  The  approvals  fol- 
lowed recommendations  of  the  Illinois  Advisory 
Hospital  Council  which  met  Thursday  with 
Dr.  Franklin  D.  Yoder,  state  health  director,  to 
consider  applications  for  projects. 

Funds  are  made  available  to  public  and 
other  non-profit  institutions  through  the  Illinois 
Department  of  Public  Health  under  the  Hill- 
Burton  Program,  a federal  grant-in-aid  pro- 
gram. Action  on  the  final  appropriation  for  the 
program  is  pending  in  Congress. 


Grants  recommended  by  the  council  and 
given  tentative  approval  by  Dr.  Yoder  for  con- 
struction during  this  fiscal  year,  with  amount 
of  grant  not  yet  determined,  include  five  gen- 
eral hospital  projects:  St.  Joseph  Hospital, 
Breeze;  Douglas  County — Jarman  Memorial 
Hospital,  Tuscola;  Burnham  City  Hospital, 
Champaign;  Carle  Memorial  Hospital,  Urbana, 
and  Morris  Hospital,  Morris. 

Other  projects  approved  were  a school  of 
nursing  building  at  Graham  Hospital,  Canton, 
and  a public  health  laboratory  equipment  grant 
for  the  Chicago  Board  of  Health. 

Seven  skilled  nursing  homes  were  also  ap- 
proved. They  are:  Methodist  Home,  Lawrence- 
ville;  Graham  Hospital,  Canton;  Way-Fair, 
Inc.,  Fairfield;  St.  Joseph  Hospital,  Breese;  Al- 
ton Memorial  Hospital,  Alton;  Knox  County 
Nursing  Home,  Knoxville,  and  Harbor  Crest 
Home,  Fulton. 

Two  diagnostic  and  treatment  centers  for 
out-patients  at  Oak  Park  Hospital,  Oak  Park, 
and  Northwestern  Medical  School  Clinics, 
Chicago,  were  approved. 

A chronic  disease  hospital  unit  was  approved 
for  grant  to  be  constructed  at  the  Louis  A. 
Weiss  Memorial  Hospital,  Chicago. 

A rehabilitation  center  facility  was  approved 
for  grant  to  be  constructed  at  Oak  Park  Hos- 
pital, Oak  Park. 

The  Monmouth  Hospital,  Monmouth,  appli- 
cations to  construct  a new  general  hospital  and 
nursing  home  were  endorsed  by  the  council 
with  the  approval  of  grant  dependent  upon 
the  availability  of  sufficient  grant  funds  this 
year. 

The  council  recommended  that  final  decision 
on  three  applications  be  deferred  until  further 
information  could  be  obtained.  Applications 
deferred  for  this  reason  were:  St.  Joseph  Hos- 
pital, Bloomington;  Brokaw  Hospital,  Normal, 
and  Community  Memorial  General  Hospital, 
LaGrange. 

The  applications  considered  for  grant  have  a 
total  estimated  construction  cost  of  $48,793,264. 
Costs  in  excess  of  the  federal  grants  will  be 
provided  by  the  project  sponsors. 

Final  approvals  and  allocations  of  grants  are 
subject  to  appropriations  by  Congress.  The 
Illinois  plan  was  approved  by  the  council  and 
will  be  submitted  to  the  U.  S.  Public  Health 
Service  for  acceptance. 
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OVER  80  YEARS’ 

SPECIALIZED  EXPERIENCE 

IN  THE  RESTORATIVE 

TREATMENT  OF 

"THE  PROBLEM 
DRINKER” 

At  The  Kee/ey  Institute  your  patients 
are  assured  of  receiving: 

• the  most  modem,  coordinated,  comprehensive, 
rehabilitative  regimen 

• in  addition  to  medical,  nutritional  and  physio- 
therapeutic treatment,  we  also  offer  psychiatric 
diagnosis  and  psychotherapy 

• full  cooperation  throughout  with  the  referring 
physician 

• surprisingly  low  cost — to  cover  all  medieal 
care,  medicines,  laboratory  work,  room  and 
excellent  cuisine 

You  can  obtain  more  detailed  information 
by  writing  us  direct. 

WE  WELCOME  YOUR  REFERRALS... 


THE  KEELEY  INSTITUTE 

DWIGHT,  ILLINOIS 

Member  American  Hospital  Association,  Member  Illinois  Hos- 
pital Association.  Licensed  by  the  Department  of  Public  Health, 
Slate  of  Illinois. 
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| $1 5,000.00  | 

| MAJOR  HOSPITAL  AND 
| NURSE  EXPENSE  INSURANCE  | 
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Available  to  Members  of  The 
ILLINOIS  STATE  MEDICAL  SOCIETY 

This  Catastrophic  Hospital  and  Nurse  Ex- 
pense Plan  Makes  up  to  $15,000.00  Avail- 
able for  You  and  Your  Dependents. 

$300.00  OR  $500.00  DEDUCTIBLE  PLAN 
80/20  CO-INSURANCE 


This  Plan  is  Ideal  Basic  or  Supplementary 
Insurance  to  Any  Existing  Hospital  Plan. 
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9933  LAWLER  AVENUE 
SKOKIE.  ILLINOIS 


PHONES  679-1000 
583-0800 


Care  and 
treatment 
of  emotional 
disorders 


*ZI 

Fully  accredited 


Norfh  Shore* Hospital 


225  Sheridan  Rd. 
WINNETKA,  ILLINOIS 
Hlllcrest  6-0211 


Care  and 
treatment 
of  emotional 
disorders 


for  Information  contact: 
Milton  A.  Pushkin,  M«D. 

MEPIOAL  DIRECTOR 
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PASSAVANT’S  EYE  SERVICE  EXPANDS 
N.U.  CENTER’S  CARE  AND  RESEARCH 

Use  of  a new  precision  instrument  at  Passavant  Me- 
morial Hospital  combines  simplified  treatment  of  eye 
patients  with  research  into  the  optic  effects  of  atomic 
radiation.  The  instrument,  called  a photo  coagulator, 
expands  the  Passavant  retinal  service  of  the  Ophthal- 
mology Department  of  Northwestern  University  Med- 
ical Center  into  a broad  program  of  treatment  and 
research  of  the  eye. 

The  treatment  phase  replaces  certain  eye  surgery 
procedures  with  a technique  so  simple  that  the  patient 
usually  does  not  remain  in  the  hospital  overnight. 

The  retina  of  the  eye  is  paper  thin  and  it  can  not  be 
sewed  together  when  it  is  torn.  The  photo  coagulator, 
by  giving  off  an  intense  beam  of  light,  coagulates  or 
bums  the  tear  in  the  retina  as  sunlight  coagulates  or 
tans  the  skin.  Before  this  instrument  was  developed, 
the  doctor  had  to  enter  the  eye  from  the  rear  and  create 
a scar  by  means  of  surgery.  The  new  approach  is  from 
the  front  through  the  pupil  minimizing  damage  to  sur- 
rounding tissue.  If  the  retina  is  completely  detached, 
then  surgery  is  required  to  replace  it,  but  the  coagulator 
may  be  used  later  to  seal  residual  tears. 

The  patient  lies  on  a wheeled  cart,  rather  than  on  an 
operating  table,  in  a laboratory  room  reserved  for  the 
purpose  and  is  treated  by  the  doctor  who  is  assisted  by 
a nurse  aide.  This  streamlined  method  reduces  the 
hospital  charge  from  approximately  $300  for  a week’s 


| BELLEVUE  PLACE  jj 

| i For  ; | 

jj  NERVOUS  and  MENTAL  jj 

ij  DISEASES  jj 

j!  ★ jl 

j!  Edward  Ross,  M.D.,  Medical  Director  |! 

BATAVIA  PHONE 

i;  ILLINOIS  TRemont  9-1520  :j 


stay  (depending  on  accommodations)  to  about  $50. 
This  does  not  include  doctors’  fees. 

The  service  is  staffed  by  Dr.  David  E.  Shoch,  assistant 
professor  of  ophthalmology  at  Northwestern,  and  Dr.  J. 
Graham  Dobbie,  clinical  assistant  of  ophthalmology, 
under  the  direction  of  Dr.  Derrick  T.  Vail,  professor 
of  ophthalmology  and  chairman  of  the  department  at 
Northwestern.  All  are  members  of  the  Passavant  medi- 
cal staff. 

While  the  primary  purpose  of  the  photo  coagulator 
is  to  repair  a torn  (but  not  detached)  retina,  it  has 
several  other  uses.  The  instrument  will  destroy  small 
tumors  in  the  eye.  The  beam  can  be  so  delicately  con- 
trolled that  it  covers  an  area  measured  in  millimeters. 
Another  advantage  in  the  use  of  the  photo  coagulator 
as  compared  to  other  forms  of  radiation  therapy  is  that 
there  is  no  risk  of  damage  to  other  ocular  and  surround- 
ing structure. 

Use  of  the  coagulator  often  can  be  substituted  for 
another  operating  room  procedure,  the  iridectomy,  or 
surgical  removal  of  a part  of  the  iris  by  cutting.  In  the 
past  an  iridectomy  was  performed  to  open  a pupil  that 
had  been  drawn  together  by  disease.  Now  the  occluded 
pupil  can  be  opened  by  directing  the  coagulator’s  beam 
and  burning  a hole  to  permit  the  transmission  of  light. 

Another  use  of  the  instrument  is  to  stop  hemorrhaging 
from  small  aberrant  blood  vessels  in  the  eyes  such  as 
occurs  in  persons  with  diabetes. 

Passavant  doctors  estimate  that  some  200  patients  a 
year  will  be  treated  with  the  instrument. 

The  photo  coagulator  will  serve  a valuable  function 
in  research.  The  eye  physicians  will  use  it  to  study 
degenerations  that  occur  along  the  optic  pathway  lead- 
ing to  the  brain  such  as  those  produced  by  radiations 
from  the  atom  bomb.  The  doctors  will  search  for  ways 
to  treat  and  control  experimental  bums  which  the  device 
can  produce  in  the  eyes  of  rabbits.  The  coagulator  will 
cause  damage  to  the  retina  similar  to  that  produced  by 
looking  at  a solar  eclipse.  In  fact,  knowledge  of  ecliptic 
burns  led  to  the  development  of  the  photo  coagulator. 

The  photo  coagulator  was  made  by  the  Carl  Zeiss 
Company,  German  manufacturer  of  precision  instru- 
ments. The  cost  of  $15,000  was  shared  equally  by 
Northwestern  University,  Chicago  Wesley  and  Passavant 
hospitals. 


a Private  Psychiatric  Center  at  Jacksonville,  Illinois,  since  l<?OI 


Complete  psychiatric  treatment  tn  an  environment 
for  cure.  A 50  bed  hospital  with  the  most  modern 
diagnostic  and  therapeutic  equipment  for  the  treat- 
ment of  nervous  and  mental  disorders. 


LICENSED:  Illinois  Department  of  Mental  Health. 

MEMBER:  Illinois  Medical  Service  (Blue  Cross- 

Blue  Shield). 
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Vacancies  Available — 

The  640th  USAF  Hospital,  a 500  bed 
USAF  Reserve  hospital  based  at  O’Hare 
IAP,  has  a number  of  vacancies  avail- 
able, primarily  in  the  specialities  of  Ra- 
diology, Anesthesiology,  Urology,  Clini- 
cal Pathology  and  Preventive  Medicine. 

More  than  ever,  today’s  Air  Force  Re- 
serve Medical  Service  offers  a challeng- 
ing opportunity  for  satisfying  service  to 
all  who  are  willing  to  devote  a part  of 
their  time,  their  energy,  and  their  skills 
to  the  cause  of  freedom. 

Prior  service  and  non-prior  service 
physicians  are  eligible  to  apply  for  as- 
signment. Physicians  without  previous 
military  service  may  fulfill  this  require- 
ment by  satisfactory  participation  in  a 
Reserve  unit.  Participation  requirements 
include  one  weekend  per  month  and  two 
weeks  of  summer  encampment  at  an  ac- 
tive duty  base. 

There  is  no  commitment  for  extended 
active  duty  except  in  the  case  of  unit  mo- 
bilization in  time  of  national  emergency. 


U.S.  Air  Force  Reserve 

This  opportunity  is  not  without  its 
tangible  rewards.  There  is,  for  example, 
reserve  duty  pay — the  extra  income  to  be 
earned  through  participation  in  training 
periods.  There  is  advancement — faster 
and  more  frequent  promotions  which  are 
not  controlled  by  quota.  There  is  retire- 
ment income — through  a plan  which 
would  be  extremely  expensive  to  dupli- 
cate in  civilian  life.  Opportunity  for  at- 
tendance at  service  schools  and  special 
courses  is  available. 

And,  there  is  a real  change  of  pace  . . . 
a kind  of  “getting  away”  from  the  every- 
day routine  of  regular  practice  . . . the 
sort  of  thing  physicians  so  often  recom- 
mend to  their  patients  and  so  seldom 
prescribe  for  themselves. 

For  further  information,  phone  the 
Commander  of  the  640th:  Samuel  B. 
Spira,  Col.  USAF  Res. 

Office  telephone:  Taylor  9-2800, 
Ex.  501-502 
Home  telephone:  Keystone  9-3313 


sixty  attending  psychiatrists;  30 
consultants  in  the  medical  spe- 
cialties — 

extensive  adjunctive  therapy  — 
house  staff  of  eight  psychia- 
trists — 

group  psychotherapy;  day  and 
night  hospitalization  — 

adolescent  program  under  direc- 
tion of  child  psychiatrist  — 

attractive  patient  accomoda- 
tions; secluded,  restful  setting 
on  the  des  plaines  river  — 

accredited  by  the  joint  commis- 
sion and  the  a.  p.  a.  — 


555  wilson  lane,  des  plaines,  Illinois 
dial  299-3311 


for  November,  1964 


609 


COOK  COUNTY 

Graduate  School  of  Medicine 
CONTINUING  EDUCATION  COURSES 
Starting  Dates  — 1964 

ANESTHESIA,  Inhalation,  Endotracheal,  Regional, 
by  appointment 

BLOOD  VESSEL  SURGERY,  One  Week,  October  19 
BOARD  REVIEW  COURSE  IN  SURGERY,  PART  II, 

December  7 

SURGERY  OF  COLON  & RECTUM,  One  Week,  November  16 
BREAST  & THYROID  SURGERY,  One  Week,  November  30 
MANAGEMENT  OF  COMMON  FRACTURES  & DISLOCATIONS, 
One  Week,  November  30 
PROCTOSCOPY  & SIGMOIDOSCOPY,  One  Week, 

December  14 

VARICOSE  VEINS,  One  Week,  December  14 
GYNECOLOGY,  Office  & Operative,  Two  Weeks, 

November  30 

VAGINAL  SURGERY,  One  Week,  December  14 
BOARD  REVIEW  COURSE  IN  MEDICINE,  PART  II, 

November  30 

PATHOLOGY  BOARD  REVIEW  COURSES  FOR  SPECIALTIES, 
Request  Dates 

ARTERIOGRAPHY,  Four  Days,  December  1 
Informal  Clinical  Programs  in  Radiology,  Pediatrics,  Fractures, 
Dermatology,  Otolaryngology,  Ophthalmology,  One  to  Two 
Weeks,  Starting  the  First  of  Any  Week. 

Information  concerning  numerous  other 
continuation  courses  available  upon  request • 

TEACHING  FACULTY 
Attending  Staff  of 
Cook  County  Hospital 
Address:  Registrar,  707  South  Wood  Street 
Chicago,  Illinois  60612 


CONSIDER  NOW 

THE  APPROVED  GROUP  DISABILITY  PLAN 
AVAILABLE  TO  MEMBERS  OF  THE  ILLINOIS 
STATE  MEDICAL  SOCIETY 
TOTAL  DISABILITY  CAN  BE  COSTLY 
Review  Your  Needs  Today 
Amounts  Available  up  to 
$250.00  Weekly 

SPECIAL  FEATURES 

• SICKNESS  BENEFITS  TO  AGE  65  PLAN 
• THREE  EXCELLENT  PLANS  TO 
CHOOSE  FROM 

• CONVERSION  PLAN  AVAILABLE 
AT  AGE  70 

• LOW  RATES  UNDER  A 
TRUE  GROUP  POLICY 
CALL  OR  WRITE 


V ^ ADMINISTRATORS 

9933  LAWLER  AVENUE  PHONES  679-1000 

SKOKIE,  ILLINOIS  583-0800 


Obituaries 

Paul  B.  Casebeer,  Brocton,  died  June  25,  aged  66.  In 
1922  he  was  a graduate  of  Indiana  University  School  of 
Medicine. 

Paul  G.  Dick*,  Westchester,  died  October  10,  aged  77. 

A graduate  of  the  University  of  Pittsburgh  School  of 
Medicine  in  1911,  he  specialized  in  radiology  and 
practiced  in  Chicago  for  55  years.  He  was  a member 
of  the  fifty  year  club  of  ISMS. 

William  P.  Fread*,  Ottawa,  died  September  19,  aged 
86.  A graduate  of  Hering  Medical  College,  Chicago,  in 
1903,  Dr.  Fread  specialized  in  eye,  ear,  nose  and 
throat  practice.  He  was  an  emeritus  member  and  a 
member  of  the  fifty  year  club  of  ISMS. 

Joseph  D.  Halpert*,  Chicago,  died  September  12,  aged 
78.  A graduate  of  Loyola  University  Medical  School  in 
1916,  he  specialized  in  pediatrics  on  the  staff  of  Mount 
Sinai  hospital. 

Myron  I.  Ingram*,  Chicago,  died  September  25,  aged 
70.  A graduate  of  Chicago  College  of  Medicine  and 
Surgery  in  1917,  he  was  a staff  member  of  Edgewater 
hospital. 

George  H.  Joost*,  De  Kalb,  died  September  5,  aged  69. 

He  was  a graduate  of  Northwestern  University  Medical 
School  in  1920  and  a general  surgeon. 

Samuel  Metcoff,  Chicago,  died  September  7,  aged  83. 

A graduate  of  Dearborn  Medical  College  in  1904,  he 
was  on  the  medical  staff  of  Metropolitan  Life  Insur- 
ance for  35  years. 

Isidore  S.  Polishuck,  Chicago,  died  September  18,  aged 
82.  A graduate  of  Chicago  College  of  Medicine  and 
Surgery  in  1917,  he  retired  in  1954  after  35  years  on 
the  Chicago  board  of  health.  He  had  also  been  a resi- 
dent staff  member  of  Manteno  State  hospital. 

| 

Maurice  V.  H.  Puckey*,  Chicago,  died  September  21, 
aged  85.  A graduate  of  Jenner  Medical  College  in  1910, 
Doctor  Puckey  had  been  on  the  staffs  of  Ravenswood, 
Illinois  Masonic  and  Illinois  Central  hospitals.  He  was 
an  emeritus  member  and  a member  of  the  Fifty  Year 
Club  of  ISMS. 

Edward  Ross*,  Batavia,  died  October  24,  aged  56.  A 
graduate  of  the  University  of  Illinois  College  of  Medi- 
cine in  1932,  he  specialized  in  psychiatry.  Former 
superintendent  of  Manteno  State  hospital  and  consult- 
ant for  six  Illinois  prisons,  Dr.  Ross  was  owner  and 
superintendent  of  the  Bellevue  Place  and  Round  Lake 
sanitariums  at  the  time  of  death. 

Martha  Sollner*,  Chicago,  died  August  3,  aged  63.  In 
1925  she  was  a graduate  of  Medizinische  Fakultat  der 
Universitat,  Wien,  Austria,  and  specialized  in  obstetrics 
and  gynecology. 

Lawrence  J.  Wilhelmi*,  Joliet,  died  October  3,  aged 
72.  A graduate  of  Rush  Medical  College  in  1923,  he 
specialized  in  pediatrics. 

* Indicates  member  of  Illinois  State  Medical  Society. 
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How  NALLINE®  helps  to  keep  the  lid  on  drug  addiction  in  California 

NALORPHINE  HCI 
INJECTION  U.S.P. 


The  use  of  the  narcotic  antagonist  Nalline®  (nalorphine  HCI  injec- 
tion U.S.P.),  as  a test  of  addiction,  has  significantly  curtailed  illicit 
narcotic  traffic  in  Alameda  County,  California.  In  penal  terms  alone, 
three  years  after  the  institution  of  the  test  using  Nalline,  prison 
admissions  for  addiction  has  dropped  from  13.7%  of  total  admis- 
sions to  4.4%.' 

The  test  was  given  to  persons  suspected  of  addiction  and  to 
addicts  as  a condition  of  probation  or  parole. 

Nalline  does  not  cure  addiction.  It  can,  however,  help  addicts  psy- 
chologically, because  they  know  Nalune  detects  relapse  and  that 
relapse  leads  to  a return  to  prison  or  hospital.  Definitive  answers  to 
the  epidemiology  of  addiction-in  itself  a symptom  of  an  underlying 
disease  that  may  be  psychologic,  physiologic,  or  pharmacologic  in 
nature-are,  as  yet,  unknown.2'3 

The  test  should  be  undertaken  only  by  physicians  experienced  in 
dealing  with  narcotic  addicts. 

INDICATIONS:  To  reverse  significant  respiratory  depression  due  to 
opiates.  Diagnostic — to  test  for  opiate  narcotic  addiction. 
CONTRAINDICATIONS:  Do  not  use  in  mild  or  non-opiate  respiratory 
depression. 

PRECAUTIONS:  Due  to  risk  of  violent  withdrawal  symptoms,  use  with 
extreme  caution  and  in  small  doses  in  narcotic  addicts  and  in 


patients  receiving  opiate  narcotics.  Effect  gradually  lost  on  suc- 
cessive doses;  respiratory  depression  may  result. 

SIDE  EFFECTS:  Untoward  reactions  include  dysphoria,  miosis,  pseu- 
doptosis, lethargy,  drowsiness,  sweating,  pallor,  nausea,  psycho- 
tomimetic manifestations. 

Before  prescribing  or  administering,  read  product  circular  with 
package  or  available  on  request. 

Note:  Nalline  will  not  precipitate  abstinence  symptoms  in  meperi- 
dine addicts  unless  they  are  taking  1,600  mg.  or  more  daily.  The 
ability  of  NALLINE  to  detect  addiction  to  codeine  is  unknown. 

References:  1.  Brown,  T.  T.:  The  Enigma  of  Drug  Addiction,  Springfield,  III., 
Charles  C Thomas,  1961,  pp.  287-334.  2.  Chesnick,  R.  D.:  Med.  Times  90:247 
(March)  1962.  3.  Narcotic  Addiction  Symposium:  New  York  Med.  18:562  (Aug.  20) 
1962. 

SUPPLIED:  Ampuls  of  1 and  2 cc.  and 
vials  of  10  cc.,  each  cc.  containing  5 mg. 
of  nalorphine  hydrochloride.  Note:  The  Fed- 
eral Bureau  of  Narcotics  now  classifies 
Nalline  as  a Class  M narcotic  prepara- 
tion.Thus,  the  purchase  of  this  preparation 
no  longer  requires  a Federal  Narcotic 
Order  Form. 

MERCK  SHARP  & DOHME  j where  today’s  theory  is  tomorrow’s  therapy 


INJECTIONHHBMM 

MCI 

IHPIEUIIJEEI1  EI.SI 


for  December,  1964 


623 


I SEE  IT  FROM  '360' 


By  Robert  L.  Richards 
Executive  Administrator 


THE  GIFT  OF  LIFE 


This  is  the  gracious  season  of  giving,  of  a 
renewal  of  man’s  faith  and  the  miracle  of  good 
fellowship  and  charity.  It  is  therefore  proper 
and  fitting  that  we  put  down  our  daily  problems 
during  this  gracious  season  and  reflect  on  the 
year’s  accomplishments.  It  is  these  accomplish- 
ments that  should  act  as  fodder  for  our  plans 
and  activities  in  the  new  year. 

Certainly,  one  of  the  most  inspirational  ex- 
amples I saw  recently  is  contained  in  the  fol- 
lowing report: 

Aged,  blind  psychiatric  patients — admittedly 
the  most  hopeless  prospects  possible  for  re- 
habilitation— have  made  significant  progress  in 
a “comeback”  program  developed  at  the  Dan- 
ville Veterans  Administration  Hospital. 

Continuing  goal  of  the  pilot  program  is  to 
increase  physical  dexterity  and  self-care.  Indic- 
ative of  progress  is  that  during  the  past  eight 
months  of  specialized  therapy,  only  one  of 
the  blind  patients  has  suffered  a bruise  or  cut 
through  accidents  such  as  failure  to  avoid  ob- 
stacles or  inability  to  care  for  himself.  Key 
participants  in  the  project  were  therapists  of 
the  hospital’s  Physical  Medicine  Rehabilitation 
Service  and  Nursing  Service  personnel,  and  14 
Red  Cross  volunteers,  performing  what  cer- 
tainly has  been  the  hardest  assignment  ever 
given  a volunteer  at  the  Danville  hospital. 
Their ’s  is  the  story  of  dedicated  work. 

The  program  began  in  March  1964,  with  14 
totally  blind  veterans.  It  has  since  been  ex- 


tended to  six  more.  All  are  more  than  60  years 
old  and  have  been  hospitalized  for  more  than 
20  years. 

Under  the  training  program,  each  patient  is 
being  taught  to  use  his  hands  and  to  find  new 
interests  in  occupational  therapy;  to  relax  and 
socialize  in  recreational  therapy;  and  to  im- 
prove his  mobility  in  physical  therapy. 

Happiest  moment  in  the  project  came  for  two 
Gray  Lady  volunteers  and  a patient  named 
Pete  who,  some  years  ago,  had  undergone  a 
lobotomy. 

For  ten  weeks  Pete  had  shown  no  response 
whatever  to  any  request  but  the  volunteers  had 
gradually  become  familiar  to  him  and  had 
ignited  a spark  of  interest. 

If  caught  fire  this  day  when  one  volunteer 
asked  him  if  he  would  shake  hands  with  her. 
Without  hesitation,  Pete  put  out  his  hand.  The 
other  volunteer,  thinking  it  might  be  a coinci- 
dence, said,  “Pete,  I am  across  the  table  from 
you.  Will  you  turn  around  and  shake  hands 
with  me?”  He  turned  around  and  shook  hands 
with  the  second  volunteer. 

“You  would  have  thought  from  our  congratu- 
lations that  Pete  had  just  learned  to  read 
Braille,”  commented  one  of  the  volunteers. 

As  this  little  story  reflects  the  highest  ideals 
and  dedicated  service  of  medical  practice  and 
care,  may  it  consequently  serve  to  guide  the 
activities  of  every  ISMS  member  throughout 
the  coming  year. 
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LOOKING  BACK:  64  IN  REVIEW 


IVIedical  scientists  found  some  strong  evi- 
dence for  the  viral  theory  of  human  leukemia 
in  1964,  stirring  hopes  for  early  proof  of  a 
virus-leukemia  relationship  and  providing  some 
of  the  year’s  top  medical  news  stories. 

A review  of  medical  headlines  in  1964  shows 
that  other  virus  hunters  made  news,  too.  In- 
vestigators of  viral  hepatitis,  for  example,  were 
heartened  by  a report  that  human  hepatitis 


SEARCH  FOR  VIRUSES 
IN  HUMAN  LEUKEMIA 
HIGHLIGHTS 
YEAR’S  MEDICAL  NEWS 


virus  had  apparently  induced  disease  in  a 
laboratory  animal.  If  the  work  is  substantiated, 
a long-needed  break  in  hepatitis  vaccine  re- 
search would  seem  to  be  near. 

Still  other  medical  news  in  1964  was  made 
by: 

— the  harsh  judgments  on  cigaret  smoking 
rendered  by  the  Public  Health  Service  Surgeon 
General’s  Advisory  Committee  on  Smoking  and 
Health. 

—emergence  of  the  optical  maser,  or  laser, 
as  a potentially  powerful  weapon  against  some 
types  of  cancer,  and  ultrasound  as  an  important 
diagnostic  tool. 

— the  American  Medical  Association  and  the 
Food  and  Drug  Administration  as  they  began 
to  trade  information  on  drugs  and  drug  therapy 
in  a new  program  of  cooperation  and  com- 
puterization. 

— encephalitis  of  epidemic  proportions  in 
Texas  and  New  Jersey,  with  a scattering  of 
cases  in  several  other  states. 

One  of  the  most  dramatic  developments  in 
the  virus-leukemia  story  came  from  England. 
Dr.  Michael  A.  Epstein  and  colleagues  of  the 
Middlessex  Hospital  School  in  London  reported 
the  first  apparent  transmission  of  human  cancer 
to  laboratory  animals,  and  apparent  success  in 
growing  a virus-like  particle  that  is  assumed 
to  cause  the  disease. 

The  investigators  said  that  African  green 
monkeys  developed  apparently  typical  Burkitt 
lymphomas  within  two  years  after  being  inocu- 
lated with  suspensions  of  fresh  lymphoma  cells 
from  human  patients.  The  Burkitt  cells  also 
were  established  in  cell  culture  where  they 
elaborated  a small  quantity  of  virus-like  parti- 
cles. Burkitt  lymphoma  is  a leukemia-like  dis- 
ease of  the  tissues  which  produce  white  blood 
cells.  Named  after  the  British  surgeon  who 
recognized  it  in  1958,  it  occurs  among  children 
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in  limited  areas  of  tropical  Africa  and  may  be 
transmitted  by  insect  bites. 

The  possibility  of  transmission  by  insects  is 
a strong  argument  for  a viral  cause  of  this  par- 
ticular form  of  human  cancer.  Probably  only 
some  infective  agent,  such  as  a virus,  could  be 
carried  by  insects  from  a Burkitt  lymphoma 
victim  to  a previously  unaffected  person.  It 
isn’t  likely  that  lymphoma  cells  could  be  trans- 
mitted by  insects  from  one  person  to  another. 
Neither  is  it  likely  that  human  lymphoma  cells, 
rather  than  some  agent  carried  by  the  cells, 
were  responsible  for  the  apparent  disease  pro- 
duced in  laboratory  monkeys;  human  cells  in- 
oculated into  monkeys  are  probably  quickly 
destroyed  by  the  monkeys’  immunologic  de- 
fenses. 

Human  leukemia  cells  yielded  viruses  or 
virus-like  particles  to  several  teams  of  investi- 
gators during  1964,  raising  hopes  that  further 
study  will  pin  down  a relationship  between  the 
particles  and  the  disease.  Proof  of  a relationship 
has  been  elusive,  though,  and  some  scientists 
think  it  could  remain  so  for  a long  time. 

Investigators  have  been  testing  the  viral 
theory  of  leukemia  in  animals  for  more  than  50 
years,  ever  since  the  discovery  of  fowl  sarcoma 
virus  in  1911.  Fowl  and  mouse  leukemia  have 
been  studied  intensively,  and  attention  also  has 
been  paid  to  leukemia  in  rabbits,  hamsters  and 
other  animals.  Viruses  have  been  isolated  in 
several  instances  and  both  fowl  and  mouse 
leukemias  have  been  transmitted  in  the  labora- 
tory by  means  of  cell-free  filterable  material. 
But,  as  the  British  medical  journal  “The  Lancet” 
pointed  out  editorially  this  year,  “it  is  fair  to  say 
that  the  immense  expense  of  effort,  time,  and 
treasure  on  the  study  of  fowl  and  mouse  leu- 
kemias has  brought  little  help  to  our  under- 
standing and  management  of  human  leukemia.” 

Among  the  1964  reports  of  virus  isolations 
from  human  leukemia,  those  which  excited 
medical  interest  included: 

— Work  by  Dr.  G.  Negroni  of  the  Imperial 
Cancer  Research  Fund,  London,  in  which  tis- 
sue-culture techniques  were  used  to  isolate 
a virus  from  the  bone  marrow  of  10  out  of  25 
leukemia  patients.  The  virus,  which  produced 
cytopathic  (injurious  to  cell)  changes  in  tissue- 
culture  cells,  was  photgraphed  by  electron 
microscopy  and  was  said  by  Dr.  Negroni  and 
colleagues  to  resemble  viruses  recovered  from 
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mouse  and  fowl  leukemia.  Serum  from  leuke- 
mic patients  weakly  neutralized  the  virus,  but 
the  virus  produced  no  disease  when  inoculated 
into  newborn  mice,  hamsters  and  ferrets. 

— The  production  of  what  appeared  to  be 
pre-leukemia  symptoms  in  monkeys  which  had 
received  injections  of  virus  particles  obtained 
from  leukemia  patients.  This  work  by  scientists 
at  the  U.S.  National  Cancer  Institute  gains  in 
potential  importance  when  seen  in  the  light  of 
Dr.  Epstein’s  apparent  success  in  transmitting 
Burkitt  lymphoma  to  monkeys. 

— The  production  of  a fatal  leukemoid  dis- 
ease in  mice  with  virus-like  agents  isolated 
from  the  bone  marrow  of  leukemic  children. 
Dr.  William  H.  Murphy  and  colleagues  of  the 
University  of  Michigan,  Ann  Arbor,  concluded 
after  carrying  out  antibody  and  other  tests  that 
an  association  could  be  suggested  between  the 
virus-like  particles  and  leukemia  in  children. 

The  burst  of  new  knowledge  in  leukemia  re- 
search has  prompted  the  National  Cancer  In- 
stitute to  push  a new  multimillion-dollar  re- 
search program  with  funds  voted  by  the  U.S. 
Congress.  Immediate  aims  of  the  program  will 
be  to  use  new  leukemia  cell-culture  techniques 
to  grow  suspected  leukemia  viruses  on  a large 
scale  for  detailed  investigations,  to  develop 
other  investigational  tools,  and  to  organize 
teams  to  carry  out  epidemiologic  studies. 

Because  many  of  the  leukemia-associated 
viruses  appear  to  be  related  antigenically  and 
in  appearance,  some  thought  has  been  given 
to  the  possible  future  preparation  of  a leukemia 
vaccine.  If  a specific  virus  is  involved  in  the  de- 
velopment of  leukemia,  it  should  be  possible  to 
produce  a vaccine  to  immunize  human  beings 
against  the  virus.  Most  leukemia  investigators 
hesitate  to  talk  about  a vaccine,  however,  point- 
ing out  that  production  of  one  is  probably  many 
years  away,  if  it  proves  possible  at  all.  Too 
much  talk  of  a vaccine  at  this  point  in  leukemia 
research,  they  say,  only  serves  to  uselessly  and 
cruelly  raise  the  hopes  of  leukemia  victims  and 
their  families. 

In  the  case  of  infectious  hepatitis,  a disease 
of  proven  viral  origin,  a vaccine  may  actually 
be  on  the  horizon  if  work  carried  out  in  1964 
is  substantiated  and  extended.  Again,  even  with 
luck,  a vaccine  suitable  for  extensive  use  would 
probably  be  years  in  the  future. 

As  in  leukemia  research,  hepatitis  research 
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has  been  hampered  by  the  fact  that  animals 
used  in  the  laboratory  were  not  susceptible  to 
forms  of  the  disease  which  occur  in  humans. 
Full-scale  investigation  of  a disease  and  prepa- 
ration of  vaccines  require  large  numbers  of 
susceptible  animals  for  use  in  experimentation. 

A cautious  report  that  the  first  susceptible 
animal  may  have  been  found  came  this  sum- 
mer from  investigators  at  Tulane  University’s 
Delta  Regional  Primate  Research  Center  in 
Louisiana.  A West  African  monkey — a member 
of  the  species  Erythrocebus  patas — developed 
what  appeared  to  be  hepatitis  after  she  and 
eight  others  were  inoculated  with  a virus  strain 
obtained  from  a human  hepatitis  victim. 

Primate  Center  researchers  almost  immedi- 
ately began  to  design  a larger  experiment,  using 
150  patas  monkeys,  to  determine  whether  the 
results  of  the  smaller  experiment  could  be  re- 
peated. Military  and  public  health  authorities 
are  watching  with  interest.  Infectious  hepatitis 
is  the  severely  debilitating  and  sometimes  fatal 
disease  which  strikes  in  7-year  epidemic  cycles 
in  the  United  States  and  constitutes  one  of  the 
gravest  health  hazards  to  American  military 
and  civilian  personnel  in  Southeast  Asia. 

Infectious  hepatitis  is  not  to  be  confused  with 
serum  hepatitis,  a less  frequent  disease  but  one 
more  likely  to  be  severe.  Whereas  infectious 
hepatitis  is  usually  transmitted  by  viral  con- 
tamination of  food  or  water,  serum  hepatitis  is 
contracted  when  virus-containing  blood  or 
plasma  comes  into  contact  with  the  blood- 
stream of  an  uninfected  person.  Transfused 
blood  and  unsterilized  hypodermic  needles  are 
common  carriers  of  serum  hepatitis  virus. 
Whether  the  viruses  of  infectious  and  serum 
hepatitis  are  identical  or  different  is  a question 
debated  hotly  by  investigators. 

The  person  who  pondered  the  relationship,  if 
any,  between  smoking  and  lung  disease  was  not 
alone  in  1964.  On  January  11,  the  Public  Health 
Service  Surgeon  General’s  Advisory  Committee 
on  Smoking  and  Health  reported  on  its  com- 
prehensive review  of  the  scientific  literature. 

The  committee  members  said  they  found  a 
statistical  relationship  between  smoking,  par- 
ticularly cigaret  smoking,  and  several  respira- 
tory diseases,  lung  cancer  included.  The  find- 
ings of  the  report  had  been  anticipated,  but 
seeing  them  in  black  print  caused  a worried 
smoking  public  to  become  even  more  apprehen- 


sive. A flurry  of  concern  also  was  touched  off 
in  the  medical  profession  and  among  cigaret 
manufacturers  and  various  government  agen- 
cies. 

In  late  1963,  just  prior  to  release  of  the  report, 
the  American  Medical  Association  took  action 
recognizing  the  magnitude  of  the  smoking-and- 
health  controversy.  It  announced  that  its  Edu- 
cation and  Research  Foundation  would  sponsor 
studies  aimed  at  determining:  (1)  which  im- 
portant human  ailments  are  caused  or  ag- 
gravated by  smoking;  (2)  how  they  may  be 
caused;  (3)  the  particular  element  or  elements 
in  smoke  that  may  be  the  causal  or  aggravating 
agent,  and  (4)  methods  for  eliminating  any 
such  agent.  The  AMA  Board  of  Trustees  ap- 
propriated $500,000  to  launch  the  program  and 
later  6 major  tobacco  firms  made  an  unre- 
stricted five-year  grant  of  $10,000,000.  The 
AMA  Education  and  Research  Foundation  dis- 
burses the  money  to  independent  investigators; 
the  AMA  itself  does  none  of  the  research.  By 
the  end  of  October,  28  grants  totaling  $1,041,- 
804  had  been  made. 

The  concentrated  light  beam  of  the  laser 
burned  a place  for  itself  in  medical  news  dur- 
ing the  year  when  it  was  used  for  experimental 
treatment  of  melanoma,  a highly  malignant 
form  of  skin  cancer.  Reports  told  of  the  treat- 
ment of  3 patients  at  the  Pasadena  (Calif.) 
Foundation  for  Medical  Research  and  one  pa- 
tient at  Tufts-New  England  Medical  Center  in 
Boston.  The  laser  ( light  amplification  by  stimu- 
lated emission  of  radiation)  is  an  instrument  in 
which  crystalline  ruby  or  some  other  substance 
is  used  to  amplify  a light  pulse  and  concentrate 
it  into  a tight  beam  of  coherent  frequency.  Al- 
though results  of  the  treatment  were  good, 
destroying  more  than  99  per  cent  of  a tumor  in 
one  instance,  investigators  at  both  institutions 
said  they  will  probably  regard  the  laser  as  an 
experimental  anti-cancer  weapon  for  some  time 
to  come. 

Ultrasound,  on  the  other  hand,  has  already 
moved  into  the  hospital  as  a diagnostic  tool. 
Diagnosis  by  ultrasound  is  based  upon  the  same 
principle  as  sonar,  the  technique  used  by  the 
Navy  to  detect  submarines  by  bouncing  sound 
waves  off  their  hulls.  In  medicine,  high-fre- 
quency sound  waves  are  transmitted  into  the 
human  body  by  special  equipment,  which  also 
detects  the  echo  of  waves  bounced  off  organ 
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walls  or  bones.  The  time  lag  between  trans- 
mission and  echo  serves  as  a measurement  of 
tissue  density.  Since  every  tissue  has  a char- 
acteristic density  patetern  as  measured  by  ultra- 
sound, deviations  may  indicate  a disease  proc- 
ess. 

Although  ultrasound  diagnosis  is  used  in 
place  of  x-ray  diagnosis  on  occasion,  it  is  gen- 
erally regarded  as  a supplement  to  x-ray  rather 
than  a replacement. 

So  far,  ultrasound  diagnosis  has  proven  use- 
ful in  scanning  the  liver  and  other  internal 
organs,  in  echoencephalography  to  detect 
bleeding  or  other  space-consuming  pathologic 
processes  in  the  brain,  and  in  certain  obstetric 
examinations.  At  Walter  Reed  Army  Medical 
Center,  an  ultrasonic  probe  coupled  with  a 
surgical  extractor  was  used  to  locate  and  re- 
move a piece  of  brass  cartridge  casing  from  a 
child’s  eye.  The  operation,  which  would  have 
been  impossible  without  ultrasound,  was  the 
first  clinical  use  of  the  instrument  designed  by 
Dr.  Nathaniel  Bronson  of  the  Southampton! 
Hospital,  Long  Island,  N.Y. 

The  thalidomide  incident  of  1961  continued 
to  echo  in  1964  with  the  announcement  of  co- 
operation between  the  American  Medical  Asso- 
ciation and  the  Food  and  Drug  Administration. 
Cooperation  will  center  for  the  present  around 
adverse  drug  reactions,  an  area  of  major  medi- 
cal and  public  concern  since  a supposedly 
harmless  drug,  thalidomide,  proved  to  have  a 
powerful  deforming  effect  on  human  embryos. 

The  task  of  receiving  adverse  reaction  reports 
will  be  split  between  the  AMA  and  the  FDA, 
and  significant  information  exchanged  on  data- 
processing  cards.  Separate  reporting  systems 
formerly  maintained  by  each  organization  will 
be  abandoned,  doing  away  with  unnecessary 
duplication.  Data-processing  equipment  is  be- 
ing installed  which  can  program  information  for 
exchange  and  for  maintenance  in  permanent 
files. 

The  AMA  file  will  be  maintained  by  the 


Central  Registry  of  Adverse  Reactions  to  Drugs 
and  Chemicals.  Expanded  steadily  in  the  post- 
thalidomide years,  the  Registry’s  function  is  to: 
(1)  gather  information  furnished  voluntarily 
by  doctors,  certain  hospitals  and  other  sources 
on  possible  reactions  to  drugs,  pesticides,  and 
household  and  economic  chemicals;  (2)  evalu- 
ate these  reports,  and  (3)  inform  the  medical 
profession  promptly  as  to  the  nature  and  signifi- 
cance of  reactions  to  toxic  or  potentially  toxic 
agents.  The  FDA  information  file,  while  com- 
plementing that  of  the  AMA’s,  will  not  serve 
the  same  primary  purpose.  The  FDA’s  chief 
function  is  to  regulate  drug  safety  and  efficacy, 
whereas  that  of  the  AMA’s  is  to  educate  and 
inform  the  physician. 

In  final  planning  stages  is  a registry  of  path- 
ologic specimens  from  adverse  drug  reaction 
cases,  to  be  maintained  at  the  Armed  Forces 
Institute  of  Pathology,  Washington,  D.C.  Co- 
operating in  furnishing  cases  will  be  the  AMA, 
FDA,  and  the  Pharmaceutical  Manufacturers 
Association.  The  file  is  expected  to  be  of  value 
to  investigators  studying  the  pathology  of  ad- 
verse reactions,  and  to  clinicians  dealing  with 
suspected  but  undiagnosed  reaction  cases. 

In  some  sections  of  the  United  States  the 
medical  news  of  the  year  was  an  epidemic.  In- 
fectious encephalitis,  a viral  disease  believed 
transmitted  in  many  cases  by  the  bites  of  mos- 
quitoes, appeared  in  epidemic  proportions  in 
parts  of  Texas  and  to  lesser  extents  in  Kentucky, 
Illinois  and  Colorado.  Some  Texas  cities  and 
especially  Houston  were  hard  hit  in  mid-sum- 
mer; Houston  undertook  an  intensive  insect 
spraying  program  in  an  effort  to  reduce  the 
mosquito  population.  By  autumn  the  Texas 
epidemic  and  Midwest  outbreaks  appeared  on 
the  wane,  but  a new  series  of  cases  was  be- 
ginning to  grow  in  New  Jersey.  The  U.S.  Public 
Health  Service  said  the  New  Jersey  cases 
seemed  to  involve  the  same  virus — St.  Louis 
type — that  was  associated  with  the  Texas 
epidemic. 
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P LAY  IS  A CHILD’S  WORLD  AND  ENTERTAINMENT, 

but  it  also  serves  to  stimulate  the  growth  of 
his  physical,  mental  and  social  abilities.  For 
this  reason,  a careful  selection  of  playthings  — 
especially  at  Christmastime  — is  an  important 
part  of  parental  responsibility. 

Toys  should  stir  the  imagination,  encourage 
creative  ability,  and  train  the  child  for  better 
living.  Parents  should  not  assume  that  toys  are 


frills  for  children.  They  are  a vital  contribution 
to  their  growth,  necessary  all  12  months  of  the 
year  and  not  just  on  Christmas  morning.  Some 
toys  serve  their  purpose  in  a child’s  growth  and 
are  abandoned,  but  many  toys  have  a long- 
span  appeal,  and  continue  to  hold  interest  all 
through  childhood. 

Children  should  not  be  over-burdened  with 
toys  that  require  constant  adult  supervision, 
that  encourage  dependence  on  the  parent  be- 
cause they  are  too  complicated  or  because  they 
are  not  suitable  for  this  child  today.  Toys 
should  be  selected  which  are  appropriate  to 
the  a)  age,  b)  interest,  and  c)  mental  and 
physical  abilities  of  the  child. 

In  purchasing  toys,  the  adult  should  read 
the  tags,  booklets,  and  brochures  which  many 
enlightened  toy  manufacturers  are  putting  out 
today.  In  a few  words  they  usually  give  a sound 
course  in  child  development.  Wise  selection  of 
toys  is  not  enough.  Some  parental  teaching  or 
supervision  is  a second  important  step.  An  air 
rifle,  archery  set,  dart  game,  sharp  knife  or 
chemistry  set  may  become  dangerous  in  the 
hands  of  children  too  young  to  understand  the 
hazards  involved.  Even  older  children  should 
have  adult  supervision  with  play  equipment  of 
this  type. 

Babies  and  toddlers  invariably  follow  the 
rule,  “from  hand  to  mouth’’  for  everything  they 
handle,  hence  care  should  be  taken  to  see  that 
they  do  not  play  with  small  toys,  marbles,  coins, 
beads,  or  any  small  object,  as  well  as  play- 
things which  have  parts  which  may  become 
loose  and  find  their  way  into  the  mouth.  Stuffed 
animals  with  button  eyes,  which  may  become 
loose,  whistles  with  removable  mouth  pieces, 
pull-toys  with  small  removable  parts  are  all 
dangerous.  Nearly  600  children  under  five  years 
of  age  die  each  year  as  a result  of  suffocation 
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by  ingested  small  objects.  Parents  should  see 
that  playthings  are  sturdy  and  well  made. 
Cheaply  constructed  or  breakable  toys  will 
come  apart  or  be  broken  under  strenuous  child 
play,  leaving  jagged  edges  which  may  cause 
cuts  and  infection.  Playthings  with  sharp  edges 
or  pointed  ends  should  be  avoided.  Toys  should 
be  bent  a little  to  see  whether  bending  a lot 
by  the  4-year  old  will  destroy  it. 

Electrical  toys  of  any  type  are  unsafe  for 
very  young  children.  For  older  children,  only 
those  which  bear  the  seal  of  approval  of  the 
Underwriters’  Laboratories  should  be  selected. 
Children  should  be  taught  how  to  play  with 
all  electrical  toys.  Electrical  play  equipment 
should  be  inspected  regularly  for  frayed  cords 
or  any  defect  which  may  cause  shock.  Children 
should  be  reminded  never  to  play  with  elec- 
trical equipment  with  wet  hands  or  damp  cloth- 
ing. 

Storage  of  play  equipment  is  an  important 
matter  which  parents  should  consider  while  a 
child  is  very  young.  Serious  falls  often  result 
because  playthings  are  left  on  steps,  stairways, 
walks,  or  in  the  yard  or  home.  If  a proper  place 
is  provided  by  parents  for  storage  of  toys,  such 
as  a toy  chest,  or  open  shelves  within  reach  of 
the  child,  and  the  child  is  taught  to  put  away 
playthings  when  play  time  is  over,  many  seri- 
ous falls  will  be  avoided.  The  habit  of  orderli- 
ness developed  by  supervision  early  in  life  will 
carry  over  into  later  life. 

The  National  Safety  Council,  as  a result  of 
studies  on  Toy  Safety,  indicates  that  some  of 
the  more  hazardous  toys  which  have  caused 


fatalities  are  bags,  buttons,  balloons,  bullets, 
bows  and  arrows,  sharp  and  pointed  objects, 
and  toys  which  break  apart  easily.  From  this 
list,  it  is  obvious  that  toys  which  can  be 
mouthed  by  small  children  such  as  buttons, 
plastic  bags,  rattles,  and  balloons  are  apt  to 
choke  or  suffocate,  and  that  for  young  or  old, 
any  weapon  which  shoots  is  a hazard  and 
should  be  used  with  respect  if  at  all. 

Christmas  time  also  brings  hazards  from 
Christmas  trees  and  other  decorations,  such  as 
Christmas  Tree  Bubbling  Fluid  — containing 
methylene  chloride;  Fireplace  Colors  — made 
of  metallic  salts  (copper,  barium,  selenium, 
lead,  thallium,  arsenic  and  antimony  are  com- 
mon ones)  which  produce  vari-colored  flames 
when  thrown  into  fireplace;  Snow  Sprays  — 
with  the  danger  of  inhalation  of  propellants 
which  are  halogenated  hydrocarbons  (methy- 
lene chloride,  freons);  Icicles  — metallic  foil 
streamers  usually  containing  a mixture  of  me- 
tallic tin  and  metallic  lead;  Holly  Berries;  Can- 
dles, Defective  Electrical  Cords  on  Christmas 
tree  lights  or  other  decorations,  etc. 

Another  hazard  of  the  holiday  season  is  the 
danger  due  to  the  large  amount  of  aspirin  used 
by  adults  during  this  season,  frequently  leaving 
the  container  in  reach  of  small  children  (aspirin 
is  the  cause  of  one-third  of  all  accidental  poi- 
sonings in  children  in  the  age  group  four  years 
and  under). 

Christmas-time  should  be  a happy  time. 
Let’s  keep  it  that  way  by  giving  special  atten- 
tion to  toy  safety  and  avoiding  the  hazards 
associated  with  Christmas  decorations. 


PART-TIME  PHYSICIAN  NEEDED 

Physician  urgently  needed  for  Illinois  State  Reformatory  for  Women 
at  Dwight.  Two  hours  a day,  three  days  a week,  plus  on  call.  Salary 
$750  a month.  Write  or  call  Joseph  Ragen,  Director  of  Public  Safety, 
State  of  Illinois,  103  State  Armory,  Springfield. 
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MEDICINE-RELIGION 

SYMPOSIUM 

P EOPLE INDIVIDUAL  PEOPLE SICK  PEOPLE PA- 

TIENTS— these  are  our  subject  this  evening.  A 
person  is  born,  lives,  suffers,  may  be  ill,  and 
will  die.  His  mission  in  life  is  to  live  so  that  at 
death  he  will  go  to  God.  In  the  human  person 
are  united  a physical  reality  and  a spiritual 
reality — body  and  soul.  When  a person  is  ill 
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Annual  Convention  of  the  Illinois  State  Medi- 
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both  are  involved.  The  care  of  body  and  soul 
cannot  be  separated.  Man  and  men  have  al- 
ways recognized  this  essential  union  and  lived 
by  it.  In  ancient  and  in  aboriginal  peoples, 
priest  and  healer  were  one.  For  that  matter, 
the  modern  equivalent  of  the  old  witch  doctor 
is  unfortunately  still  with  us.  King  Solomon, 
primarily  thought  of  as  a political  and  religious 
leader,  is  alleged  to  have  written  books  on 
medicine  and  pharmacology.  The  first  hospitals 
were  established  by  religious  organizations.  Our 
early  great  writings  emphasized  the  body  and 
soul  and  the  religious  aspects  of  healing.  The 
Talmud  contains  many  medical  and  hygienic 
references.  It  is  all  probably  summed  up  in 
Deuteronomy  when  God  tells  Moses,  “I  am 
the  Lord  and  it  is  health  I bring  thee.” 

This,  then,  is  the  patient.  Our  problems  are 
the  relationships  between  patient,  his  physi- 
cian, and  his  clergyman.  The  patient  has  a 
viewpoint,  so  does  the  physician,  and  so  does 
the  clergyman.  The  physician  has  two  view- 
points to  consider — his  own  and  the  patient’s. 
The  physician  has  his  own  religious  beliefs.  In 
the  care  of  a patient  the  patient’s  beliefs  must 
be  considered  primary  as  long  as  the  physician’s 
conscience  is  not  compromised.  In  a recent  issue 
of  one  national  publication  there  is  a magnificent 
article  on  psychiatry  and  religion  by  Franklin 
Ebaugh  which  has  broad  applications  to  medi- 
cine in  general.  In  this  he  states,  “Whatever  our 
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personal  leanings,  we  must  care  for  the  patient 
within  his  own  faith,  for  that  faith  is  an  es- 
sential part  of  his  ‘psychological  life  space,’ 
both  inner  and  outer.”  Ebaugh  opens  the  article 
with  this  statement  which  defines  one  of  our 
problems:  “Too  often,  in  his  quest  for  well- 
being as  a total  person,  the  religiously  oriented 
patient  feels  that  he  is  faced  with  a choice 
between  his  faith  and  his  doctor,  for  he  has  no 
assurance  that  the  tenets  of  medicine  and  reli- 
gion are  consistent  with  one  another.” 

This  helps  define  a major  area  of  this  par- 
ticular discussion : “What  is  the  role  of  the  phy- 
sician and  what  is  the  role  of  the  clergyman  in 
caring  for  the  spiritual  needs  of  the  patient?” 
We’ve  described  the  patient  and  his  spiritual 
orientation  and  outlined  some  problems  in  his 
care.  These  lead  to  exploration  of  solutions — 
these  would  seem  to  include  dedication,  under- 


THE PASTORAL  CARE 
OF  PATIENT  NEEDS 

The  Rev.  Meredith  Thomas 
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standing,  and  communication.  Dedication  we 
assume  we  all  should  have,  understanding  we 
should  all  be  working  towards,  communica- 
tion we’ll  talk  about  tonight. 

Reverend  Thomas  will  discuss  the  pastoral 
care  of  patient  needs.  Dr.  Rhoades  will  discuss 
the  help  the  physician  can  get  from  the  clergy- 
man and  the  responsibilities  of  the  physician  in 
these  same  areas.  Rabbi  Prombaum  will  ex- 
plore the  relationships  of  and  between  individ- 
uals in  patients  of  the  Jewish  faith.  Father  Mar- 
ren  will  probe  the  areas  of  communication  be- 
tween patient,  physician,  and  clergyman. 
Throughout,  various  specific  problems  will  be 
examined  from  different  viewpoints.  These  will 
include  the  seriously  ill  patient,  preparation  for 
death,  counseling  in  general,  and  relationships 
between  clergymen  and  doctors. 


To  DEFINE  THE  SPIRITUAL  NEEDS  of  a patient  is 
not  a simple  task.  The  needs  of  a patient  in  the 
midst  of  his  physical  or  mental  illness  are  so 
“inner-and-outer”  related  in  terms  of  the  in- 
terplay of  physical,  social,  mental  and  spiritual 
entities  that  one  cannot  easily  compartmentalize 
or  isolate  those  things  which  are  “solely  spirit- 
ual”. G.  K.  Chesterton  years  ago  lamented  the 
lack  of  any  standard  outline  of  the  soul.  There- 
fore, to  say  a patient’s  needs  in  spiritual  matters 
can  be  itemized  as  one,  two,  three,  four  and 
so  on  is  to  fall  victim  of  the  Cartesean  di- 
chotomy which  still  lingers  in  our  respective 
professions. 

When  a patient  lies  stricken  with  a serious 
physical  disorder,  which  may  terminate  his  life 
quite  quickly,  it  would  seem  that  the  inner  or 
“spiritual  needs”  of  this  person  revolve  around 
the  ageless  issues  of  religion;  the  soul’s  rela- 
tionship to  God,  judgment,  forgiveness  and  the 
life  to  come.  To  some  individuals  these  alone 
are  the  spiritual  needs  of  any  man,  yet  does 
this  recognize  or  meet  the  breadth  of  a pa- 
tient’s total  needs  in  the  days  of  recovery  or  in 
the  days  of  his  dying.  For  the  man  who  is 
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seriously  ill  and  who  is  faced  by  a physical  or 
mental  crisis  may  soon  be  engulfed  in  a series 
of  rather  “unspiritual  things”  which  can  shake 
the  foundations  of  his  being. 

Therefore,  do  I as  a clergyman  have  any 
ministry  to  that  person  who  is  cut  off  from  the 
support  of  his  home,  cast  into  the  indignities  of 
an  institutional  world  and  is  forced  to  face  an 
uncertain  tomorrow  in  terms  of  disability  or 
adapting  to  a new  way  of  living?  Or  are  these 
areas  of  man’s  life  unrelated  to  the  soul  and  to 
a clergyman’s  concern?  Can  I only  relate  my 
pastoral  ministry  to — “pre-operative  prayer”  or 
to  call  endlessly  on  the  chronically  ill  or  stand 
by  the  dying? 

Several  months  ago  when  a surgeon  called 
me  and  said,  “Tve  done  all  I can  for  Mrs.  R. 
Frankly,  she  should  have  left  the  hospital  today, 
but  she  has  no  will  to  live.  I believe  you  can 
help  her.” 

(How  often  we  forget  that  good  physical  or 
chemical  therapy  does  not  guarantee  the  res- 
toration of  a patient  to  full  health  even  though 
diagnostically  everything  seems  perfect  con- 
cerning the  physical  and  mental.) 

I again  called  on  Mrs.  R.  and  mentioned  the 
fact  that  this  was  the  day  she  should  have  been 
released.  After  a long  silence  she  spoke  curtly 
and  with  a broken  heart.  “Pastor,  they  sold 
my  clothes.  The  girls  of  my  club  had  a rum- 
mage sale  and  didn’t  keep  one  dress  for  me. 
They  figured  I wouldn’t  need  any  clothes.”  One 
dress — one  blue  dress,  stood  between  this 
woman  and  restoration.  She  was  at  traditional 
peace  with  God,  but  her  wholeness  was  im- 
paired by  some  friends’  short  sightedness.  After 
a few  phone  calls,  several  visits  and  apologies, 
her  health  was  attained.  Her  needs  were  the 
sacraments  of  human  love  and  care.  Prayers 
and  Scripture  never  could  have  done  what 
honesty  and  reconciliation  accomplished. 

This  case  points  up  one  whole  area  which 
will  rule  much  of  the  clergy  role  in  his  minis- 
try to  the  patient.  As  clergy  we  are  seldom 
equipped  with  enough  information  to  under- 
stand intelligently  and  quickly  what  our  role  in 
the  healing  or  helping  of  the  patient  will  be. 
To  be  sure,  the  average  man  is  seldom  as  God 
orientated  when  he  is  on  his  sick  bed.  But 
how  much  information  from  the  physician  do  I 
really  have  concerning  the  physical  or  mental 
condition  of  the  patient?  What  clergy  can  do 


in  terms  of  ministering  is  often  handicapped 
right  at  this  point.  Also  as  a minister  I face 
the  question  of  how  well  do  I know  this  per- 
son— face  to  face — and  his  faith,  and  how  well 
does  the  patient  know  my  role  and  ministry. 

As  a clergy  I am  enjoined  by  the  Word  of 
God  to  minister  to  the  sick  as  the  Gospel  of  St. 
Matthew  records,  “I  was  sick  and  ye  visited 
me.”  Yet  there  is  little  unanimity  amongst  the 
clergy  on  how  one  should  interpret  this  minis- 
try, which  in  part  is  due  to  a great  variance  over 
the  clergy’s  conception  of  what  the  “spiritual 
needs  are”  of  a patient. 

Many  clergy  look  upon  hospitalized  patients 
as  potential  prospects  for  their  church  roles  or 
individuals  who  need  to  be  evangelized.  Such 
clergy  as  these  come  with  a tract,  a tape  re- 
corder and  a testimony  followed  with  a pious 
prayer  or  admonition  to  get  right  with  God. 

Other  clergy  see  ministering  to  spiritual 
needs  of  the  sick  to  be  so  proscribed  by  a 
traditional  authority.  They  only  do  what  the 
Bible  or  their  particular  church  tells  them  to 
do;  this,  no  more,  no  less. 

Generally  amongst  the  clergy  there  is  the 
temptation  simply  to  “pass  the  time  of  day”, 
read  a Scripture  perhaps,  and  offer  a brief 
prayer.  Or  simply  lean  in  the  doorway  and  say, 
“Hi” — and  “Good  Morning”.  Period. 

The  question  in  the  large  sense,  of  course,  is 
this:  Can  part  of  the  therapy  the  patient  needs 
come  from  me?  Is  the  health  of  the  body  a 
proper  concern  for  the  clergy  or  are  we  soul 
keepers  only?  Can  we  speak  of  faith’s  rela- 
tionship to  illness?  Can  we  do  good — purpose- 
fully— in  conjunction  with  you  of  the  medical 
teams  or  are  we  merely  spiritual  demerol? 

The  last  six  decades  have  shown  that  the 
clergy  do  have  some  growing  insights  and 
therapy  which  will  be  of  good  to  the  whole 
patient.  There  are  areas  where  we  can  help  in 
the  restoration  of  the  person  who  is  the  patient. 
One  can  label  these  areas  “spiritual  needs”  if 
one  so  desires.  These  areas  are: 

The  Hidden  Things  of  the  Heart.  Each  pa- 
tient should  have  a chance  to  be  heard  out. 
To  speak  to  some  one  who  will  listen  about 
things  long  hidden  from  life’s  view,  incidents 
and  ideas  that  have  come  to  mind  during  his 
long  nights  and  tedious  days.  Often  a patient 
finds  that  his  mental  suffering  and  fears  are 
far  more  painful  than  his  physical  pain. 
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The  Issues  of  “ Life’s  Real  Values Each  pa- 
tient may  discover  areas  of  his  life  which  have 
lost  perspective  to  him.  He  may  need  the 
guidance  and  council  of  one  who  sees  life  as 
good  and  purposeful.  (Often  a patient’s  health 
will  only  be  as  significant  as  life’s  meaning  is 
to  him.)  He  may  wish  to  frankly  discuss  pain 
and  evil  and  his  sickness  and  its  relationship  to 
life.  (Not  only  with  the  clergy  but  with  his 
doctor,  too.) 

A Purposeful  Religion  and  Faith.  Each  pa- 
tient needs  to  understand  his  faith,  not  as  a 
guarantee  of  good  days  or  a vaccination  against 
bad  times,  but  as  a vital  way  to  view  all  of  life, 
to  see  life  in  a Biblical  perspective.  Prayer, 
Scripture  and  Holy  Communion  are  prime 
factors  at  this  point. 

Each  patient  is  usually  burdened  with 
enough  sin  and  sorrow,  that,  he  may  need 
and  want  an  opportunity  to  find  forgiveness  and 
restoration  toward  God  and  neighbor.  The 
power  of  love  and  forgiveness,  the  hope  of  the 
promises  of  God  has  delivered  many  a man 
from  the  realm  of  “wish”  to  the  reality  of  “will” 
in  his  struggle  toward  total  health. 
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The  Need  of  Someone  Who  Cares.  Each  pa- 
tient needs  and  may  not  have  a person  who 
cares  for  him  as  a person,  if  you  will — loves 
him  as  a fellow  creature.  One  who  comes  to 
help  in  their  world  which  may  be  filled  with 
loneliness,  bitterness  or  boredom.  Someone  who 
“breaks  in”  to  this  world  and  stands  in  a sup- 
portive relationship.  A clergyman  who  invades 
this  life  as  a friend  (outside  or  within  his  role 
as  religious  counselor)  has  infinite  value.  Add 
to  this  the  therapeutic  value  of  a kind  smile,  a 
word  of  joy,  a personal  enthusiasm  for  life,  an 
offer  of  aid,  the  loan  of  a good  book,  a story 
of  joy  and  you  have  a short  course  toward  the 
whole  man’s  rehabilitation. 

If  we  as  clergy  aid  you  in  our  mutual  minis- 
try of  caring  and  curing  of  the  complete  man, 
even  unto  the  prevention  of  this  being  a sick- 
ness unto  physical  death,  let  us  also  mutually 
so  heal  that  we  do  not  fail  to  restore  this  one 
to  a life  of  inner  health,  for  it  would  be  tragic 
if  we  should  understand  all  the  various  crises, 
comprehend  the  totality  of  the  patient’s  needs 
and  in  the  end  loose  the  man,  not  to  physical 
death,  but  to  the  realm  of  empty — purposeless 
living,  to  living  death. 


Surely  all  of  us  are  aware  that  we  do  not 
treat  diseases.  We  treat  people  with  diseases — 
people  endowed  with  body,  mind  and  spirit.  If 
we  are  perceptive  doctors  we  quickly  realize 
that  if  a disorder  occurs  in  any  one  of  these  ele- 
ments the  others  are  inevitably  affected.  In  our 
management  of  the  patient  we  must  not  focus 
our  attention  exclusively  on  the  single  disorder 
that  has  made  him  seek  help,  but  on  the  whole 
person.  Often  our  ministrations  must  be  extend- 
ed to  other  members  of  his  family  and  closest 
friends  also.  If  our  approach  is  so  oriented, 
there  are  many  situations  in  which  we  must 
seek  the  help  of  a spiritual  adviser,  just  as  we 
would  enlist  the  services  of  any  medical  con- 
sultant. Let  us  examine  some  of  these  special 
situations. 

1.  Some  patients  are  seized  with  a multi- 
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plicity  of  fears  and  a great  sense  of  loneliness 
simply  because  they  have  been  placed  in  a 
hospital.  This  is  not  true  of  every  patient.  But 
for  many  who  have  lived  at  a somewhat  super- 
ficial level  and  have  not  come  to  grips  with  the 
serious  realities  of  life,  this  sudden  necessity  to 
face  a situation  in  which  “the  chips  are  down” 
is  very  frightening.  In  this  setting  many  un- 
familiar and  sometimes  painful  procedures  are 
being  done  in  an  impersonal  way  by  many  dif- 
ferent people  (and  sometimes  this  impersonal 
approach  is  by  the  patient’s  own  physician). 
For  many,  the  unobtrusive  visit  of  a man  of 
God  who  comes  for  no  purpose  except  to  offer 
cheerful  friendship  and  comfort  is  a tremendous 
boon  at  this  time. 

Even  for  a deeply  religious  person,  who  has 
developed  the  inner  resources  to  meet  life’s 
crises  with  fortitude,  the  visit  of  the  hospital 
chaplain  or  the  patient’s  own  minister  will  be 
a great  comfort.  It  helps  re-establish  the  fa- 
miliar atmosphere  in  which  he  approaches  the 
important  problems  of  his  life.  There  are  other 
areas  in  which  the  help  of  the  clergy  is  more 
urgently  needed. 

2.  For  instance,  any  patient  who  suddenly  is 
face  to  face  with  a life  threatening  illness  such 
as  Staphylococcus  septicemia,  a severe  myo- 
cardial infarct,  a perforated  viscus,  etc.  has  the 
right  to  a visit  from  a clergyman  if  he  desires 
it.  Catholic  patients  will  often  demand  it.  Prot- 
estants and  Jews  usually  will  be  deeply  grateful 
for  the  opportunity  if  it  is  tactfully  suggested  to 
them.  Patients,  with  good  reason,  are  frightened 
by  these  catastrophic  emergencies.  Knowing 
that  they  are  possibly  facing  death,  the  pres- 
ence of  a spiritual  adviser  to  help  both  them  in 
their  extremity  and  the  family  so  gravely  dis- 
turbed also,  becomes  of  urgent  importance. 

3.  Some  patients  whose  illnesses  do  not  con- 
stitute immediate  emergencies  have  inevitably 
fatal  disease  such  as  widespread  cancer  or  in- 
curable chronic  disorders  such  as  multiple 
sclerosis  in  which  the  prospect  is  for  months  or 
years  of  disability  and  suffering.  If  the  patient 
asks  . . . and  he  usually  does  . . . the  physician 
has  the  obligation  to  outline  the  prognosis  as 
truthfully  and  hopefully  as  he  can.  This  re- 
vealing knowledge,  though  often  simply  a con- 
firmation of  the  patient’s  fears,  is  often  a de- 
vastating emotional  experience.  The  clergyman, 
working  with  the  physician,  may  in  such  situa- 


tions be  able  to  show  the  patient  how  even 
death  may  be  faced  with  equanimity,  and  how 
pain  may  be  born  with  fortitude.  Such  patients 
may  be  helped  to  an  attitude  of  dependence  on 
the  Almighty  that  creates  a tranquility  of  spirit 
never  before  realized  in  their  lives. 

4.  When  a patient  dies,  regardless  of  whether 
the  event  was  sudden  or  long  anticipated,  it  is 
a time  of  deep  sorrow  for  his  loved  ones.  The 
grief  is  hardest  to  bear  when  a child  or  young 
adult,  just  facing  the  richest  experiences  of 
life,  passes  on.  The  physician  who  has  been 
caring  for  the  patient  cannot,  at  least  should 
not,  bow  out  of  the  scene  at  this  time.  He  must 
explain  as  well  as  possible  to  the  family  what 
went  on  to  cause  the  patient’s  death  and  to 
give  what  comfort  and  encouragement  he  can 
to  the  bereaved  ones.  But  he  usually  should 
call  the  hospital  chaplain  or  the  patient’s  pastor 
too.  It  is  here  that  he  pastor  ...  of  whichever 
faith  is  indicated  , . . can  offer  spiritual  help 
beyond  the  capacity  of  the  physician.  Knowing 
that  the  physician  cares  personally  enough  for 
the  one  who  has  passed  on  and  for  those  who 
are  bereaved  to  suggest  the  ministration  of  the 
clergyman  gives  the  family  security  and  com- 
fort both  at  the  time  of  crisis  and  in  later  years 
as  they  look  back  on  the  painful  experience. 

5.  The  last  area  in  which  the  hospital  chap- 
lain can  help  in  an  unique  way  is  different  from 
the  ones  previous  discussed.  It  is  in  the  re- 
habilitation of  victims  of  chronic  alcoholism 
and  other  illnesses  which  result  from  an  indi- 
vidual’s inability  to  cope  with  the  stresses  and 
strains  of  day  to  day  living.  Salter  in  his  text 
on  pharmacology  stated, — “people  become  al- 
coholics because  life  hurts  too  much”.  All  of  us 
are  familiar  with  the  mortified  and  penitent 
alcoholic  who  after  two  or  three  days  of  sober- 
ing up  in  the  hospital  declares  he  will  never 
touch  another  drop — and  means  it.  It  requires 
very  little  probing  to  establish  that  such  persons 
are  having  great  difficulty  in  finding  the  true 
significance  of  life  and  in  making  the  adjust- 
ments in  their  family,  business  and  social  rela- 
tionships that  are  necessary  for  happy  exist- 
ence. In  their  inadequacy  they  turn  to  alcohol 
or  some  other  drug  as  the  quickest  way  of 
shutting  out  the  world  they  find  so  hard  to  take. 

If  the  clergyman  can  be  tactfully  brought 
into  the  picture  when  the  patient  is  in  a recep- 
tive state,  desperately  needing  a friend,  he  can 
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be  of  inestimable  value.  Let  me  say,  at  once, 
however,  that  the  chaplain  should  in  this  situa- 
tion act  as  a man  of  God — not  as  a pseudo- 
psychiatrist. Many  persons  with  alcohol  and 
other  drug  addictions  do  need  psychiatric  study 
and  treatment,  but  they  also  need  spiritual  help. 
And  the  two  are  not  the  same.  My  personal 
belief  is  that  alcoholics  need  first  to  know  that 
the  physician  and  minister  regard  them  as  im- 
portant human  beings  who  are  not  to  be  casti- 
gated and  punished  but  to  be  understood.  Here 
is  an  unparalleled  opportunity  for  the  minister 
to  become  first  a sympathetic  friend,  then  a 
gentle  counsellor  who  will  slowly  lead  the  pa- 
tient to  a knowledge  of  the  deeper  values  of 
life,  helping  him  gain  the  spiritual  resources 
which  will  allow  him  to  cope  with  his  problems 
rather  then  run  away  from  them. 

Summary 

I have  attempted  to  state  that  a physician 
often  is  treating  a complex  human  being  whose 
total  physical  and  emotional  problem  may  far 
exceed  the  particular  physical  disorder  which 
led  him  to  consult  his  doctor.  Also  the  physi- 


cian must  be  aware  that  no  patient  can  be 
entirely  separated  from  his  environment.  Hence 
the  patient’s  relatives  and  close  friends  also 
must  be  considered  in  the  patient’s  care.  Since 
the  total  man  is  composed  of  body,  mind  and 
spirit,  the  help  of  a spiritual  adviser  frequently 
must  be  sought  by  the  physician.  Some  of  the 
vital  areas  in  which  the  physician  and  clergy- 
man should  work  together  have  been  outlined. 
They  include: 

1.  Help  with  the  emotional  adjustments  of  a 
patient  who  is  frightened  by  the  experience  of 
serious  illness  and  being  suddenly  thrust  into  an 
unfamiliar  hospital  setting. 

2.  Sudden  and  life  threatening  emergencies 
in  which  the  possibility  of  a fatal  outcome  is 
very  real. 

3.  Sudden  confrontation  of  a patient  with  the 
fact  of  having  a prolonged  incurable  illness 
with  all  the  physical  and  mental  suffering  that 
this  entails. 

4.  The  shock  and  sorrow  of  persons  close  to 
a loved  one  who  has  just  died  in  the  hospital 
or  home. 

5.  The  need  for  friendly  interest  and  religious 
counsel  by  persons  with  alcoholic  and  other 
drug  addictions. 


It  was  very  gracious  of  Chairman  Dr.  Haley 
to  allow  me  to  follow  the  other  panelists  in  ac- 
cordance with  my  request.  Historically,  the 
full-time  Jewish  Chaplaincy  is  a facsimile  of 
the  calling  created  by  The  Catholic  and  Prot- 
estant Hospital  Movements.  Therefore,  by  fol- 
lowing the  Christian  Clergy  in  this  presenta- 
tion, one  feels  a sense  of  “historical  sequence.” 
Apropos  of  the  sentiments  expressed  here  that 
medicine  and  religion  have  a great  area  of 
mutual  accomplishment,  this  goal  can  only  be 
realized  in  the  arena  of  the  hospital.  It  is  in 
this  arena  that  outstanding  research  and  prog- 
ress in  all  aspects  of  “total  patient  care”  is  made 
and  the  full-time  hospital  Chaplain  is  in  the 
best  position  to  make  himself  available  to  re- 
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ceive  the  benefits  of  the  program,  and  to  trans- 
mit it  to  clerical  colleagues  in  the  pastorate  and 
the  pulpit. 

The  central  thought  expressed  tonight  came 
in  the  form  of  mutual  agreement  that  greater 
cooperation  between  doctor  and  clergyman  will 
vastly  enhance  the  welfare  of  the  patient.  If 
this  is  all  we  have  come  here  to  express,  than 
it  is  easiest  for  me  to  say  “ditto”  and  sit  down. 
It  would  be  difficult  to  believe,  however,  that 
our  select,  professional  audience,  would  be 
intellectually  satisfied  with  what  seems  a benign 
and  superficial  statement  of  facts.  The  phrase 
“I  and  Thou”  (the  first  part  of  my  topic)  was 
borrowed  from  the  philosophy  of  Martin  Buber. 
I have  used  it  to  indicate  that  we  encounter 
each  other  and  seek  to  express  the  highest 
striving  of  our  spiritual  essence  as  well  as  oar 
disagreements.  This  calls  for  (among  other 
things ) a recognition  of  a “struggle  for  domina- 
tion” between  doctor  and  chaplain. 

Historically,  this  goes  back  to  earlier  eras 
when  hospitals  were  established  by  the  church 
as  part  of  its  program  of  religious  expansion. 
In  those  days  the  concept  of  therapy  was 
theologically  and  philosophically  oriented  and 
the  chaplain,  as  the  representative  par  excel- 
lence of  “The  Divine  Therapist”,  was  held  in 
higher  esteem  than  the  physician  whose  medi- 
cal arts  were  of  a more  “human”  order.  The 
doctor  was,  therefore,  “auxiliary”  to  the  clergy- 
man. With  the  coming  of  the  Industrial  Revolu- 
tion and  the  Age  of  Science,  the  pendulum 
swung  in  the  opposite  direction.  Today,  the 
physician  is  the  representative  of  the  recog- 


nized forces  of  healing,  and  the  chaplain  is 
“auxiliary”  to  him.  Our  eminent  doctor  panelist 
tonight  indicated  that  medicine  cures  the 
alcoholic  without  the  aid  of  the  clergyman. 
However,  the  latter  can  be  “helpful”  in  the 
effort  to  cure  the  alcoholic.  Examples  could  be 
multiplied  to  illustrate  the  fact  that  medical 
science  feels  a stronger  sense  of  power  and  in- 
dependence, which  often  results  in  the  relega- 
tion of  the  chaplain  or  pastor  to  a secondary 
role  in  the  healing  of  the  patient. 

It  must  be  admitted  at  this  point  that  the 
question  of  who  is  “primary”  or  “secondary”  is 
not  limited  to  physician-clergy  relationships. 
Within  medicine  itself,  the  practitioner  who 
deals  with  the  “tangible”  looks  down  on  the 
practitioner  of  the  “intangible”.  His  own  col- 
leagues in  medical  research  humorously  char- 
acterize the  psychiatrist  as  “an  M.D.  who  can’t 
stand  the  sight  of  blood”.  Thus,  in  removing 
the  obstacles  to  physician-chaplain  improved 
cooperation  we  must  overcome  two  problems; 

a)  the  negative  legacies  of  the  historic  past; 

b)  the  current  prejudices  that  stem  from  an 
undue  reverence  for  “tangible”  therapy  and  a 
benevolent  contempt  for  “intangible”  thera- 
peutics. 

In  conclusion,  let  us  hope  that  the  prognosti- 
cations expressed  tonight  for  happy  future  re- 
lationships on  a larger  scale  between  doctor 
and  chaplain  will  be  fulfilled.  The  time  is  ripe 
for  the  establishment  of  a time  “I  and  Thou” 
relationship  between  us  for  the  ultimate  suc- 
cess of  our  mutual  efforts  for  “total  patient 
care”. 


THE  PARTNERSHIP 

A s the  body  and  soul  are  united  in  a living  being,  so  must  the 
physician  be  able  to  treat  both.  Proof  of  this  lies  in  the  placebo 
which  so  often  cures  because  it  is  preceded  by  sympathy  and 
given  with  kindness.  When  the  physician  begins  his  practice,  his 
medical  skills  enter  into  an  equal  partnership  with  human  under- 
standing and  a sense  of  the  religious.  This  partnership  cannot 
dissolve  as  long  as  he  continues  to  practice  medicine. 
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There  is  an  old  expression,  “War  is  hell”.  I 
know  it  is  and  yet  I think  everyone  will  agree 
that  many  good  things  have  been  the  results  of 
war.  Medicine  has  had  this  experience.  In  the 
stress  of  wartime  many  procedures  were  in- 
vented and  many  discoveries  made  in  the  care 
of  the  wounded  and  disabled  that  have  been 
transferred  to  peacetime  and  amplified  for  the 
benefit  of  mankind.  One  good  example  would 
be  the  strides  made  in  the  field  of  cardiac  sur- 
gery on  the  basis  of  the  amazing  things  done 
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in  wartime  in  surgery,  anesthesia  and  blood 
transfusions. 

It  was  in  the  same  crucible  that  it  became 
more  and  more  apparent  how  religion  and  medi- 
cine could  work  as  a team  to  help  the  wounded, 
the  sick  and  the  dying,  each  in  his  own  field. 
Our  progress  in  bringing  this  same  relationship 
to  a peacetime  application  may  be  slower  than 
the  developments  in  cardiac  surgery  but  it 
is  definite  and  increasingly  more  apparent.  If 
we  could  work  so  closely  and  so  well  in  the 
stress  of  war,  why  should  we  not  be  able  to  do 
the  same  in  the  relaxed  atmosphere  of  peace- 
time. It  certainly  should  not  be  a matter  of 
antagonism — “there  is  enough  glory  to  go  around 
for  everyone.” 

When  I think  of  how  we  worked  together,  I 
am  reminded  especially  of  an  incident  that 
happened  in  the  early  months  of  1945  when  I 
was  an  army  chaplain.  Our  medical  station  was 
set  up  in  a small  barn  in  Germany  and  it  was  at 
night  when  a very  badly  wounded  soldier 
was  brought  in,  just  about  breathing  and,  even 
that,  it  seemed,  only  at  times.  He  was  from 
Kentucky,  he  was  a Protestant  boy,  and  the 
most  we  could  get  was  a mumbled  word  every 
so  often.  The  doctor  was  Jewish  and  trying  his 
darndest  to  figure  out  what  to  do.  The  boy  had 
had  everything  that  he  could  be  given,  plasma, 
(the  limit),  drugs,  immediate  care.  Finally  the 
doctor  said  there  was  only  one  desperate  thing 
to  do.  The  boy  had  to  have  some  fresh  blood 
( and  there  was  no  blood  bank! ) Everyone  was 
game,  but  only  two  of  us  had  the  same  type  as 
the  boy.  So  the  doctor  took  the  blood  pain- 
stakingly by  syringe  from  myself  and  an  aid 
man  to  this  wounded  boy.  It  got  him  to  the 
point  where  the  doctors  felt  they  could  trans- 
port him  to  a field  hospital;  so  I don’t  know 
what  the  final  outcome  was.  But  I always  re- 
member that  doctor  because  he  had  a flask  and 
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he  restored  the  aid  man  and  myself  to  active 
duty  right  away  with  some  of  that  fruit  juice 
he  had  in  there.  We  can  work  together! 

And,  just  as  medicine  learned  much  from 
war,  so  did  religion.  In  the  seven  months  that 
our  division  was  in  the  action  of  the  war  I 
took  care  of  all  the  wounded  and  dying  that 
passed  through  our  clearing  station — Catholics, 
Protestants,  Jewish  and  no  religion — and  there 
were  many  days  when  our  census  ran  to  400 
cases.  It  is  in  wartime  that  religion  can  find 
out  the  brotherhood  of  man! 

It  is  in  working  together  that  we  can,  each 
in  his  own  specialty,  contribute  our  share  to 
help  mankind  in  the  way  that  the  psalmnist 
pictures  him: 

What  is  man  that  you  remember  him, 
the  son  of  man  that  you  care  for  him? 

Little  less  than  the  angels  have  you  made  him, 
You  have  crowned  him  with  glory  and  with 

honor. 

You  have  given  him  rule  over  your  handiwork 

setting  all  things  under  his  feet.  Ps.  8 

There  are  problems  to  be  solved  in  this  rela- 
tionship of  medicine  and  religion,  as  in  a mar- 
riage, but  they  can  be  resolved  through  a desire 
for  understanding  and  a common  dedication  to 
helping  mankind.  The  rewards  in  the  way  of 
benefits  for  mankind  should  make  the  effort 
worthwhile. 

It  is  necessary  that  there  be  communication 
between  the  doctor,  the  patient  and  the  chap- 
lain. For  one  thing  it  is  of  paramount  impor- 
tance that  there  be  a respect  for  the  desires  of 
the  patient  and  a consideration  for  his  back- 
ground. Maybe  I can  illustrate  this  by  speaking 
of  an  element  of  Catholic  life  that  is  very  often 
misunderstood,  even  by  some  of  our  Catholics. 
Oftentimes  in  a hospital,  when  a patient  is 
placed  on  the  critical  list,  the  clergyman  of  the 
religious  affiliation  of  the  patient  is  called  and 
informed.  Sometimes  it  may  be  stated  this  way 
in  the  case  of  a Catholic,  “Call  the  priest  and 
ask  him  to  give  last  rites  to  so  and  so”.  No  title 
could  be  more  misleading  than  this  one,  or,  for 
that  matter,  more  disheartening  to  the  non- 
Catholic  who  doesn’t  understand  what  this  is 
all  about.  Now  any  opinions  to  the  contrary 


notwithstanding,  this  is  not  a matter  of  the 
priest  coming  to  give  the  “coup  de  grace”  to  the 
patient  you’ve  worked  so  long  to  help;  it  is  not 
a sign  to  the  patient  that  all  hope  is  gone  or 
that  the  doctors  have  given  up.  It  is  not  hanging 
up  the  flag  of  surrender.  Calling  the  priest  does 
not  mean  that  death  is  inevitable,  anymore 
than  oxygen,  intravenous  feeding,  or  any  of  the 
usual  procedures  in  the  care  of  a sick  person 
signify  that  his  case  is  hopeless. 

This  is  an  area  where  communication  would 
foster  healthier  attitudes  and  relationships  and 
Catholic  clergymen  would  welcome  any  op- 
portunity to  dispel  the  misunderstandings  about 
his  work  with  the  sick  and  dying.  This  could 
be  done  through  talks  to  medical  students. 

A Catholic  is  convinced  that  the  aids  that 
Christ  gave  for  salvation  come  to  him  in  a way 
that  he  can  perceive  with  the  aid  of  his  senses 
even  though  these  helps  are  spiritual  and 
supernatural.  For  instance,  while  Christ  was 
on  earth  He  worked  many  of  his  wonder- 
ful manifestations  just  by  a word  or  a com- 
mand, but  in  other  cases  he  made  his  work 
apparent  in  some  sensible  way.  Thus  on  one  oc- 
casion with  a blind  man  he  made  a paste  of  his 
spittle  and  some  clay  and  put  it  on  the  man’s 
eyes.  Then  he  told  the  man  to  wash  in  the  Pool 
of  Silome  and  he  regained  his  sight.  So,  in  the 
epistle  of  James,  we  are  told:  “Is  any  one  sick 
among  you?  Let  him  bring  in  the  presbyters  of 
the  Church  and  let  them  pray  over  him,  an- 
nointing  him  with  oil  in  the  name  of  the  Lord. 
And  the  prayer  of  faith  will  save  the  sick  man 
and  the  Lord  will  raise  him  up  and  if  he  be  in 
sins  they  shall  be  forgiven  him.” 

As  a step  toward  eliminating  this  frequent 
misunderstanding  the  II  Vatican  Council  has 
changed  the  name  of  this  Sacrament  to  the 
Sacrament  of  the  Annointing  of  the  Sick. 

I suppose  there  are  times  when  a priest  feels 
like  he  could  have  made  a pretty  good  living  in 
place  of  Boris  Karloff.  This  is  when  he  is  called 
and  some  solicitous  person  wants  to  caution 
him  so  he  won’t  make  any  mistakes  in  dealing 
with  the  patient.  “Father,  we  hesitated  in  call- 
ing you  because  Mr.  Brown  is  very,  very  sick, 
and  we  were  afraid  he  might  get  alarmed  when 
he  saw  you  coming  in”.  So  the  priest  walks  in 
and  he  sees  Mr.  Brown  in  an  oxygen  tent,  levine 
tube,  bottles  hanging  up  for  intravenous  feed- 
ing or  maybe  blood  transfusion,  catheter  going 
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off  in  the  plastic  bag,  maybe  even  a cutdown 
on  the  ankle  and  so  forth.  And  the  priest  thinks, 
“and  I’m  liable  to  scare  him  to  death.” 

It  is  the  experience  of  every  priest  to  have 
doctors  say  to  him,  as  though  this  is  quite  a 
reason  for  surprise  all  around,  “You  know  so 
and  so  that  you  took  care  of  the  other  night  is 
going  to  go  home  in  a week.  She  is  doing  very 
well  now”.  Actually  we  are  inclined  to  say, 
“Well,  that  is  what  I expected”,  because,  when 
we  give  the  anointings  to  a person  who  is  seri- 
ously sick,  the  prayers  we  say  are  prayers  ask- 
ing God  to  grant  recovery  to  the  person  and 
restoration  to  his  duties  in  life.  Thus  any  priest 
will  tell  you  of  the  wonderful  recoveries  in  his 
experience. 

The  Catholic  is  uneasy  if  he  is  sick  and  he 
hasn’t  seen  the  priest.  From  the  priest  he  ex- 
pects spiritual  help,  consolation  and  comfort. 
It  is  a pity  for  anyone  to  deprive  him  of  this 
because  of  a personal  opinion  or  a lack  of 
understanding  of  what  is  involved.  He  can  be 
helped  most  if  the  priest  is  able  to  come  to  him 
while  he  is  conscious.  To  wait  until  the  person 
is  unconscious  before  calling  a priest  for  the 
Catholic  patient  is  to  make  very  difficult  if  not 
impossible  communication  between  the  clergy- 
man, the  patient  and  his  God. 

I don’t  think  we  can  stress  too  much  the  as- 
sistance the  clergyman  can  give  the  medical 
team  when  his  aid  is  enlisted  and  he  works 
with  the  team.  Years  ago  I had  a good  taste  of 
this  in  working  with  the  whole  group  on  the 
Polio  Foundation  floor  at  the  University  of  Illi- 
nois Hospital.  But  I would  like  to  mention  one 
specific  instance  of  very  satisfying  cooperative 
effort,  in  the  University  of  Illinois  Hospital.  It 
was  typical  of  many  instances  of  fine  relations 
in  working  for  the  patients  between  myself  and 
Dr.  Stuart  Roberts. 

He  was  faced  one  night  with  the  necessity  of 
serious  abdominal  surgery  on  a man  who  just  a 
few  days  before  had  surgery  for  a laryngectomy 


and  radical  neck  dissection.  Doctor  Roberts 
called  me  because  this  man  was  a Catholic  and 
asked  me  to  see  him  as  the  patient  was  very  ap- 
prehensive. Doctor  Roberts  briefed  me  com- 
pletely on  what  was  involved.  I had  established 
a friendly  relationship  with  the  patient  through 
seeing  him  before  surgery,  also  giving  him  the 
Sacrament  of  the  anointings  after  surgery  when 
he  was  in  critical  condition.  Now  I was  able  to 
calm  him  and  I stayed  with  him  right  into  sur- 
gery. Through  all  the  excellent  care  he  received 
he  recovered. 

But  to  accomplish  these  things,  the  coopera- 
tion must  be  planned;  it  can’t  be  left  to  a 
chance  meeting  in  the  corridor.  There  are  in- 
stances when  this  communication  should  take 
place,  at  least  in  fairness  to  the  chaplain,  as  well 
as  for  the  mutual  good  results  in  patient  care. 
One  instance  I would  cite  would  be  that  of 
cardiac  surgery.  When  this  procedure,  known 
as  “open  heart  surgery”  was  in  the  process  of 
development,  it  was  a trying  time  for  all  in- 
volved. You  could  hear  statements  like,  “Well, 
when  they  were  doing  it  at  such  and  such  a 
place  they  lost  fourteen  out  of  the  first  fifteen” 
and  so  on.  Or,  after  the  cases,  “Well,  they  were 
bad  risks  anyway”.  In  the  meantime  the  clergy- 
man was  visiting  the  patients  and  trying  to  help 
them — to  what?  It  would  seem  that  this  would 
be  a time  when  the  clergyman  could  not  be  left 
out  of  the  team  approach — be  was  to  have  a 
great  deal  to  do  with  a healthy  mental  prepara- 
tion for  surgery.  And  he  did  have  his  own  con- 
science to  live  with — after  all,  these  patients 
were  looking  to  him  as  their  spiritual  father, 
their  guide  and  their  counsellor.  And  it  wasn’t 
unusual  that  he  had  to  face  the  family  and  rela- 
tives afterwards. 

There  is  much  that  can  be  accomplished  by 
the  health  team  in  total  patient  care  and  it  is 
in  these  conferences  that  we  find  the  many 
ways  of  cooperation. 
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Course  and  Complications 

The  relationship  between  acute  regional  en- 
teritis, often  present  in  children,44  and  chronic 
regional  enteritis  remains  ill-defined.45  Pre- 
sumably chronic  regional  enteritis  begins  as  an 
acute  process;  although  the  probability  is  that, 
in  many  instances,  an  initially  mild  or  smoulder- 
ing tissue  reaction  progresses  to  chronicity 
without  overt  transition  through  an  acute  stage. 
According  to  some  observers,  one-fourth  of  pa- 
tients with  acute  regional  enteritis  may  pro- 
gress to  chronic  enteritis,  while  the  others  may 
have  no  further  symptoms.46’47  However,  in 
delineating  the  natural  history  of  the  disease, 
careful  prolonged  observation  of  patients  is 
necessary,  in  view  of  the  frequency  of  recur- 
rences after  surgical  resection,  and  the  recur- 
rences that  may  develop  after  long  periods  of 
quiescence. 

Regional  enteritis  may  be  associated  with  nu- 
merous intestinal  and  rectal  complications,  in- 
cluding partial  to  complete  obstruction  of  small 
intestine,  fistulae  between  loops  of  small  in- 
testine and  bowel,  skin,  bladder  and  vagina, 
perianal  abscesses  and  fistulae.  Intra-abdominal 
abscesses,  resulting  from  extension  of  the  deep 
intestinal  ulcerations  through  the  serosa,  are 
not  uncommon  and  may  involve  the  presacral 
space4S  or  present  in  the  region  of  the  thigh  by 
extension  along  tissue  planes.49  Perforation  of 
the  small  intestine  in  regional  enteritis  necessi- 
tates consideration  of  this  problem  in  the  differ- 
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ential  diagnosis  of  the  acute  abdomen.50-52 
Bright  red  rectal  bleeding  or  melena  may  occur 
as  the  result  of  penetration  of  the  ulceration, 
inflammatory  process  into  larger  blood  ves- 
sels.53-54 In  addition  to  enterovesical  fistulae, 
urinary  difficulties  include  an  increased  inci- 
dence of  nephrolithiasis55  and,  less  often,  uri- 
nary obstruction,  by  involvement  of  the  ureter 
in  the  inflamed  small  bowel  and  mesentery.56 
Hepatic  complications  include  multiple  liver 
abscesses  secondary  to  suppurative  pylephlebi- 
tis,57 and  biliary  cirrhosis.58  Adenocarcinoma 
of  the  small  bowel  in  association  with  regional 
enteritis  is  being  reported  more  frequently.59-63 

Systemic  complications  are  less  common  than 
in  ulcerative  colitis,  but  they  include  nutritional 
deficiencies,  malabsorption  and  retardation  of 
growth,  pyoderma  gangrenosum,  arthritis,64-65 
rheumatoid  spondylitis,66-68  erythema  nodos- 
um69 and  clubbing  of  the  fingers.  The  inci- 
dence of  rheumatoid  spondylitis  apparently  is 
twenty  times  higher  in  inflammatory  small 
bowel  disease  than  in  the  general  population.66 
Chronic  regional  enteritis  also  may  be  compli- 
cated by  secondary  amyloidosis,  and,  ultimate- 
ly, by  death  from  renal  failure  as  the  result  of 
involvement  of  the  kidneys.70 

Medical  Treatment 

The  medical  treatment  of  regional  enteritis 
has  not  changed  substantially  in  recent  years. 
Therapy  remains  supportive,  symptomatic,  com- 
prehensive, and  must  be  sustained.  The  pro- 
gram includes  restoration  of  nutrition,  a bland 
diet,  antispasmodics  and  antimotility  agents. 
Sulfonamides,  both  absorbable  and  non-absorb- 
able,  are  prescribed  and  appear  to  be  helpful, 
at  least  occasionally;  although  their  effects  upon 
the  bacterial  flora  of  the  gut  during  prolonged 
treatment  are  not  known.  The  absorbable  sul- 
fonamides may  be  helpful  as  adjuncts  to  the 
treatment  of  perirectal  abscesses  or  fistulae,  but 
heat  locally  and  surgical  drainage  or  excision 
usually  are  necessary.  X-ray  irradiation  of  the 
abdomen,  through  portals  overlying  the  dis- 
eased intestine,  has  not  received  general  accept- 
ance. 

Although  initially  disappointing,  perhaps  be- 
cause of  their  use  in  patients  with  irreversible 
cicatrization  of  small  intestine,  corticotrophin 
(ACTH)  and  corticosteroids  have  proven  to 


be  useful  therapeutic  adjuncts,  in  at  least  some 
patients  with  active  regional  enteritis,  extensive 
involvement  of  small  bowel,  in  regional  enteritis 
associated  with  malabsorption  and  malnutri- 
tion; and  in  patients  with  ileocolitis.  However, 
the  long-term  effects  of  corticosteroid  therapy 
in  chronic  regional  enteritis  have  not  been  eval- 
uated fully.  In  the  absence  of  obvious  surgical 
indications,  most  patients  with  regional  enteri- 
tis continue  to  be  treated  medically.71-72-73  The 
presence  of  a palpable  mass  in  the  right  lower 
abdominal  quadrant,  or  bleeding,  often  cited  as 
absolute  requirements  for  surgery,  may  be  only 
relative  indication,  as  the  mass  may  disappear 
on  prolonged  medical  management,  and  bleed- 
ing may  recur  despite  multiple  resections  of 
small  intestine. 

Surgical  Management 

The  number  of  patients  with  regional  enteri- 
tis treated  surgically  approximates  50  per  cent; 
though  in  some  centers,  up  to  88  per  cent  of 
patients  with  regional  enteritis  are  treated  sur- 
gically.74 However,  the  recurrence  rate  con- 
tinues to  be  very  high,  averaging  about  2 in 
every  3 patients;75-76  and  medical  treatment 
must  be  resumed  in  all  patients  after  sur- 
gery.77-80 The  pronounced  tendency  to  recur- 
rences after  resection  of  diseased  bowel  is  a 
challenging  unexplained  problem.  Renewal  of 
the  process  despite  removal  of  all  diseased 
bowel,  as  determined  by  histological  examina- 
tion, clearly  indicates  that  the  etiologic  factors 
have  not  been  extirpated.  Another  possibility  is 
that  the  fullest  extent  of  the  disease  cannot  be 
visualized  at  the  time  of  operation  by  current 
methods.  Occasionally,  operation  has  been  de- 
ferred for  extended  periods,  in  anticipation  of 
subsidence  of  the  acute  inflammation.  Massive 
resection  of  small  intestine  may  be  helpful  in 
controlling  the  disease  in  selected  cases,81-82 
although  the  hazard  of  significant  impairment 
of  nutritional  status  is  ever  present.  The  use  of 
corticosteroids  “prophylactically”  immediately 
after  surgery,  in  conjunction  with  “standard” 
management,  to  prevent  recurrences,  is  under 
investigation  and  no  definite  information  is 
available  now. 

The  indications  for  surgery  in  regional  enteri- 
tis include  obstruction,  perforation,  intra-ab- 
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dominal  abscesses  and  fistulae,  uncontrollable 
hemorrhage,  entero-cutaneous  fistulae  and  un- 
controllability of  the  disease  by  medical  man- 
agement.83 Relative  indications  for  operation 
must  include:  considerations  of  the  age  of  the 
patient,  since  recurrences  are  far  more  frequent 
when  the  onset  of  illness  occurs  under  the  age 
of  30;75  the  extent  of  involvement  of  the  bowel, 
since  extensive  enteritis  often  is  not  amenable 
to  operation;  the  location  of  the  disease,  since 
the  operative  results  may  be  poorer  in  ileocolitis 
than  in  regional  enteritis;  and,  finally,  a history 
of  earlier  operations,  since  prior  removal  of 
substantial  segments  of  small  bowel  may  ob- 
viate resection  of  more  intestine,  despite  recur- 
rent disease.  The  mortality  rate  of  operation  is 
relatively  low,  approximately  2-3  per  cent. 

Prognosis 

In  most  patients  with  regional  enteritis,  the 
course  of  the  disease  is  relativtly  benign,  de- 
spite periodic  exacerbations  and  remissions.  A 
careful  study  of  the  mortality  of  regional  enteri- 
tis placed  the  death  rate  in  this  country  at  0.08 
per  100,000  population,  much  lower  than  that 
of  ulcerative  colitis.84  Two  important  factors 
are  the  age  of  the  patients  at  the  onset  of  symp- 
toms, the  disease  tending  to  be  more  severe  in 
younger  individuals,  and  the  location  of  the  in- 
flammation, since  the  commonest  site,  terminal 
ileum,  is  often  being  associated  with  less  severe 
disease  than  in  jejunoileitis  or  ileocolitis.  The 
anatomic  extent  of  the  disease  may  be  relatively 
stationary  in  individual  patients  but,  in  other 
instances,  progression  of  the  inflammation  even- 
tually may  include  the  entire  colon.85 

Regional  enteritis  during  pregnancy  usually 
does  not  pose  a serious  threat  to  the  mother  or 
the  child,  unless  the  disease  occurs  acutely  for 
the  first  time  during  pregnancy,  when  it  often 
is  severe  and  is  associated  with  spontaneous 
abortion  or  premature  labor.86 

Granulomatous  Jejunoileitis 

Granulomatous  inflammation  of  both  the  je- 
junum and  ileum  tends  to  be  diffuse;  obstruc- 
tion and  fistulae  are  uncommon.87  The  histolo- 
gic features  are  the  same  as  in  ordinary  regional 
enteritis.  The  treatment  is  largely  medical.  Re- 
section of  all  diseased  intestine  is  hazardous 


because  of  the  extensive  involvement,  and  the 
operative  results,  furthermore,  have  been  dis- 
appointing because  of  the  pronounced  tendency 
to  recurrences.  Granulomatous  duodenitis  has 
been  reported  in  more  than  25  cases,88-89  often 
presenting  as  intestinal  obstruction,  and  re- 
quiring a bypass  operation  to  relieve  the  me- 
chanical problem. 

Granulomatous  Ileocolitis 

The  differentiation  of  “typical”  ulcerative 
colitis  from  other  inflammatory  disease  of  the 
colon  such  as  “right-sided  colitis”  is  being 
studied  and  no  definitive  evaluation  of  this 
problem  can  be  made  at  present.  Involvement 
of  the  ileum  and  colon  by  inflammatory  disease 
also  may  be  confused  by  two  differing  concepts: 
one,  that  ulcerative  colitis  and  regional  enteri- 
tis co-exist  in  the  same  patient;19-20  and  the 
other,  emphasizing  the  granulomatous  inflam- 
matory involvement  in  both  areas.20-23-90  When 
indicated,  the  simplest  surgical  course  is  pref- 
erable. Multiple  operations  are  to  be  avoided, 
if  at  all  possible,  since,  despite  extensive  re- 
moval of  small  intestine,  they  do  not  necessarily 
provide  permanent  control  of  the  disease. 

Granulomatous  ileocolitis  or  granulomatous 
colitis  histologically  resembles  regional  enteri- 
tis. The  features  include  thickening  of  all  layers 
of  the  colonic  wall  by  edema  and  fibrosis,  granu- 
lomas, lymphoid  hyperplasia,  longitudinal  ul- 
ceration, enlargement  of  regional  lymph  nodes, 
and,  ultimately,  shortening  of  the  colon.  Al- 
though reported  in  the  older  age  groups,  many 
instances  of  the  disease  are  being  observed 
among  teenagers.  The  course  is  more  severe, 
with  fewer  remissions,  and  an  increased  inci- 
dence of  perirectal  fistulae,  and  perianal  infec- 
tion.91 Proctoscopic  examination  often  is  normal, 
but  biopsy  of  areas  of  erythema,  granularity 
and  friability  may  reveal  granulomas.  Recur- 
rence after  surgery  for  granulomatous  ileocolitis 
appears  to  be  even  more  prompt  than  after 
operations  for  “ordinary”  regional  enteritis. 

Summary 

The  etiology  of  regional  enteritis  remains 
unknown,  but  genetic,  viral,  immunologic  and 
“toxic”  agents  in  the  intestinal  content  are  re- 
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ceiving  consideration.  The  earliest  pathologic 
abnormalities  include  submucosal  edema  and 
lymphangiectasia  and  these  changes  are  impli- 
cated in  the  development  of  the  characteristic 
tissue  reaction  of  regional  enteritis.  Inflamma- 
tion of  the  lymphatics  appears  to  be  a signifi- 
cant component  of  the  disease  process. 

Though  cramping  abdominal  pain,  fever,  di- 
arrhea, weight  loss  and  anemia  in  a young  per- 
son are  strongly  suggestive  of  regional  enteritis, 
the  diagnosis  may  be  obscure  initially,  present- 
ing as  unexplained  fever  or  retardation  of 
growth,  at  times,  ascribed  to  an  endocrinologi- 
cal disorder.  The  course  of  regional  enteritis  is 
characterized  by  many  complications,  especially 
involving  the  small  bowel,  and  perirectal  re- 
gion. Systemic  complications  are  not  uncom- 
mon, but  are  less  frequent  than  in  ulcerative 
colitis. 


The  management  of  regional  enteritis  remains 
largely  medical,  even  in  patients  requiring  sur- 
gery for  complications.  No  important  advances 
in  therapy  have  emerged  in  recent  years.  Adre- 
nal corticosteroids  and  corticotrophin  have  been 
useful  adjuncts  in  treatment,  but  their  ultimate 
value  in  this  disease  is  not  clear.  Surgical  in- 
tervention is  required  frequently  for  manage- 
ment of  the  complications,  but  its  usefulness  is 
limited  by  the  frequent  recurrences,  and,  at 
times,  by  relentless  progression  of  the  disease. 
However,  in  many  instances,  despite  exacerba- 
tions and  remissions,  the  course  of  the  disease 
appears  relatively  mild  or  controllable  and 
though  “spontaneous”  cures  are  infrequent,  they 
have  been  observed.  An  important  recent  con- 
cept is  the  realization  that  any  portion  of  the 
gastrointestinal  tract  is  vulnerable  to  regional 
enteritis. 
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FIGURE  1 

View  of  a model  of  a superhighway  elevaJed  to  cross  over 
a street. 


FIGURE  2 

View  of  elevation  of  superhighway  with  entrance  to  shelter 
area. 


The  problem  of  radiation  fallout  shelters 
has  been  with  us  since  1945  when  the  first 
atomic  weapon  was  exploded.  Progress  in  de- 
veloping existing  structures  which  have  a po- 
tential high  radiation  protection  factor  has  not 
kept  pace  with  the  progress  of  development  of 
atomic  weapons. 

The  nuclear  weapon  bears  some  resemblance 
to  conventional  weapons.  Both  release  heat 
and  blast,  although,  of  course,  the  magnitude 
is  much  greater  in  nuclear  weapons.  The  nu- 
clear bomb  also  releases  a third  form  of  energy 
—ionizing  radiation. 

Should  nuclear  war  come  to  this  country, 
there  is  little  doubt  that  many  of  our  people 
would  survive  blast  and  heat.  But  for  those 
survivors,  and  hence  for  the  future  of  this 
country,  protection  against  radiation  means  the 
difference  between  life  and  death. 

There  are  three  major  factors  which  can 
protect  us  against  radiation:  time;  distance; 
and  shielding.  The  factor  of  time  is  involved 
insofar  as  radioactive  isotopes  “decay”  at  a 
given  rate  and  ultimately  reach  a point  where 
the  intensity  of  radiation  may  be  negligible. 
But  those  people  exposed  to  these  radioactive 
particles  cannot  wait  for  “decay”  with  time. 


PRACTICAL  APPROACH 
TO  SHELTER  FROM 
IONIZING  RADIATION 


WITH  A SPECIAL 
REFERENCE  TO  STORAGE 
ESTABLISHMENT  AND 
MAINTENANCE  OF 
EMERGENCY  HOSPITALS 


Max  Klinghoffer,  M.D./elmhurst 


Chairman,  Disaster  Medical  Care  Com- 
mittee, Illinois  State  Medical  Society. 
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FIGURE  3 


Removing  fop  of  model  (superhighway)  to  reveal  shelter 
under  roadway. 

They  may  be  exposed  to  lethal  doses  of  radia- 
tion before  the  “decay”  has  reached  a low  level. 

Distance  is  important  from  the  standpoint  of 
safety  since  intensity  of  ionizing  radiation,  like 
that  of  visible  light,  decreases  inversely  as  the 
square  of  the  distance.  But  again,  with  the  many 
factors  which  influence  fallout,  no  one  can  be 
sure  that  he  is  far  enough  away  from  the 
source  to  be  “safe”. 

This  leaves  shielding  as  the  only  practical 
means  of  protection  against  ionizing  radiation. 
Shielding  refers  to  the  interposition  of  some 
material  or  materials  of  great  density  between 
the  source  of  radiation  and  the  human  body. 
Lead,  for  example,  is  a good  shielding  material, 
and  is  commonly  used  to  protect  personnel 
working  about  X-ray  devices.  But  lead  is  not 


FIGURE  4 


View  of  emergency  hospital,  and  quarters  for  personnel,  in 
shelter  area  under  roadway. 

a practical  means  of  shielding  for  the  average 
citizen.  The  average  citizen  must  rely  on  com- 
mon materials,  such  as  earth,  brick,  and  con- 
crete, all  of  which  have  a good  shielding  factor. 

For  years,  those  involved  in  the  problem 
have  advocated  fallout  shelters — both  public 
and  private.  The  private  shelter  usually  is 
depicted  as  a concrete  block  structure,  often 
within  an  existing  basement,  and  with  a high 
shielding  factor.  These  are  practical,  and  con- 
struction should  be  encouraged.  But  the  pri- 
vate shelter  does  not  solve  all  of  the  problems, 
because  of  the  many  people  who  may  be  away 
from  home  at  the  critical  time.  For  this,  public 


FIGURE  5 


Cutaway  view  from  above  showing  emergency  hospital 
under  superhighway.  Actual  size  would  be  60'  wide  by 
300'  long,  allowing  area  of  18,000  sq.  ft.  for  establishment 
of  emergency  hospital. 
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shelters,  especially  constructed,  are  essential  if 
they  are  to  survive. 

Public  shelters  are  a “ must ” for  storage  and 
establishment  of  emergency  hospitals. 

Accurate  statistics  are  not  available  regard- 
ing the  number  of  private  shelters  in  this 
country.  The  only  public  shelters  available  are 
those  which  can  be  found  in  structures  now  in 
existence.  Most  of  these  would  require  sub- 
stantial modification  and  adaptation  to  be  truly 
adequate  as  fallout  shelters.  So  far  as  new  con- 
struction is  concerned,  little  has  been  done  to 
build  in  protection  factors  in  these  buildings. 
Reasons  for  failure  to  do  so  are  both  psycho- 
logical and  financial. 

While  the  Federal  Government  has  estab- 
lished a shelter  program  as  a necessary  factor 
for  a sound  system  of  defense  in  nuclear  war 
this  concept  has  not  been  pursued  with  great 
vigor.  No  more  than  “lip  service”  has  been 
given  to  construction  of  public  fallout  shelters 
as  such.  In  order  for  a fallout  shelter  program 
to  succeed,  the  problem  must  receive  serious 
consideration  by  the  heads  of  government 
especially  at  high  levels,  and  it  must  be  sup- 
ported by  positive  action  as  well  as  paper  plan- 
ning. Only  if  the  government  at  high  levels 
will  actively  support  such  a program  will  we 
see  any  effort  at  the  local  levels.  Once  the 
Federal  Government  has  taken  positive  action 
in  this  direction  such  information  should  be 
disseminated  through  every  known  media  in 
order  to  educate  the  American  public. 

But  so  long  as  legislators  at  a high  level  of 
government  talk  of  shelters,  with  tongue  in 
cheek,  it  is  unlikely  that  the  average  citizen 
will  do  anything  to  protect  himself  or  his 
family. 

There  is  also  a factor  of  cost,  although  the 
home  fallout  shelter  may  cost  less  than  a new 
television  set.  And  the  cost  may  be  further 
decreased  by  use  of  the  shelter  as  a “dual  pur- 
pose” room.  Nevertheless,  cost  remains  a major 
factor. 

Still  another  problem,  and  this  is  a great 
one,  is  the  one  of  drainage.  The  easiest  way 
to  construct  a fallout  shelter  is  below  ground, 
so  that  the  earth  serves  as  a shield,  and  only 
an  overhead  protection  is  needed  to  complete 
the  structure.  But  in  many  areas  today — such 
as  metropolitan  areas  and  in  our  low  level  loca- 
tions, “underground”  is  impractical  because  of 


flooding.  In  many  cities,  areas  below  grade 
become  flooded  after  heavy  rains,  when  storm 
sewers  are  overburdened.  In  low  level  areas, 
such  as  Florida  and  Louisiana,  ground  water 
may  be  a problem  at  all  times. 

Consideration  of  these  problems  in  construc- 
tion of  both  public  and  private  shelters  leads 
to  a more  practical  solution  which  could  pro- 
vide shelter  for  a fair  proportion  of  the  sur- 
viving population  and  also  storage  areas  and 
service  areas  for  the  emergency  hospitals 
stored  throughout  the  United  States  today. 

For  many  years  we  have  been  constructing 
major  highways  and  superhighways  throughout 
the  United  States.  These  are  located  in  such 
a manner  that  they  are  likely  to  be  accessible 
to  most  of  the  surviving  population  after  a 
nuclear  attack.  These  highways  offer  the  po- 
tential of  massive  shelter  structure  which  would 
be  “below  ground”,  but  “above  earth”.  By  rela- 
tively little  modification  of  present  construc- 
tion, each  highway  built  above  grade  could 
become  a shelter  for  personnel,  material,  and 
hospitals.  Further,  they  could  be  utilized  as 
"dual  purpose”  structures,  such  as  depots  of 
supply,  post  offices,  and  various  other  govern- 
mental offices.  A schematic  diagram  of  such  a 
structure  is  shown  in  the  accompanying  draw- 
ings. 

The  age  of  nuclear  energy  has  been  with  us 
for  twenty  years  and  the  danger  of  nuclear  war 
for  an  equal  length  of  time.  Nor  is  it  likely  that 
such  danger  will  disappear  in  the  forseeable 
future.  To  construct  buildings  today  without 
shelter  area  is  approximately  the  equivalent  of 
constructing  buildings  without  fire  escapes. 

The  construction  of  shelters  for  personnel 
and  for  medical  facilities  underneath  highways 
may  well  be  the  practical  supplement  to  any 
existing  shelter  program.  It  seems  certain  that 
such  a plan  would  be  a method  of  saving  the 
lives  of  many  of  our  citizens  who  would  other- 
wise have  no  chance  following  a nuclear  at- 
tack. This  would  also  serve  to  house  and  to 
establish  the  two  thousand  emergency  hospitals 
now  stored  throughout  the  United  States.  Since 
each  of  these  CDEH  units  can  be  expanded  in 
time  of  disaster  to  approximately  eight  hundred 
beds,  such  a shelter  system,  in  conjunction  with 
these  existing  hospitals,  would  provide  approxi- 
mately one  and  one-half  million  hospital  beds 
post  attack. 
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The  View  Box 

Leon  Love,  M.D. 

Director,  Diagnostic  Radiology 
Cook  County  Hospital 


Figure  3 


Figure  2 


This  24-year-old  male  entered  the  hospital 
with  acute  dyspnea  and  a fever  of  one  day  s 
duration.  He  stated  that  his  dyspnea  occurred 
after  a bout  of  hard  coughing. 

Physical  examination  revealed  an  extremely 
pale  and  acutely  ill  patient,  with  marked  in- 
spiratory stridor.  Dullness  was  noted  at  the 
right  base.  His  right  knee  was  deformed  and 
swollen,  with  limited  mobility.  There  was 
marked  swelling  of  the  heels. 

The  laboratory  work-up  revealed  red  blood 
cells  2.5  million  and  hemoglobin  25%. 

What  is  your  diagnosis? 

1)  Tuberculosis 

2)  Hodgkins  Disease 

3)  Hemophilia 

4)  Sickle  Cell  Anemia 

(Answer  on  next  page) 
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The  View  Box 

— diagnosis  and  discussion  (Continued  from  preceding  page) 


Diagnosis:  Hemophilia 


Figure  4 


The  patient  was  from  a known  hemophiliac 
family. 

The  marked  displacement  and  narrowing  of 
the  trachea  and  hypopharynx  anteriorly  and 
laterally  resulted  from  a huge  hematoma  which 
extended  downward  into  the  mediastinum  and 
accounts  for  the  right  paratracheal  density  as 
well. 

The  original  illness  was  a pneumonitis  in  the 
R.L.L.  which  caused  his  coughing  spell.  The 
hemorrhage  resulted  from  the  trauma  associat- 
ed with  his  severe  cough. 


Figure  5 


The  changes  about  the  knee  joint  are  charac- 
teristic of  the  disease,  with  erosion  and  cyst 
formation  as  the  usual  findings.  The  erosions 
occur  juxta-articular  and  may  be  marked  with 
shrinkage  of  the  articular  cartilages.  The  na- 
tural depression  in  the  joint,  such  at  the  inter- 
condylar notch  in  the  knee,  becomes  wider. 

Cyst  formations  vary  in  size  and  are  usually 
situated  in  the  epiphyseal  area.  Complete  de- 
struction of  bone  may  occur  and  mimic  an 
osteolytic  sarcoma.  The  joints  become  con- 
tracted and  flexed  with  soft  tissue  swelling, 
which  appears  slightly  dense  due  to  the  pres- 
ence of  hemosiderin  in  the  tissues. 

1.  Stiris,  Gabriel:  Bone  and  Joint  Changes  in  Haemophiliacs. 

Acta  Radiologica  49:269-276,  April  1958. 
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SMOKING  HABITS 
AND  DISEASE 
IN  ILLINOIS 


E.  Cuyler  Hammond,  Sc.D.,  and  Evelyn  C.  Street,  R.N.,  M. A. /chicago 


A high  degree  of  relationship  between  ciga- 
rette smoking  and  death  rates  of  men  has  been 
found  in  six  previous  prospective  studies  carried 
out  in  this  country,  Great  Britain,  and  Can- 
ada.1'6 In  this  paper,  we  will  present  findings 
on  this  subject  in  the  first  34.5  months  of  follow- 
up in  the  Illinois  segment  of  a large  prospective 
epidemiological  study  which  was  started  in 
1959  and  is  still  in  progress.7'10 

During  the  latter  part  of  1959  and  early  1960, 
volunteer  workers  of  the  Illinois  Division  of  the 
American  Cancer  Society  enrolled  80,651  men 
and  women,  the  mean  date  of  enrollment  being 
November  16,  1959.  The  study  area  encom- 
passes all  102  counties  of  Illinois.  Upon  enroll- 
ment, each  subject  answered  a detailed  ques- 
tionnaire covering  many  factors  including  past 
and  present  smoking  habits.  The  subjects  are 
traced  once  a year  and  are  requested  to  fill  out 
brief  questionnaires  once  every  two  years.  In 
the  most  recent  completed  follow-up,  99.8%  of 
the  subjects  were  traced  through  September  30, 


From  the  Illinois  Division  of  the  American 
Cancer  Society  and  the  Statistical  Research 
Section  of  the  Medical  Affairs  Department 
of  the  American  Cancer  Society,  Inc. 


1962.  (The  next  follow-up  was  started  on  Octo- 
ber 1,  1963  and  is  still  in  progress.)  When  a 
death  is  reported,  we  request  the  Illinois  Health 
Department  to  supply  us  with  a copy  of  the 
death  certificate;  and  when  cancer  is  mentioned 
on  a death  certificate  we  request  the  doctor  to 
supply  additional  information. 

This  report  is  confined  to  the  records  of 
32,602  men  between  the  ages  of  40  and  89  who 
were  traced  through  September  30,  1962.  Of 
these  32,602  men,  1,490  (4.6%)  were  reported  to 
have  died;  and  we  now  have  copies  of  the 
death  certificate  on  1,487  of  them.  Cancer  was 
mentioned  on  282  of  the  certificates  and  doc- 
tors have  provided  additional  information  on 
91.5%  of  them. 

Physical  Complaints 

A list  of  various  physical  complaints  was 
printed  on  the  first  questionnaire  and  the  sub- 
ject was  asked  to  check  “yes”  or  “no”  after  each 
of  them  to  indicate  whether  or  not  he  had  the 
complaint  “at  present.”  Those  who  had  a com- 
plaint were  asked  whether  it  was  “slight,” 
“moderate”  or  severe.”  Of  the  32,602  men  be- 
tween the  ages  of  40  and  89,  9,770  said  that 
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TABLE  1 


PHYSICAL  COMPLAINTS  REPORTED  BY 
SMOKED  20  OR  MORE  CIGARETTES  PER 
MEN  WHO  NEVER  SMOKED  REGULARLY. 

9,770  MEN  WHO 
DAY  AND  BY  7,405 
AGE  GROUP  40-89. 

Physical  Complaint 

Cough  (slight, 
moderate, 

Cigarette 
smokers 
with  complaint 
No.  of 
Men  % 

(a)  (b) 

Non- 

Smokers 

with 

com- 

plaint 

% 

(c) 

Ratio 

(b)-s-(c) 

(d) 

severe) 

Cough  (moderate 

5,626 

57.6 

15.3 

3.76 

or  severe) 
Shortness  of  breath 
( slight,  moderate 

2,652 

27.1 

4.7 

5.77 

or  severe) 
Shortness  of  breath 
( moderate 

3.407 

34.9 

15.3 

2.28 

or  severe) 

Pain  or  dis- 
comfort in  chest 
(slight,  moderate 

1,278 

13.1 

5.1 

2.57 

or  severe) 

Pain  or  dis- 
comfort in  chest 
( moderate  or 

1,610 

16.5 

10.5 

1.57 

severe ) 
Loss  of 

522 

5.3 

3.2 

1.66 

appetite 

659 

6.7 

2.0 

3.35 

Loss  of  weight 

769 

7.9 

5.9 

1.34 

Gain  of  weight 

492 

5.0 

3.7 

1.35 

Hoarseness 
Nausea  or 

1,149 

11.8 

9.0 

1.31 

vomiting 

542 

5.5 

3.7 

1.49 

Indigestion 

2,577 

26.4 

20.9 

1.26 

Pain  in  Stomach 

1,416 

14.5 

10.3 

1.41 

Diarrhea 

648 

6.6 

5.0 

1.32 

Fatigue  easily 

3,826 

39.2 

27.0 

1.45 

they  were  currently  smoking  20  or  more  cigar- 
ettes a day  and  7,405  said  that  they  had  never 
smoked  regularly.  Table  1 shows  the  number 
and  percent  of  these  smokers  who  reported 
having  various  complaints  and  the  percent  of 
non-smokers  who  reported  having  the  com- 
plaints. The  percentages  for  the  non-smokers 
had  been  adjusted  to  the  age  distribution  of 
the  cigarette  smokers  (this  being  necessary  for 
comparability  since  the  non-smokers  tended  to 
be  older  than  the  cigarette  smokers). 

Cough,  shortness  of  breath  and  pain  or  dis- 
comfort in  chest  were  all  reported  far  more 
frequently  by  the  cigarette  smokers  than  by  the 
non-smokers,  the  ratio  being  3.78  to  1 for 


cough,  2.29  to  1 for  shortness  of  breath  and 
1.57  to  1 for  pain  or  discomfort  in  chest  Con- 
sidering only  subjects  who  reported  these  com- 
plaints to  a moderate  or  severe  degree,  the 
ratios  were  5.78  to  1 for  cought,  2.56  to  1 for 
shortness  of  breath  and  1.66  to  1 for  pain  or 
discomfort  in  chest.  These  findings  are  con- 
sistent with  findings  in  histologic  studies  of 
changes  in  lung  tissue  in  relation  to  cigarette 
smoking.11-12  Such  studies  have  shown  a high 
degree  of  association  between  cigarette  smok- 
ing and:  1)  hyperplasia  and  the  occurrence  of 
cells  with  atypical  nuclei  in  bronchial  epithe- 
lium 2)  hyperactive  glands  in  the  wall  of  bron- 
chial tubes  and  3)  chahg’es  in  the  lung  paren- 
chyma including  rupturing  of  alveolar  septums, 
fibrosis  and  thickening  of  the  walls  of  arterioles 
and  small  arteries. 

Loss  of  appetite  was  reported  over  three 
times  as  frequently  by  cigarette  smokers  as  by 
non-smokers.  One  might  expect  this  to  be  asso- 
ciated with  loss  of  weight;  and  loss  of  weight 
during  the  preceding  two  years  was  re- 
ported somewhat  more  frequently  by  cigarette 
smokers  than  by  non-smokers.  However,  gain 
of  weight  was  also  reported  somewhat  more 
frequently  by  cigarette  smokers  than  by  non- 
smokers.  This  suggests  that  fluctuations  in 
weight  may  occur  somewhat  more  frequently 
in  cigarette  smokers  than  in  non-smokers. 

A number  of  other  physical  complaints  such 
as  hoarseness,  nausea  or  vomiting,  pain  in 
stomach,  indigestion,  diarrhea  and  a tendency 
to  “fatigue  easily”  were  also  reported  somewhat 
more  frequently  by  cigarette  smokers  than  by 
non-smokers  The  picture  in  general  indicates 
that  cigarette  smokers,  as  a group,  tend  to  feel 
less  physically  fit  than  do  non-smokers. 

Mortality 

Table  2 shows  the  men  classified  by  type  of 
smoking  (lifetime  history).  The  figures  under 
the  heading  “observed”  are  the  actual  number 
of  deaths  reported  from  the  start  of  the  study 
through  September  30,  1962.  Figures  under  the 
heading  “expected”  are  the  number  of  deaths 
which  would  have  occurred  if  the  age-specific 
death  rates  in  each  group  had  been  the  same 
as  the  age-specific  death  rates  of  men  who 
never  smoked  regularly.  In  other  words,  the 
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FIGURE  1. 


NEVER  PIPE,  CIGARETTE  CIGARETTE 

SMOKED  CIGAR  AND  OTHER  ONLY 

REGULARLY 

TYPE  OF  SMOKING  (LIFETIME  HISTORY) 

age-specific  death  rate  of  the  non-smokers  is 
taken  as  a standard  for  comparison.  The  mor- 
tality ratio  is  the  observed  number  of  deaths 
divided  by  the  expected  number  of  deaths.  By 
definition,  the  mortality  ratio  of  the  non- 
smokers  is  1.00. 

Men  with  a history  of  only  cigarette  smok- 
ing had  by  far  the  highest  death  rates  (as  in- 
dicated by  their  high  mortality  ratios).  In  age 
group  40  to  69,  the  death  rate  of  such  ciga- 
rette smokers  was  88%  higher  than  the  death 
rate  of  non-smokers;  and  in  age  group  70-89 
the  death  rate  of  such  cigarette  smokers  was 
33%  higher  than  the  death  rate  of  non-smokers. 
(See  Fig.  1). 

The  death  rate  of  men  who  smoked  ciga- 
rettes and  also  smoked  pipes  or  cigars  (i.e.  the 
“cigarette  and  other”  group)  was  somewhat 
lower  than  the  death  rate  of  men  who  smoked 
cigarettes  only.  This  is  accounted  for  by  the 
fact  that  men  with  mixed  smoking  habits  tend 
to  inhale  the  smoke  less  deeply  than  do  men 
who  smoked  only  cigarettes. 


The  death  rate  of  pipe  and  cigar  smokers 
was  slightly  lower  than  the  death  rate  of  non- 
smokers.  This  slight  difference  was  probably 
due  to  sampling  variation  since  as  in  most 
studies  the  death  rate  of  pipe  and  cigar  smokers 
has  been  found  to  be  just  a little  higher  than 
the  death  rate  of  non-smokers. 

Table  3 shows  further  details  on  current 
cigarette  smokers  (i.e.  men  who  were  smoking 
cigarettes  regularly  at  the  time  they  enrolled 
in  the  study)  with  a history  of  only  cigarette 
smoking.  It  is  confined  to  men  between  the 
ages  of  40  and  69  for  the  reason  that  there 
were  relatively  few  such  cigarette  smokers 
among  men  in  the  older  age  groups.  Some  of 
the  figures  are  rather  unstable  statistically  due 
to  small  numbers.  Figures  for  non-smokers  are 
included  to  give  a basis  for  comparison. 

The  mortality  ratio  increased  substantially 
with  the  number  of  cigarettes  smoked  per  day 
and  was  substantially  higher  among  cigarette 
smokers  who  said  that  they  inhaled  the  smoke 
deeply  than  among  those  who  said  that  they 
did  not  inhale  the  smoke.  The  cigarette 
smokers  who  took  up  the  habit  before  they 
reached  their  20th  birthday  had  higher  death 
rates  than  did  cigarette  smokers  who  started 
the  habit  later  in  life. 

Death  certificates  indicated  that  coronary 
artery  disease  accounted  for  485  (32.6%)  of  the 
1,490  deaths.  Deaths  from  this  cause  were 
highly  associated  with  the  smoking  habits  of 
men  in  age  group  40  to  69  but  less  highly  asso- 
ciated with  the  smoking  habits  of  men  in  age 
group  70  to  89.  In  age  group  40-69,  the  cor- 
onary artery  disease  mortality  ratios  were: 
1.54  for  men  who  smoked  cigarettes  and  also 
smoked  pipes  or  cigars  and  1.80  for  men  who 
smoked  only  cigarettes.  The  corresponding 


TABLE  2 


Mortality  by  Type  of  Smoking  (Lifetime  History) 


Type  of 
Smoking 

No.  of 

Age  40-69 
No.  of  Deaths 

Mor- 

tality 

No.  of 

Age  70-89 
No.  of  Deaths 

Mor- 

tality 

(Lifetime  History) 

Men 

Obs. 

Exp. 

Ratio 

Men 

Obs. 

Exp. 

Ratio 

Never  Smoked  Regularly 

6,613 

161 

161.0 

1.00 

945 

159 

159.0 

1.00 

Pipe,  Cigar  Only 

3,101 

86 

88.5 

0.97 

782 

120 

132.7 

0.90 

Cigarette  and  Other 

6,540 

262 

156.6 

1.67 

528 

90 

72.1 

1.25 

Cigarette  Only 

13,594 

520 

276.6 

1.88 

499 

92 

69.2 

1.33 

Total 

29,848 

1,029 

682.7 

1.51 

2,754 

461 

433.0 

1.06 
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TABLE  3 


Mortality  by  Amount  of  Cigarette  Smoking, 
Degree  of  Inhalation  and  Age  Began  Cigarette 
Smoking.  Age  Group  40  to  69. 


Current  Cigarette 

No.  of 

No. 

of  Deaths 

Mor- 

tality 

Smoking 

Men 

Obs. 

Exp. 

Ratio 

Cigarettes  per  day: 

1-  9 

828 

29 

19.2 

1.51 

10-19 

1,818 

76 

38.8 

1.96 

20-39 

6,025 

220 

112.2 

1.96 

40+ 

1,337 

60 

22.2 

2.70 

Degree  of  Inhalation: 

None 

632 

29 

16.6 

1.75 

Slight 

1,326 

61 

30.0 

2.03 

Moderate 

5,679 

200 

105.4 

1.90 

Deep 

2,358 

94 

40.4 

2.33 

Age  Began  Cigarette 
25+ 

Smoking: 

913 

33 

21.3 

1.55 

20-24 

2,533 

79 

48.3 

1.64 

15-19 

5,200 

218 

95.5 

2.28 

<15 

1,057 

44 

20.5 

2.15 

Never  Smoked 

Regularly 

6,613 

161 

161.0 

1.00 

mortality  ratios  for  men  in  age  group  70-89 
were  1.43  and  1.56  respectively.  Among  ciga- 
rette smokers,  the  death  rate  from  coronary 
artery  diseases  was  related  to  the  degree  of 
inhalation  as  well  as  number  of  cigarettes 
smoked  per  day  and  age  at  start  of  smoking. 
For  example,  among  cigarette  smokers  in  age 
group  40-69,  the  mortality  ratio  was  1.57  for 
those  who  said  that  they  did  not  inhale  the 
smoke  and  2.54  for  this  who  said  that  they 
inhaled  deeply;  and  the  mortality  ratio  was 
1.12  for  men  who  smoked  1 to  9 cigarettes  a 
day  and  2.38  for  men  who  smoked  40  or  more 
cigarettes  a day. 

Lung  cancer  accounted  for  78  deaths  (68  in 
group  40-69  and  10  in  age  group  70-89).  One 
of  these  78  men  said  that  he  had  never  smoked 
regularly  and  four  said  that  they  smoked  pipes 
or  cigars.  All  of  the  remaining  73  men  who 
died  of  lung  cancer  had  a history  of  cigarette 
smoking. 

Previous  studies  have  shown  a relationship 
between  smoking  habits  and  the  occurrence  of 
cancer  of  the  buccal  cavity,  pharynx,  larynx, 
esophagus  and  bladder.  Of  30  men  who  died 
of  cancer  of  these  sites,  1 said  that  he  never 
smoked  regularly,  8 were  pipe  and  cigar 
smokers  (who  never  smoked  cigarettes),  7 


smoked  cigarettes  and  also  smoked  pipes  or 
cigars  and  14  smoked  only  cigarettes. 

Fifteen  men  died  of  emphysema  and  all  of 
them  were  smokers  (1  smoked  only  pipes  or 
cigars  and  14  had  a history  of  cigarette  smok- 
ing). 

Hospitalization 

At  the  time  of  the  second  follow-up  (approx- 
imately two  years  after  the  start  of  the  study) 
surviving  subjects  were  requested  to  fill  out 
a second  questionnaire.  On  this  questionnaire, 
they  were  asked  whether  or  not  they  had  been 
hospitalized  since  October  1,  1959  (the  date 
the  study  was  started).  Of  course,  non-survivors 
did  not  fill  out  these  questionnaires;  but  we 
assumed  that  all  those  who  died  had  been 
hospitalized  prior  to  death,  this  being  true  in 
the  great  majority  of  cases. 

In  table  4,  men  aged  40  to  69  are  classified 
in  groups  by  their  smoking  habits  as  reported 
on  the  first  questionnaire;  and  the  percent  hos- 
pitalized is  shown  for  each  of  these  groups. 
For  comparability,  the  percentage  have  been 
standardized  for  age  on  the  basis  of  the  age 
distribution  of  all  the  men  in  the  study. 

The  general  picture  is  much  the  same  as  that 
previously  shown  for  total  mortality.  Only 
14.0%  of  the  men  who  never  smoked  were  hos- 
pitalized within  two  years  while  18.6%  of  the 
men  with  a history  of  only  cigarette  smoking 
were  hospitalized  during  the  same  period  of 
time.  Among  current  cigarette  smokers,  the  risk 
of  hospitalization  increased  with  amount  of 
smoking  from  13.9%  for  those  who  smoked  1 
to  9 cigarettes  per  day  to  21.6%  for  those  who 
smoked  40  or  more  cigarettes  per  day.  The 
percent  of  men  hospitalized  was  greater  among 
cigarette  smokers  who  said  that  they  inhaled 
deeply  than  among  those  who  said  that  they 
did  not  inhale;  and  was  greater  among  men 
who  started  to  smoke  cigarettes  early  in  life 
than  among  those  who  started  to  smoke  later 
in  life. 

Summary  and  Discussion 

In  this  paper,  we  have  reported  on  the  smok- 
ing habits  in  relation  to  the  physical  complaints 
of  32,602  Illinois  men  aged  40  to  89;  and  have 
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TABLE  4 


Percent  of  Men  Hospitalized  Between  Start  of 
Study  and  Second  Follow-up  (Approximately  2 
Years).  Men  Aged  40-69  at  Start  of  Study. 
Percentages  are  Standardized  for  Age  on  the 
Total  Population  of  Enrollees  in  the  State. 

Percent 

Smoking  Habits 

Hospitalized 

Never  Smoked  Regularly 

14.0 

Cigar,  Pipe 

14.0 

Cigarette  and  Other 

17.7 

Cigarette  Only 

18.6 

Current  Cigarette* 

18.9 

1-  9 a day 

13.9 

10-19  a day 

18.3 

20-39  a day 

19.3 

40+  a day 

21.6 

Do  Not  Inhale 

16.1 

Inhale  Slightly 

15.7 

Inhale  Moderately 

19.1 

Inhale  Deeply 

21.2 

Age  Began  Smoking: 

25  or  older 

17.1 

20-24 

18.8 

15-19 

19.2 

Before  age  15 

19.7 

*Men  with  a history  of  only  cigarette  smoking  who  were 
currently  smoking  cigarettes  at  the  time  of  enrollment. 


reported  the  mortality  and  hospitalization  ex- 
perience of  this  group  of  men  during  the  first 
34.5  months  after  they  were  enrolled  as  subjects 
in  a prospective  epidemiological  study.  The 
findings  are  in  good  agreement  with  findings 
previously  reported  from  other  epidemiological 
studies  on  this  subject. 

Cigarette  smokers  report  physical  complaints 
(particularly  cough,  shortness  of  breath  and 


loss  of  appetite)  more  frequently  than  non- 
smokers,  are  hospitalized  more  frequently  than 
non-smokers,  and  have  far  higher  death  rates 
than  non-smokers.  Among  cigarette  smokers, 
the  frequency  of  physical  complaints,  the  fre- 
quency of  hispitalization  and  the  death  rate 
increase  with  amount  of  cigarette  smoking,  in- 
crease with  degree  of  inhalation  of  the  smoke 
and  are  higher  among  cigarette  smokers  who 
started  to  smoke  early  in  life  than  among  those 
who  started  to  smoke  late  in  life. 

As  in  past  studies,  death  rates  from  lung 
cancer,  cancer  of  certain  other  sites,  emphy- 
sema and  coronary  disease  were  found  to  be 
higher  in  cigarette  smokers  than  in  non- 
smokers. 

There  is  no  need  for  us  to  review  the  litera- 
ture and  discuss  other  evidence  on  the  subject 
of  smoking  and  health  since  this  has  been  done 
many  times  before.  We  conclude  that  cigarette 
smoking  constitutes  a major  health  hazard  in 
Illinois  as  well  as  in  other  parts  of  the  world. 
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MEDICAL  PROGRESS  IN  ’64 


THE  NEW 
HEKTOEN 
INSTITUTE 


The  small  amphitheatre  is  part  of  Hektoen’s  pathology  de- 
partment and  is  used  for  teaching  and  demonstration  pur- 
poses. 

Dedication  ceremonies  were  held  at  the  new 
home  of  Hektoen  Institute  for  Medical  Research 
of  the  Cook  County  Hospital  at  2:30  p.m., 
Wednesday,  November  11,  as  part  of  a week 
long  observance  marking  the  opening  of  the  6.4 
million  dollar  research  center. 

Participants  in  the  dedication  ceremony  in- 
cluded Richard  J.  Daley,  Mayor  of  Chicago; 
Seymour  Simon,  president  of  the  Board  of  the 


The  new  Hektoen  Institute  of  the  Cook  County  Hospital  re- 
search laboratory  center.  The  building  to  the  right  is  the  old 
Durand  Hospital  building,  which  was  the  original  home  of 
Hektoen.  The  two  top  stories  were  constructed  several  years 
ago.  The  building  is  still  being  used  by  Hektoen  for  specific 
research  projects.  It  is  connected  to  the  new  structure  by  a 
sixth  floor  walkway  and  an  underground  tunnel,  which  also 
connects  to  the  other  County  Hospital  buildings. 


Cook  County  Commissioners;  Charles  S.  Bonk, 
Cook  County  Commissioner;  Dr.  Karl  A.  Meyer, 
chairman  of  the  board  of  trustees  of  Hektoen; 
Fred  A.  Hertwig,  superintendent  of  Cook  Coun- 
ty Hospital;  and  Dr.  Sam  Hoffman,  Director  of 
Hektoen. 

Highlight  of  the  week  was  a Scientific  Day 
Program  on  Thursday,  November  12.  Distin- 
guished scientists  in  Chicago  to  participate  in 
the  all-day  session  included  Dr.  Selman  A. 
Waksman,  1952  Nobel  prize  recipient  in  medi- 
cine. 

Dr.  Waksman  addressed  the  9 a.m.  session  of 
the  academic  program  on  “Antibiotics  Today.” 
The  Russian-born  microbiologist  won  the  Nobel 
prize  for  his  work  in  the  discovery  of  streptomy- 
cin. 

Hektoen  Institute  is  today  recognized  as  one 
of  the  country’s  foremost  centers  of  medical 
research. 

Founded  by  a group  of  distinguished  physi- 
cians and  public-spirited  citizens,  Hektoen  was 
incorporated  in  1943  as  a not-for-profit  research 
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The  lipid  laboratory  in  the  biochemistry  department  is 
typical  of  the  many  laboratory  rooms  in  use  by  all  Hektoen 
departments.  Technicians  Deane  Kerr  (background)  and 
Sandra  Pearson  are  pictured  with  equipment  which  analyzes 
quantitatively  the  type  of  lipid  or  fat. 

organization  integrated  with  clinical  practice, 
for  public  service,  and  maintained  through  priv- 
ate funds.  It  was  named  in  honor  of  Ludvig 
Hektoen,  who  was  then  director  of  the  John 
McCormick  Institute  and  professor  of  pathology 
at  Rush  Medical  College,  and  who  was  con- 
sidered to  be  one  of  the  first  to  devote  himself 
prominently  and  persistently  to  pure  medical 
science.  He  interned  at  Cook  County  Hospital 
in  1887. 

Hektoen  Institute  originally  was  housed  in 
the  old  McCormick  Institute  and  Durand  Hos- 
pital buildings,  which  had  been  purchased  by 
the  Board  of  Commissioners  of  Cook  County 
so  that  Hektoen  facilities  would  become  an  in- 
tegral component  of  the  general  structure  of 
the  Cook  County  Hospital. 

The  new  multi-million  dollar  facility,  located 
on  the  site  of  the  McCormick  Institute  at  629 
Wood  Street,  was  financed  through  a $5,100,000 
bond  issue  approved  in  1959.  A federal  con- 
struction grant  totaling  $1,338,000  made  up  the 
difference. 

As  a private,  non-profit  corporation,  Hektoen 
Institute  is  wholly  dependent  upon  contribu- 
tions from  individual  sources.  These  funds  make 
it  possible  to  purchase  modern  equipment  and 
replace  old  equipment.  Additionally,  these  pri- 
vate funds  are  necessary  to  retain  the  services 
of  outstanding  scientists  as  well  as  trained  tech- 


The auditorium  on  the  first  floor  seats  285  people  and  is 
completely  equipped  for  showing  movies  and  handling 
meetings  and  large  groups  for  learning.  It  is  glass-walled 
and  sound-proof. 

nicians  and  research  assistants,  and  to  maintain 
other  experimental  facilities  such  as  an  extensive 
animal  laboratory.  Because  housing  and  utilities 
are  furnished  without  cost  by  the  County,  all 
contributions  and  grants  to  Hektoen  are  used 
solely  for  the  direct  requirements  of  research. 

Hektoen  is  particularly  known  for  its  works 
in  leukemia,  tuberculosis,  nephritis,  heart  dis- 
ease, liver  and  gastric  intestinal  and  surgical 
research.  Hundreds  of  scientific  papers  have 
been  published  by  Hektoen  principals  and  as- 
sociates, many  of  whom  provide  their  services 
on  a voluntary  basis. 

Governed  by  a board  of  trustees  headed  by 
Dr.  Karl  A.  Meyer,  who  serves  as  chairman  of 
the  board,  the  Institute  operates  under  corpo- 
rate by-laws  which  define  its  broad  objectives 
as  follows: 

“To  organize,  develop  and  support  labora- 
tories for  research  in  medicine  and  surgery;  to 
extend  the  boundaries  of  science,  whereby  meas- 
ures will  be  found  to  combat  disease  in  general 
and  to  improve  the  care  of  the  sick;  to  utilize 
the  clinical  material  in  Cook  County  Hospital 
for  the  extension  of  advances  in  diagnosis  and 
treatment;  and  to  develop  further  the  clinical 
laboratories  and  to  amplify  the  work  of  the  de- 
partment of  therapeutics  in  Cook  County  Hos- 
pital for  providing  better  facilities  for  diagnosis 
and  treatment  of  the  sick  of  Cook  County.” 
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CASE  REPORT 


Spontaneous  hematoma  of  the  rectus  abdomi- 
nis muscle  is  a rare  complication  of  pregnancy 
often  imitating  an  acute  abdominal  condition 
and  always  perplexing  the  clinician.  Maternal 
mortality  rates  of  12%-15%  and  fetal  mortality 
rates  of  up  to  50%  by  some  authors  (12,  16)  are 
convincing  evidence  that  this  syndrome  is  wor- 
thy of  more  consideration. 

A review  of  certain  aspects  of  this  disease  in 
44  prior  cases  and  a personal  case  history  are 
submitted  to  reemphasize  the  diagnostic  puzzle 
this  condition  may  present. 


Case  Report 

A 27  year-old,  Gravida  7,  Para  6,  Negro  female  was 
admitted  to  the  Labor  Rooms  at  32-33  weeks  gestation 
on  October  15,  1963.  Her  expected  date  of  confinement 
was  December  1,  1963.  From  1951  through  July,  1962, 
all  of  her  deliveries  were  normal,  full-term,  and  spon- 
taneous. She  had  no  surgical  history  nor  significant 
medical  disease  except  for  “kidney  infections”  after  her 
last  two  deliveries. 

Her  chief  complaint  was  abdominal  pain  in  the  left 
lower  quadrant  which  she  first  noted  about  three  hours 
prior  to  admission  while  lying  in  bed.  The  pain  was 
steady,  moderate  in  intensity,  and  not  related  to  position 
but  aggravated  by  coughing  and  straining.  She  had  had 
a “cold”  with  rather  severe  coughing  for  two  days.  She 
denied  any  gastro-intestinal  symptoms,  dysuria,  hema- 
turia, or  trauma. 

Physican  examination:  The  patient  was  an  obese 
Negro  female  weighing  217  lbs.,  with  a weight  gain 
during  pregnancy  of  27  lbs.,  who  was  in  moderate 
distress  with  pertinent  physical  findings  localized  to  the 
abdomen  except  for  scattered  rhonchi  in  both  lung 
fields.  Her  blood  pressure  was  160/80,  her  pulse  was 
96  and  strong,  and  her  temperature  was  98.6°  F.  Her 
uterus  measured  31  cm.  McDonald  height  and  showed 
no  evidence  of  contractions.  Fetal  heart  tones  were 
noted  at  120  per  minute.  The  fetal  position  was  not 
definitely  ascertained  by  palpation  but  the  presenting 
part  was  not  engaged.  X-rays  were  ordered  to  rule  out 
twins.  A localized  area  of  tenderness  was  noted  in  the 
LLQ  with  muscle  guarding  present  but  rebound  ten- 
derness absent.  Bowel  sounds  were  present.  The  cervix 
was  thick,  long,  and  closed.  There  was  no  vaginal 
bleeding  and  adnexal  masses  were  not  palpable.  Clot- 
ting time  was  5 minutes.  Hematocrit  was  35  vol.  %.  At 
this  time  the  diagnostic  impression  was  possible  early 
abruption. 

Seven  hours  after  admission,  the  LLQ  pain  was  de- 
scribed as  persisting  with  some  increase  in  intensity. 
The  patient’s  vital  signs  were  stable.  Fetal  heart  tones 
were  130.  X-rays  revealed  “Twin  fetuses  in  early  third 
trimester.”  The  patient  was  transferred  to  the  surgical 
obstetric  ward  for  sedation  and  observation. 

Eleven  hours  after  admission  there  was  marked  ten- 
derness in  the  LLQ  with  rebound  tenderness  and  hypo- 
active  bowel  sounds  present.  Observers  were  still  unable 
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to  palpate  a discrete  mass  with  bimanual  technique. 
Some  bowel  distension  was  noted.  Her  blood  pressure 
was  130/80,  her  pulse,  96.  A repeat  hematocrit  was  34 
vol  % and  the  clotting  time  was  still  5 minutes.  Fetal 
EKG  revealed  only  one  definite  set  of  fetal  heart  tones, 
another  set  was  questionably  traced.  At  this  time,  dif- 
ferent observers  considered  diagnoses  of  early  abrup- 
tion of  one  placenta,  twisted  ovarian  cyst,  incomplete 
rupturing  uterus,  and  degenerating  fibroid. 

Seventeen  hours  after  admittance  to  the  hospital,  the 
abdominal  pain  had  increased  markedly  in  intensity. 
The  abdomen  was  tender  and  rigid  in  palpation.  The 
supra-umbilical  distension  had  increased  during  the  past 
few  hours.  The  point  of  maximum  tenderness  was  to  the 
left  and  slightly  inferior  to  the  umbilicus  where  a poor- 
ly defined  mass  approximately  10  cm.  x 10  cm.  could 
be  felt.  The  fetal  heart  tones,  pulse,  and  blood  pressure 
remained  stable  with  no  alteration  since  admittance  to 
the  hospital.  At  this  point  she  was  taken  to  surgery. 

Under  general  anesthesia,  a low  midline  incision  was 
made,  and,  as  the  anterior  rectus  sheath  was  opened,  it 
was  noted  that  large  clots  of  blood  could  be  expressed 
from  beneath  the  left  rectus  sheath.  The  muscle  itself 
had  been  almost  completely  disrupted  transversely  near 
its  cephalic  attachment.  Approximately  400  cc  of  clots 
were  removed.  The  superior  epigastric  artery  was  dan- 
gling free  from  the  proximal  mass  of  muscle  and  was 
ligated.  Small  bleeding  points  were  ligated;  gel  foam 
was  used  in  the  area  of  the  evacuated  hematoma  and 
hemostasis  was  obtained.  There  was  no  attempt  made 
to  anastamose  the  disrupted  muscle  masses.  The  peri- 
toneum was  opened  and  no  evidence  of  intra-peritoneal 
pathology  was  found. 

The  patient  experienced  marked  post-operative  pain 
over  the  LLQ;  however,  she  was  well-sedated  and  her 
vital  signs  remained  normal.  Hematocrit  was  33  vol  %. 
Bleeding  time  was  3 minutes.  Clotting  time  and  platelet 
counts  were  normal.  However,  sixteen  hours  post-sur- 
gery, the  patient  went  into  spontaneous  labor  and  de- 
livered twin  male  infants  who  were  in  poor  condition 
and  weighed  3 pounds  2 ounces  and  3 pounds  4 
ounces.  Both  expired  ten  horns  after  birth.  Autopsy  find- 
ing revealed  congenital  pulmonary  atelectasis. 

Subsequently,  the  patient  had  a relatively  uneventful 
course  and  she  was  discharged  on  the  tenth  post-opera- 
tive day  in  good  condition. 


General  Comment 

Max  Broedel’s  excellent  monograph4  on  the 
rectus  abdominis  muscle  describes  the  various 
anatomic  features  that  determine  the  site  of  rup- 
ture and  extent  of  hemorrhage  in  relation  to  this 
muscle.  The  muscle,  which  is  divided  into  four 
or  five  muscle  bellies  by  transverse  septa,  is  cov- 
ered by  a strong  tendonous  sheath  except  for 
the  posterior  aspect  of  the  lower  portion  where 
only  the  transversalis  fascia  separates  it  from  the 
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TABLE  1 


Precipitating  Factors  Implicated  in  45  Cases  of 
Hematoma  of  the  Rectus  Abdominis  Muscle  in 
Pregnancy 


Cough 

25 

Active  Labor 

8 

External  Trauma 

2 

Influenza 

1 

Typhoid 

1 

Undetermined 

8 

peritoneum.  Here,  extravasated  blood  can  press 
upon  the  peritoneum  causing  symptoms  of  intra- 
abdonimal  disease.  The  muscle  is  supplied  by 
two  arteries:  the  inferior  epigastric  branch  of 
the  external  iliac  and  the  superior  epigastric 
branch  of  the  internal  mammary.  These  arteries 
run  between  the  muscle  and  the  peritoneum 
with  anastomotic  vessels  penetrating  the  muscle 
bellies. 

Hematomas  occurring  in  the  upper  part  of 
the  rectus  are  limited  to  the  borders  of  the  mus- 
cle sheath;  but  those  in  the  lower  rectus  be- 
neath the  linea  semi-cireularis  may  dissect  later- 
ally between  the  openurosis  of  the  transversus 
abdominis  and  the  transversalis  fascia  and  ex- 
tend to  the  opposite  side  or  actually  rupture 
into  the  abdominal  cavity. 

That  pregnancy  predisposes  the  rectus  muscle 
to  injury  is  well  substantiated  by  Teske’s  series 
of  100  cases  of  rectus  muscle  hematoma13  in 
which  22  occurred  in  association  with  preg- 
nancy. Overstretching  of  the  muscle  fibers  in 
pregnancy  appears  to  increase  the  susceptibility 
to  injury.  Under  these  conditions  severe  cough- 
ing, sneezing  or  exertion  can  suddenly  change 
the  length  of  the  rectus  muscle  and  result  in  rup- 
ture of  the  muscle  or  of  the  epigastric  vessels. 

A summary  of  45  cases  with  regard  to  etiology 
is  noted  in  Table  1.  Coughing,  often  the  severe 
paroxsymal  type  seen  with  acute  bronchitis,  was 
by  far  the  most  common  precipitation  cause  for 
this  condition  in  pregnancy.  This  is  in  contrast 
to  studies  not  related  to  pregnancy  in  which 
trauma  is  implicated  in  almost  50%  of  the  cases. 
Such  systemic  causes  as  influenza  and  typhoid 
fever  appear  to  cause  muscle  fibers  to  degener- 
ate and  thereby  increase  its  susceptibility  to 
rupture.  More  recently,  anti-coagulants  have 
been  involved.10 

It  appears  that  an  incorrect  diagnosis  is  most 
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often  made  through  a failure  to  suspect  the 
disease.  That  this  condition  can  simulate  a vari- 
ety of  intra-abdominal  diseases  is  illustrated  by 
Table  2 which  lists  the  principle  diagnoses  con- 
sidered in  the  initial  treatment  of  this  disease. 

Less  than  25%  of  these  cases  have  been  diag- 
nosed correctly  during  the  initial  examination 
of  the  pregnant  woman;  nevertheless,  rather 
constant  signs  and  symptoms  are  reproduced  in 
the  case  histories.  It  is  characteristically  a dis- 
ease of  the  multiparous  woman,  usually  over  30 
years  of  age  and  in  the  last  trimester  of  preg- 
nancy. On  questioning  her,  one  frequently  elicits 
symptoms  of  an  acute  upper  respiratory  condi- 
tion. The  onset  of  the  illness  often  begins  during 
an  episode  of  paroxsymal  coughing  with  abrupt 
abdominal  pain  usually  localized  to  one  quad- 
rant of  the  abdomen,  steady  in  nature  and  soon 
reaching  a peak  in  intensity.  Muscle  rigidity 
with  rebound  tenderness  is  present  in  over  50% 
of  the  cases  making  palpation  of  a mass  difficult. 
However,  a mass  is  usually  present  though  not 
always  visible.  If  a mass  is  noted,  the  diagnosis 
may  be  aided  by  having  the  supine  patient  lift 
her  head  from  the  pillow.  A mass  confined  to 
the  muscle  bellies  produces  a characteristic  firm- 
ness and  immobility  as  the  abdominal  muscula- 
ture contracts.5 

Although  the  site  of  the  hematoma  is  variable, 
80%  occur  in  the  lower  quadrants.  Vomiting  is 
frequent  and  when  associated  with  prostration 
usually  indicates  a rapidly  developing  hema- 
toma. Ecchymosis  and  discoloration  of  the  skin 
surrounding  the  umbilicus  have  been  noted  but 
this  sign  occurs  late,  often  after  the  third  day  of 
the  illness.  The  vital  signs  frequently  remain 
stable  although  hypovolemic  shock  can  occur 
if  the  blood  loss  is  great  enough.  This  was  the 
most  common  cause  of  maternal  mortality  be- 
fore blood  replacement  was  available.  A mod- 
erate leukocytosis  occurs  (10,000 — 12,000)  and 
radiologic  studies  occasionally  are  of  diagnostic 
value  demonstrating  soft  tissue  shadows. 

In  the  cases  reviewed,  operative  intervention 
was  the  method  usually  employed  although  the 
laporatomy  was  often  undertaken  to  establish 
the  diagnosis  or  when  expecting  other  pathol- 
ogy. Either  a low  midline  or  paramedian  inci- 
sion directly  over  the  mass  can  be  made  with 
evacuation  of  the  clot  and  ligation  of  the  bleed- 
ing vessels  carried  out.  It  is  occasionally  neces- 


TABLE  2 


Initial  Diagnosis  in  45  Cases  of  Hematoma  of  the 
Rectus  Abdominis  Muscle  During  Pregnancy 


Rectus  Muscle  Hematoma  11 

Abruptio  Placentae  7 

Twisted  Ovarian  Cyst  5 

Ruptured  Uterus  4 

Acute  Appendicitis  3 

Pedunculated  Myoma  3 

Ectopic  Pregnancy  1 

Hydronephrosis  1 

Extravasation  of  urine  1 

Acute  Cholecystitis  1 

Ruptured  Hydatid  Cyst  1 

Diagnosis  Not  Established  7 


sary  to  place  mattress  sutures  in  the  oozing 
muscle  ends.  If  the  muscle  ends  are  severed  and 
oozing,  drainage  is  indicated  but  closure  with- 
out drainage  is  preferable  and  usually  possible.5 
The  peritoneum  is  usually  opened  to  rule  out 
co-existing  intra-abdominal  pathology.  Cesarean 
sections  have  been  performed  when  the  gesta- 
tion is  near  term.  Sometimes,  the  clot  is  firmly 
imbedded  in  the  muscle  and  cannot  be  evac- 
uated. Under  these  circumstances,  the  mass  may 
be  left  in  situ  and  treated  conservatively.  Large 
masses  have  been  treated  this  way  with  good 
results. 

Hematomas  of  the  rectus  abdominis  muscle 
have  also  been  treated  conservatively  with  good 
results.  Certainly  smaller  hematomas  may  be 
adequately  managed  with  bed  rest,  sedation, 
anti-tussive  agents,  ice  packs,  and  abdominal 
binders.* 1 2 3  However,  if  the  hemorrhage  con- 
tinues or  blood  replacement  becomes  necessary, 
surgery  is  indicated. 

Summary 

1.  Hematoma  of  the  rectus  abdominal  muscle 
is  a rare  but  important  complication  of  preg- 
nancy frequently  mimicking  an  acute  ab- 
dominal condition. 

2.  The  condition  is  most  often  precipitated  by 
coughing  spells  in  the  elderly  multigravid 
patient  during  the  last  trimester  of  preg- 
nancy. 

3.  The  most  important  diagnostic  tool  is  a high 
index  of  suspicion  since  the  signs  and  symp- 
toms of  this  illness  are  relatively  constant. 
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4.  A personal  case  history  and  review  ot  cer- 
tain aspects  of  this  disease  are  submitted. 
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RESOLUTION 

The  following  resolution  was  unanimously  adopted  by  the 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY  at  its  regu- 
larly scheduled  meeting  on  28  October  1964. 

WHEREAS,  The  Department  of  Public  Aid  of  the  State  of  Illi- 
nois has  seen  fit  to  issue  a list  of  drugs  that  may  be 
used  for  patients  receiving  aid  from  this  depart- 
ment, and 

WHEREAS,  This  drug  list  is  restrictive  in  that  it  invades  the 
right  of  the  physician  in  whom  these  patients  have 
entrusted  their  lives  and  health  from  prescribing 
those  drugs  that  in  his  judgment  are  the  best  for 
his  patient,  and 

WHEREAS,  The  restrictions  imposed  in  the  selection  of  the 
drugs  for  this  group  denies  them  the  best  medical 
care  which  all  physicians  desire  to  give,  Therefore, 

BE  IT  RESOLVED,  That  the  MONTGOMERY  COUNTY  MED- 
ICAL SOCIETY  urges  its  representative,  the  Illi- 
nois State  Medical  Society,  and  its  member  county 
societies  to  do  everything  in  their  power  to  help 
reverse  this  action  of  the  Department  of  Public  Aid 
in  order  that  all  citizens  of  the  State  of  Illinois  may 
have  the  right  to  the  best  drugs  available. 
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Considerable  procress  has  been  made  in  re- 
cent years  in  the  treatment  of  pyogenic  skin  in- 
fections, largely  through  the  use  of  topical  and 
systemic  antibiotics.  The  following  report  de- 
scribes preliminary  studies  of  a new  topical  anti- 
biotic— gentamicin  sulfate — a wide-spectrum, 
bactericidal  complex  derived  from  Micromono- 
spora  purpurea.1’2 

Gentamicin  is  a mixture  of  two  isomers  that 
have  the  same  antibacterial  and  pharmacologic 
properties  (vide  Black  et  al.3).  Its  mechanism 
or  antibacterial  action  is  not  known.  In  vitro 
tests  have  shown  it  to  be  bactericidal  to  Escheri- 


chia coli  and  Aerobacter  aerogenes,  and  particu- 
larly active  against  strains  of  Pseudomonas, 
Proteus,  Group  A.  streptococci,  and  Staphylo- 
coccus2— including  strains  of  penicillinase-pro- 
ducing staphylococci  resistant  to  commonly  used 
antibiotics.4  Development  of  resistant  strains  is 
slow  and  stepwise.4 

Gentamicin  (injection)  has  been  used  suc- 
cessfully in  the  systemic  treatment  of  urinary 
tract  infections  and  burns4’5  and  in  penumonia 
due  to  gram-negative  bacteria.6 

We  recently  studied  gentamicin*  ointment  in 
the  topical  treatment  of  pyogenic  skin  infections 
in  106  private  patients,  52  males  and  54  females, 
whose  ages  ranged  from  nine  months  to  83 
years.  Previous  treatment  of  46  (43%)  of  these 
patients  had  been  unsuccessful:  in  17  of  the  46, 
antibiotics  including  neomycin,  polymixin  B, 
bacitracin,  and  iodochlorhydroxyquin  had  been 
administered  either  topically  or  systemically,  or 
both,  without  cure. 

A variety  of  skin  infections  were  treated  in 
this  study,  including  impetigo  contagiosa,  sec- 
ondary infection  (usually  postoperative),  folli- 
culitis, stasis  dermatitis  with  ulcer,  and  eczema 
with  infection.  Ten  species  of  bacteria  were  iso- 
lated from  the  infections  (Table  1),  most  fre- 
quently hemolytic  and  nonhemolytic  staphy- 
lococci, and  streptococci.  Bacterial  infection 
with  more  than  one  species  was  found  in  9 
cases. 

In  62  of  the  106  patients,  topical  gentamicin 
sulfate  ointment  t.i.d.  was  the  only  medication 
applied  to  the  lesions.  Nineteen  of  the  62  pa- 


*Supplied  as  Garamycin®,  by  E.  F.  McMahon, 
M.D.,  Schering  Corporation,  Bloomfield,  New  Jer- 
sey. 


TREATMENT  OF 
PYOGENIC 

SKIN  INFECTIONS  WITH 
TOPICAL  GENTAMICIN 


M.  Murray  Nierman,  M.D. 
/calumet  city 
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TABLE  1 

Bacteria  Isolated  from  the  Skin  Infection  and 
Results  of  Treatment 

Infection  Excellent  Good  Poor 


12 


1 


Hemolytic  Staphylococcus  aureus  11 
coagulase  positive 
Hemolytic  Staphylococcus  aureus 
coagulase  negative 
Nonhemolytic  Staphylococcus 
aureus  positive 
Nonhemolytic  Staphylococcus 
aureus  negative 
Alpha  prime  Streptococcus 
Escherichia  coli 
Nonhemolytic  Staphylococcus 
albus 

Bacillus  subtilis 

Mixed  infections  of  Staphylococcus 
and  Streptococcus 
Hemolytic  Staphylococcus  aureus 
coagulase  negative; 

Beta  hemolytic  Streptococcus;  and 
Escherichia 

Staphylococcus  aureus  coagulase  2 
negative  and  Alcaligenes  faecalis 
'Treatment  discontinued  when  possible  sensitization 
developed. 


tients  were  directed  to  apply  compresses  of  5% 
boric  acid  for  10  to  15  minutes  when  necessary, 
to  remove  crusts  and  make  the  lesions  acces- 
sible to  topical  gentamicin. 

Systemic  antibiotics  were  administered  con- 
currently in  34  cases. 

The  effects  of  different  topical  agents  applied 
simultaneously  to  separate  lesions  in  the  same 
patient  were  explored  in  20  cases.  In  18  of  these, 
gentamicin  sulfate  was  compared  with  neomy- 
cin sulfate,  polymixin  B sulfate  and  zinc  baci- 
tracin. 

As  in  the  administration  of  any  drug,  dura- 
tion of  treatment  with  topical  gentamicin  varied 
with  the  extent  and  severity  of  the  disease  and 
on  the  conscientious  application  by  the  patient 
as  directed.  In  patients  with  impetigo  contagi- 
osa the  largest  number  (28  to  49)  required 
treatment  for  three  to  seven  days;  the  remain- 
ing 21  were  treated  for  2 to  28  days.  Similarly, 
in  patients  with  secondary  skin  infections,  5 of 
16  were  treated  for  seven  days,  the  other  11  for 
3 to  16  days.  In  patients  with  folliculitis,  treat- 
ment ranged  from  3 to  38  days. 

In  eczema  with  infection,  duration  of  treat- 
ment ordinarily  depends  on  the  duration  and 


severity  of  the  disease;  however,  cases  of  long- 
standing disease  frequently  require  only  brief 
treatment.  In  the  9 patients  with  infected  eczema 
in  this  study,  treatment  ranged  from  3 to  21  days. 

Stasis  dermatitis  with  ulcers  would  be  ex- 
pected to  require  longer  periods  of  treatment, 
and  this  was  borne  out  by  the  fact  that  3 of  9 
patients  were  treated  for  30  days,  the  6 others 
for  20  to  90  days.  In  these  patients,  the  ulcer 
was  packed  with  gentamicin  and  a gelatin  pow- 
der. Betamethasone  cream  was  then  applied  to 
the  skin  about  the  ulcer  and  the  area  was  cov- 
ered with  a paste  boot.  This  dressing  was 
changed  usually  about  twice  a week. 

In  five  cases,  gentamicin  oitment  was  used 
prophylactically  following  dermabrasion  for  fa- 
cial scarring.  Treatment  lasted  for  5 to  15  days, 
usually  12  days. 

When  infection  cleared  rapidly  and  topical 
gentamicin  was  the  only  antibiotic  used,  the  re- 
sponse was  rated  excellent.  When  infection 
healed,  but  not  as  early  in  the  course  of  the  dis- 
ease, or  when  concurrent  treatment  with  sys- 
temic antibiotics  was  required,  results  were 
rated  as  good.  When  healing  of  the  pyoderma 
did  not  occur,  the  response  was  rated  poor.  Re- 
sults in  use  of  gentamicin  after  dermabrasion 
were  rated  excellent  or  good  according  to  rate 
of  healing,  poor  if  infection  developed. 

Results 

For  the  106  patients,  excellent  results  in  the 
treatment  of  pyogenic  disorders  were  obtained 
in  74  (70%);  28  (26%)  were  rated  as  good,  and 
4 (4%)  as  poor.  Results  by  diagnosis  are  given 
in  Table  2;  by  species  of  bacteria  in  Table  1. 

Of  the  four  treatment  failures  (4%),  one  was 
an  uncooperative  patient  with  impetigo  con- 
tagiosa who  did  not  use  compresses  to  remove 
the  crusts  of  the  lesions.  The  second  was  a case 
of  infected  umbilical  pilonidal  sinus.  This  dis- 
order, which  does  not  respond  to  known  topical 
or  systemic  antibiotics,  almost  invariably  re- 
quires surgery.  Gentamicin  was  tried  in  this 
case  because  of  the  exceptional  results  obtained 
with  it  in  other  skin  ulcers.  In  the  third  case, 
possible  sensitization  developed  and  treatment 
was  discontinued.  The  fourth  treatment  failure 
was  a case  of  pyoderma  of  the  external  ear  canal 
associated  with  pityriasis  rubra  pilaris.  The  pa- 
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TABLE  2 


TABLE  3 


Results  of  Treatment  by  Diagnosis 


Number  of 

Disease  Patients 

Results 
Excellent  Good 

Poor 

Impetigo  contagiosa 

49 

37 

11 

1 

Secondary  infection 

16 

9 

7 

0 

( 10  patients 
postoperative ) 

Folliculitis 

10 

6 

3 

1 

Eczema  with  infection 

9 

8 

1 

0 

Stasis  ulcer 

9 

6 

3 

0 

Post-dermabrasion 

5 

3 

2 

0 

Pyoderma  gangrenosa 

2 

2 

0 

0 

Sycosis  barbae 

2 

2 

0 

0 

Pyoderma  in  pityriasis 

1 

0 

0 

1 

rubra 

Pyoderma  in  pityriasis 

1 

1 

0 

0 

alba 

Pilonidal  sinus 

1 

0 

0 

1 

Furunculosis 

1 

0 

1 

0 

Total 

106 

74 

28 

4 

(100%) 

(70%) 

(26%) 

(4%) 

tient  had  not  responded  to  topical  treatment 
with  iodochlorhydroxyquin  and  hydrocortisone, 
and  did  not  respond  to  treatment  with  genta- 
micin, but  improved  subsequently  when  treated 
with  betamethasone  cream  alone. 

We  compared  the  effects  of  other  topical  anti- 
biotics applied  simultaneously  to  different  sites 
in  the  same  patient.  In  4 of  20  cases  studied, 
gentamicin  sulfate  was  more  effective  than  neo- 
mycin sulfate.  In  no  case  was  neomycin  sulfate 
more  effective.  In  the  remaining  16  cases,  genta- 
micin and  the  other  topical  antibiotics  used 
were  equally  efficacious. 

Side  effects  were  limited  to  a localized  skin 
reaction  in  1 (1%)  of  the  106  patients  treated. 
In  this  patient,  a papular  vesicular  eruption  ap- 
peared on  the  nape  of  the  neck,  and  treatment 
with  gentamicin  was  discontinued.  This  patient 
had  been  treated  previously  with  neomycin. 

Comment 

1.  We  are  continuing  our  investigation  of  a 
useful  modification  of  a widely-used  treatment 
of  stasis  ulcer  with  which  we  have  had  excellent 
results:  the  ulcer  is  packed  with  gentamicin 
ointment  and  gelatin  powder;  betamethasone 
cream  is  applied  to  the  surrounding  skin  which 
as  a rule  is  eczematous.  Then  both  ulcer  and 


Comparison  of  Effectiveness  of  0.1%  and  0.3% 
Gentamicin  Sulfate  Ointment 
in  60  Patients 


Percentage  of 

Patients 

Treated  with 

Results 

0.1%  ointment 

72% 

excellent 

25% 

good 

3% 

poor 

0.3%  ointment 

68% 

excellent 

28% 

good 

4% 

poor 

adjacent  skin  are  covered  with  a paste  boot. 
Both  the  infection  and  the  inflammatory  tissue 
reaction  are  treated  by  this  method. 

2.  We  compared  the  effectiveness  of  0.1% 
gentamicin  sulfate  ointment  with  that  of  the 
0.3%  preparation  in  60  patients  (Table  3).  These 
results  are  so  similar  that  there  seems  to  be  no 
need  for  the  stronger  preparation:  the  0.1% 
ointment  is  as  effective  as  the  0.3%. 

3.  No  valid  comparison  can  be  made  between 
response  in  the  patients  treated  with  gentami- 
cin only  and  those  treated  with  gentamicin  and 
systemic  antibiotics.  Systemic  antibiotics  were 
given  only  when  fever,  severe  generalized  in- 
volvement, or  possible  bacteremia  were  present, 
or  if  the  lesions  were  relatively  inaccessible  to 
topical  application. 

4.  This  study  emphasizes  that  gentamicin  is 
not  only  a potent  antibiotic  for  treatment  of 
pyogenic  skin  infections,  but  that  applied  topi- 
cally, it  has  a low  index  of  sensitization  and 
irritation.  Sensitization  was  reported  in  one  pa- 
tient who  had  been  treated  previously  with  neo- 
mycin. Cross  sensitization  is  unlikely,  however: 
persons  known  to  be  sensitive  to  neomycin  have 
had  no  response  to  challenge  with  gentamicin.7 

Summary 

Gentamicin,  a new,  potent,  wide-spectrum 
antibiotic  with  low  topical  toxicity,  proved  ef- 
fective treatment  in  102  of  106  patients  with 
pyogenic  skin  infections.  Ten  strains  of  bacteria, 
staphylococci  primarily,  were  identified  in  the 
diseases  treated,  which  included  impetigo  con- 
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tagiosa,  secondary  infection,  folliculitis,  and  in- 
fected eczema.  Excellent  results  were  obtained 
in  6 of  9 cases  of  stasis  ulcer  treated  with  a 
modified  packing  technique. 

Localized  inflammation  that  required  discon- 
tinuance of  treatment  developed  in  1 patient. 
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FOUNDATION  REPORT 

A New  Source  of  Edible  Fats 

The  soybean  which  for  many  ages  has  been 
a staff  of  life  in  the  Orient  has  become  in  the 
20th  century  the  chief  source  of  visible  food 
fats  in  the  United  States  (Table  1).  The  annual 
production  of  soybean  oil  is  now  over  5,000 
million  pounds  and  is  greater  than  the  combined 
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TABLE  1. 

U.S.  Production  of  Edible  Fats  and  Oils  and 
their  Consumption  in  Foods  (9,  10) 


(Million  Pounds) 


Production 

Consumption 
in  Foods* 

(1960) 

(1962) 

Vegetable  Oils 

Soybean  Oil 

5950** 

3878 

Cottonseed  Oil 

1875 

1299 

Corn  Oil 

340 

318 

Peanut  Oil 

95** 

62 

Safflower  Oil 

- 

35 

Olive  Oil 

5 

58 

Coconut  Oil 

637 

227 

Meat  Fats 

Lard 

2600 

1977 

Tallow 

340 

407 

Butter 

1500 

1382 

* Includes  vegetable  oils  used  in  manufacture  of  shortening 
and  salad  and  cooking  oils  for  export  and  overseas  donation, 
estimated  at  approximately  700  million  pounds. 

^Includes  oil  equivalent  of  exports. 


output  of  all  other  edible  vegetable  oils  as  well 
as  the  combined  annual  production  of  all  edible 
animal  fats  (Table  1).  Soybean  oil  now  consti- 
tutes 72%  of  the  oil  consumed  in  margarine,  48% 
of  the  oil  consumed  in  shortening,  and  60%  of 
the  oil  consumed  in  salad  and  cooking  oils.1 
Since  soybean  oil  is  now  an  important  constitu- 
ent of  many  foods  as  well  as  the  major  source 
of  polyunsaturated  fatty  acids,2  it  seems  de- 
sirable to  discuss  briefly  the  methods  by  which 
it  is  produced,  its  chemical  composition,  and 
its  uses  in  foods. 
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TABLE  2. 

Fatty  Acid  Composition  of  Soybean  Oil  and  Other 
Major  Food  Fats  and  Oils  ( % of  Total  Fatty  Acids  ) 

Saturated  Unsaturated  Fatty  Acids 


Fatty  Acids 

Oleic 

Linoleic 

Linolenic 

Soybean  Oil 

15  - 

24  - 

55 

7 

Cottonseed  Oil 

26 

22 

52 

trace 

Com  Oil 

14 

31 

55 

trace 

Peanut  Oil 

21 

49 

30 

trace 

Olive  Oil 

15 

73 

12 

trace 

Safflower  Oil 

10 

14 

75 

trace 

Butter 

63-70 

28-31 

1. 0-2.5 

0. 2-0.4 

Lard 

45 

46 

9 

- 

Beef  Tallow 

46 

50 

4 

- 

The  Production  of  Edible  Soybean  Oil 

Crude  soybean  oil  as  expressed  or  extracted 
with  solvent  from  the  soybean  is  brownish  yel- 
low in  color  and  has  a characteristic  flavor.  This 
crude  oil  is  first  treated  with  water.  Phospha- 
tides, carbohydrates,  proteins  and  other  mu- 
cilaginous materials  are  hydrated,  become  in- 
soluble in  oil,  and  precipitate  out  as  a wet 
“gum.”  Dehydrating  the  wet  gum  under  vacuum 
yields  a viscous  liquid  which  is  sold  commer- 
cially as  soybean  lecithin.  The  “degummed”  oil 
is  then  treated  with  an  aqueous  alkaline  solu- 
tion to  remove  free  fatty  acids  as  soaps.  At  the 
same  time,  some  pigments  are  removed.  This 
refined  oil  is  further  decolorized  by  treating 
with  activated  clay.  Finally,  the  oil  is  deodor- 
ized by  vacuum  steam  distillation  to  produce  a 
bland  edible  soybean  oil. 

Most  of  the  soybean  oil  used  in  margarine 
and  shortening  is  partially  hydrogenated.  The 
refined  soybean  oil  is  treated  with  hydrogen 
under  pressure  in  the  presence  of  a nickel  cata- 
lyst to  partially  saturate  its  double  bonds  with 
hydrogen.  This  treatment  yields  a product 
which  is  solid  at  room  temperature  and  has  im- 
proved flavor  stability. 

Recently,  a new  salad  and  cooking  oil  made 
from  soybean  oil  has  been  marketed.  This  prod- 
uct is  produced  by  partially  hydrogenating  soy- 
bean oil  to  improve  the  flavor  stability.  Hydro- 
genation increases  to  some  extent  the  saturated 
triglycerides  in  the  oil.  These  triglycerides  are 
removed  by  a process  known  as  winterization. 
In  winterization  the  oil  is  kept  at  42°F.  for  sev- 
eral days  until  the  more  saturated  triglycerides 
are  crystallized.  The  precipitates  are  then  re- 
moved by  filtration.  The  partially  hydrogenated 


TABLE  3. 

Chemical  Composition  of  Commercial 
Soybean  Lecithin 


Soybean  oil 35  % 

Lecithin  19.7  % 

Cephalin  19.7  % 

Inositol  Phosphatides 21.0  % 

Carbohydrates  (Sterol  glucoside)  3.6  % 

Moisture  & others  1.0  % 

Vitamins 

Inositol  30.0  mg/g. 

Choline  29.3  mg/g. 

Tocopherol  1.3  mg/g. 

Biotin  0.42  mcg/g. 

Folic  Acid 0.60  mcg/g. 

Thiamin  0.115  mcg/g. 

Riboflavin  0.33  mcg/g. 

Pantothenic  Acid  5.59  mcg/g. 

Pyridoxine  0.29  mcg/g. 

Niacin  0.12  mcg/g. 


and  winterized  soybean  oil  is  therefore  a liquid 
oil  at  room  temperature  with  a high  degree  of 
unsaturation  and  good  flavor  stability. 

Composition  of  Soybean  Oil 

The  major  component  of  soybean  oil  is  tri- 
glyceride which  constitutes  approximately  99% 
of  the  edible  oil.  The  triglycerides  are  com- 
posed of  95%  fatty  acids  and  5%  glycerol.  The 
fatty  acids  in  turn,  contain  approximately  7% 
linolenic  acid,  55%  linoleic  acid,  24%  oleic  acid 
and  15%  stearic  acid.  A representative  analysis 
of  the  fatty  acids  in  soybean  oil  and  a compari- 
son with  other  major  food  fats  and  oils  is  shown 
in  Table  2. 

Two  minor  components  of  refined  soybean 
oil  which  are  of  biological  interest  are  sterols 
and  tocopherols.  Edible  soybean  oil  contains 
0.15 — 0.38%  of  sterols,  10 — 15%  of  which  are 
present  as  esters  with  fatty  acids.  The  sterols  in 
soybean  oil  are  composed  of  sitosterols,  stig- 
masterol,  and  dihydrositosterol.  Edible  soybean 
oil  contains  about  0.15%  of  tocopherols3  which 
are  a mixture  of  <p,  y,  and  ? isomers. 

The  phosphatides  which  are  removed  from 
soybean  oil  during  refining  are  commercially 
marketed  as  soybean  lecithin,  a brown  viscous 
liquid,  composed  of  soybean  oil,  lecithin,  ce- 
phalin, inositol  phosphatides  and  a number  of 
vitamins.  (Table  3.)  A more  palatable  form  of 
soybean  lecithin  is  produced  as  pale  yellow 
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granules  by  precipitating  the  phosphatides  from 
soybean  lecithin  with  acetone.  The  fatty  acids 
in  soybean  phosphatides  are  similar  to  those  in 
triglycerides  except  that  there  is  about  10% 
more  palmitic  acid  and  a reduced  amount  of 
oleic  acid  in  the  phosphatides. 

Flavor  Stability  of  Soybean  Oil 

During  storage  all  fats  and  oils  gradually  re- 
act with  oxygen  to  form  hydroperoxides.  When 
the  peroxide  value  of  fats  and  oils  reaches  about 
20  meq./kg.  or  higher,  they  become  rancid.  Soy- 
bean oil  also  develops  a characteristic  beany 
and  grassy  flavor  known  as  “reversion”  when 
the  peroxide  value  of  the  oil  is  still  as  low  as  a 
few  meq./kg.  Although  soybean  oil  as  now  pro- 
duced is  the  major  food  fat  in  the  United 
States,  research  workers  believe  that  further 
improvement  in  its  flavor  stability  will  lead  to 
new  markets.  To  solve  this  flavor  problem,  re- 
search is  being  conducted  by  government,  uni- 
versity and  industry  scientists.  At  Rutgers  Uni- 
versity an  attempt  is  being  made  to  chemically 
identify  the  compounds  which  are  responsible 
for  the  “reversion”  factor.  It  is  believed  that 
mechanisms  can  be  postulated  once  the  chem- 
ical nature  of  the  “reversion”  compounds  are 
known,  and  that  the  problem  of  “reversion”  can 
be  better  solved  if  the  mechanism  is  completely 
understood.  At  the  Northern  Regional  Research 
Laboratory  of  the  USDA  methods  are  being  in- 
vestigated to  lower  the  content  of  linolenic  acid 
without  substantial  decrease  of  the  essential 
linoleic  acid. 

Uses  of  Soybean  Oil 

Soybean  oil  is  used  as  a salad  oil,  in  mayon- 
naise, salad  dressings  and  canned  soups  and 
fishes.  The  partially  hydrogenated  soybean  oil 
is  used  in  margarine,  shortening,  and  confec- 
tionery and  as  a cooking  oil.  The  continued  ef- 
fort of  the  industry  to  improve  the  quality  of 
soybean  oil  through  better  processing  technol- 
ogy has  resulted  today  in  an  oil  which  may  be 
used  for  most  general  food  purposes. 

Until  the  recent  emphasis  on  the  nutritional 
value  of  polyunsaturated  fatty  acids,  edible  soy- 
bean oil  was  usually  hydrogenated  from  an 
original  iodine  value  of  about  130  to  about  75 
for  shortening  and  to  about  80  for  margarine. 


TABLE  4. 


Fatty  Acid  Composition  (%)  of  Commercial 
Household  Shortenings  and  Margarines 


Type  Shortening 

Saturated 
Fatty  Acids 

Unsaturated  Fatty  Acids 
Monoenoic  Dienoic  Trienoic 

All  Vegetable  fat  - 
“regular” 

- 19-33 

53-75 

6-14 

0-1.0 

All  Vegetable  fat  - 
“special” 

Meat  fat  and 

- 22-32 

44-55 

22-33 

0-2.5 

Vegetable  fat 

30-50 

37-57 

6-13 

0-0.6 

All  meat  fat 
Type  Margarine 

34-45 

44-53 

7-13 

0-1 

"Regular” 

16-25 

42-63 

10-20 

0-0.5 

“Special” 

15-30 

30-57 

22-40 

0-0.5 

Butter  Fat 

63-70 

28-31 

1.0-2. 5 

0.2-0. 5 

The  conventional  “regular”  process  of  manufac- 
ture is  now  being  replaced  by  a new  “special” 
process  in  which  a portion  of  the  oil  is  only 
slightly  hydrogenated  to  an  iodine  value  of,  for 
example,  113.  This  slightly  hydrogenated  oil  is 
then  blended  with  a highly  hydrogenated  oil  to 
produce  the  required  flavor  stability  and  consist- 
ency. Margarine  and  shortening  manufactured 
in  this  manner  contribute  more  polyunsaturated 
fatty  acid  to  the  diet  than  those  manufactured 
by  the  conventional  method  (Table  4).  State- 
ments on  these  special  products  have  recently 
been  published  by  the  American  Medical  Asso- 
ciation.4’5 

Importance  of  Soybean  Oil 

Recent  medical  advances  indicate  a potenti- 
ally beneficial  dietary  effect  of  polyunsaturated 
fatty  acids  upon  nutrition  and  disease.  Kinsell, 
el  al6  and  many  others  have  demonstrated  that 
vegetable  oils  in  the  diet  can  be  used  to  lower 
the  serum  cholesterol  level.  The  important  work 
of  Arild  Hansen  and  associates  on  the  relation 
of  linoleic  acid  to  infant  feeding  is  summarized 
in  Acta  Pediatria.7  Recently,  labeled  arachi- 
donic  acids  were  fed  to  mice  and  the  radioac- 
tive elements  were  located  in  the  hormone 
prostaglandin  which  is  known  to  have  the  func- 
tion of  lowering  blood  pressure.8 

As  success  with  vegetable  oil-containing  diets, 
prescribed  currently  for  small  groups,  is  pro- 
jected upon  a large  population,  the  problem  of 
the  supply  of  vegetable  oils  arises.  As  shown  in 
Table  1,  soybean,  cottonseed  and  corn  oil  make 
up  98%  of  the  highly  polyunsaturated  vegetable 
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oils  consumed  in  the  United  States.  Since  cot- 
tonseed oil  is  the  by-product  of  cotton  and  corn 
oil  the  by-product  of  cornstarch,  it  is  not  likely 
that  the  production  of  these  can  be  greatly  in- 
creased even  if  there  is  a demand.  Safflower  oil, 
though  it  contains  an  unusually  high  percentage 
of  linoleic  acid,  comprises  less  than  1%  of  the 
total  fats  and  oils  consumed  in  this  country. 
This  leaves  soybean  oil  as  the  only  oil  in  rela- 
tively abundant  supply  which  contains  more 
than  50%  of  linoleic  acid.  Because  soybean  oil  is 
a wholesome  oil  and  because  its  production  can 
be  easily,  economically  and  quickly  expanded, 
it  seems  desirable  to  recommend  the  considera- 
tion of  its  use  in  experimental  diets  for  biologi- 
cal studies.  Furthermore,  it  seems  desirable  to 
recommend  the  encouragement  of  technical  re- 
search for  the  improvement  of  the  flavor  stabil- 


ity of  soybean  oil  with  optimum  nutrient  re- 
tention. 
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-FAMILIAR  MEDICAL  QUOTATIONS- 

A book  of  quotations — a great  collection  of  wit  and  wisdom  from 
and  about  physicians  of  the  ages  is  being  assembled.  The  writings 
and  utterances  of  physicians,  teachers  and  investigators  from  the 
dawn  of  medical  history  to  the  present  are  being  sifted  for  the  nuggets 
of  genius  and  brilliant  good  humor  which  characterize  the  humanity  of 
a profession.  The  collection  will  also  include  quotes  from  lay  writers — 
including  the  scriptures — dealing  with  disease,  doctors  and  medical 
life.  The  editors  welcome  suggestions  for  entries  in  FAMILIAR  MEDICAL 
QUOTATIONS.  If  there  is  a favorite  quote  that  you  would  like  to  see 
included,  send  it — with  its  source — to  FAMILIAR  MEDICAL  QUOTA- 
TIONS, Little,  Brown  and  Company,  34  Beacon  Street,  Boston  6, 
Massachusetts.  Naturally  not  all  quotes  received  can  be  used,  but  the 
editors  will  give  each  suggestion  every  consideration. 
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Marren,  J.,  The  Reverend.  Communications  between  doc- 
tor, patient  and  chaplain,  648 
Mask,  face,  to  protect  from  cold  air  and  wind  (Kowalski) 
567 

Measles 

effects  of,  and  measles  vaccine  on  tuberculin  test  (Starr 
& Berkovich)  (ab)  481 


immunization,  ISMS  posters  and  balloons  advocating, 
371;  373 

Medical  Assistants 
certification,  382 

Illinois  Medical  Assistants  Association,  (2nd  annual  sym- 
posium) 84;  (What  is  it)  239;  (report)  696 
scholarship  loans  offered  by,  480 
Medical  Career 

Medical  Explorer  Scout  Post,  established,  Sangamon 
County,  596 

recruitment  programs,  177 
Medical  Education:  See  Medical  Schools 
Medical  Ethics 

Interprofessional  Code  for  Physicians  and  Lawyers  of 
Illinois,  247 

press  code  adopted  by  Macon  County  Medical  Society, 
180 

principles  of,  123 
Medical  Progress  (Kravitz)  531 

Medical  Record  Librarians,  approved  schools  for,  236 
Medical  Schools 

accredited,  rules  and  regulations,  194 
first  medical  instruction  conference,  87 
list  of,  in  Illinois,  236 

Medical  Students,  Illinois  Student  Medical  Loan  Fund 
Program  by  ISMS,  179 
Medical  Technology,  approved  schools  of,  237 
Medical  Testimony,  impartial,  ISMS  participation  in,  175 
Medical  Witness,  247 
Medically  Indigent  Aged 
assistance  to,  through  Kerr-Mills,  177 
ISMS  advertises  available  health  programs  for,  483 
Medicare 

Dr.  Dailey  challenges  misstatements  about,  on  TV  show 
(Richards)  402;  483 
Medicine 

“Milestones  of  Medicine,"  radio  program  by  Roche  Labo- 
ratories, 91 

private,  interdependence  with  public  health  (Yoder)  455 
Medicine  in  the  Out  of  Doors  (Kowalski) 

protection  from  miseries  of  cold  air  and  wind,  567 
Medicine-Religion  Symposium 

spiritual  needs  of  the  sick  (Haley)  641 
pastoral  care  of  patient  needs  (Thomas)  642 
help  a practicing  physician  needs  from  hospital  chap- 
lain (Rhoads)  644 

“I  and  Thou  in  Jewish  chaplaincy”  (Prombaum)  646 
communications  between  doctor,  patient  and  chaplain 
(Marren)  648 

Mental  Deficiency,  enzymes  in  (Rosanova  & others)  52; 
335 

Mental  Disorders,  psychotropic  medication,  10  years’  prog- 
ress (Pennington)  553 
Mental  Health 

Department,  services,  199 

program  seen  as  county  woman’s  auxiliaries  challenge, 
486 

progress  in,  in  Illinois  (Visotsky)  582 
Mental  Hospitals:  See  Hospitals,  psychiatric 
Mental  Retardation 

enzymes  in  (Rosanova  & others)  52;  335 
new  school  opened:  Murray  Children’s  Center,  Centralia, 
86 

Meprobamate  (Miltown),  psychotropic  medication  (Pen- 
nington) 553 

Mercer,  J.  K.,  Accidental  administration  of  Compazine,  47 
Merck,  Sharp  & Dohme  paid  printing  cost  of  ISMS  health 
messages,  371 

Messick,  W.,  jt.  auth.  See  Keeton,  K. 

Methemoglobinemia,  congenital  (Rosanova  & others)  339 
Michaelson,  A.  S.,  jt.  auth.  See  Rosanova,  A.  R. 

Mikulicz  Syndrome,  lymphosarcoma  producing  (Robinson 
& Hoyne)  31 

Miltown:  See  Meprobamate 

Mitral  Annulus  calcification,  the  view  box  (Love)  563 
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Minors,  consent  to  medical  treatment  and  operations,  243 
Moseley,  R.  D.,  Recent  advances  in  diagnostic  radiology, 
312 

Moss,  W.  T.,  Recent  advances  in  radiotherapy,  315 
Motion  Pictures 

available  from  ISMS,  174 
“quad”  film  available,  485 

Murray  Children’s  Center,  new  mental  retardation  school 
open,  86 

Musial,  Stan,  Community  Health  Week  message  recording, 
371 

Narcotics 

control,  procedures  and  reports;  Illinois  Uniform  Nar- 
cotic Drug  Act,  245 

return  of  unused  narcotics,  records,  etc.  on  death  of 
physician,  241 

National  Council  on  Radiation  Protection  and  Measure- 
ments, Board  of  Directors,  Reference  Page  #47, 
353 

Necropsy:  See  Autopsy 

Neimeyer,  H.,  jt.  auth.  See  Rosanova,  A.  R. 

Nervous  System,  central,  granulomatous  angiitis  of  (Peison 
& Padleckas)  330 

Neurology,  history  of,  in  Chicago  (Mackay)  60 
Newspapers 

ads  in  weeklies  and  dailies  on  health  programs  for  eld- 
erly, 483 

health  columns  for:  “Dr.  SIMS”  172;  373 
press  code  as  guide  for  individual  physicians  and  county 
societies,  180 

Nierman,  M.  M.,  Treatment  of  pyogenic  skin  infections 
with  topical  gentamicin,  772 

Nitrogen,  liquid,  used  in  cryotherapy  in  ophthalmology 
(Bellows)  419 

Nuclear  physics  (Marinelli)  306 
Nurse  expense  insurance,  177 
Nursing 

practical,  programs,  list  of,  235 
schools  of,  directory  of,  234 
Nursing  Homes,  directory  of,  214 
Nutrition 

in  medicine,  annual  conference  on,  372 
metabolic  aspects  of,  and  the  heart  (Kummerow)  559 
soybean  oil  in  (Chang  & Wilson)  675 

Obstetrics:  See  Labor 

Occupational  Therapy,  approved  course  in,  236 
Ophthalmology,  cryotherapy  in  (Bellows)  419 

Padleckas,  R.,  jt.  auth.  See  Peison,  B. 

Parotid  Gland,  lymphosarcoma  producing  Mikulicz  Syn- 
drome (Robinson  & Hoyne)  30 
Pastoral  care:  See  under  Religion 
Patients 

commitment  to  mental  hospitals,  244 
communications  between  doctor,  chaplain  and  (Marren) 
648 

employment  contract  between  physician  and;  withdrawal 
from  case,  243 

news  about,  press  code  for  physicians,  180,  182 
pastoral  care  of  his  needs  (Thomas)  642 
photographs  of,  consent  for,  182 
records,  disposal  on  death  of  physician,  241 
spiritual  needs  of  the  sick  (Haley)  641 
Pediatrics,  medical  aspects  of  juvenile  delinquency  (Gil- 
lespie) 27 

Peison,  B.,  and  Padleckas,  R.,  Granulomatous  angiitis  of 
central  nervous  system,  330 

Pennington,  V.  M.,  Ten  years’  progress  in  psychotropic 
medication,  553 

Peptic  Ulcer,  genetics  of  (Goldgraber)  444 
Pfeiffer,  C.  J.,  and  Stefan,  L.,  Non-epidemic  staphylococci: 
an  environmental  survey,  327 
Pfizer,  Chas.,  & Co.,  Inc.,  held  blameless  in  Portland 


paralysis  case,  92 

Pharmacopeia,  AMA-USP  Nomenclature  Committee  (Hus- 
sey) 41 

Phenothiazines,  psychotropic  medication  (Pennington)  553 
Phenylketonuria  identified  with  mental  deficiency  (Rosanova 
& others)  52 

Photographs  of  patients,  consent  for,  182 
Physical  Medicine  and  rehabilitation  in  multiple  injuries 
(Knapp)  33 

Physical  Therapy,  approved  school  of,  236 
Physicians 

communications  between  patient,  chaplain  and  (Marren) 
648 

concern  with  juvenile  delinquency  (Gillespie)  27 
death,  what  is  to  be  done,  241 

employment  contract  with  patient;  withdrawal  from 
case,  243 

Interprofessional  Code  for  Physicians  and  Lawyers  of 
Illinois,  247 
legal  liability  of,  241 

interviews  by  newspapers,  on  radio  and  television,  180 
office  laboratory,  quality  control  in  (Dorsey)  321 
Placement  Service,  178 

practicing,  help  needed  from  hospital  chaplain  (Rhoads) 
644 

press  code  for,  regarding  their  patients,  180,  182 
private,  gaps  between  public  health  practitioners  and 
(Yoder)  455 

role  in  Community  Health  Week,  Oct.  18-24,  371;  372 
routine  tuberculin  testing,  urged  for  all  (Dancey)  346 
work  load,  IMJ  study  paints  profile  of  Illinois  physician, 
485 

Physics,  nuclear  (Marinelli)  306 

Piszczek,  E.  A.,  IMJ  Annual  Reference  Issue:  August, 
1964,  119;  (Richards)  510 
Placement  Service,  178 

Planned  Parenthood-World  Population,  Dr.  Calderone  pro- 
motes, 65 

Poison  Control  Centers,  directory  of,  206 
Poliomyelitis,  Sabin  oral  vaccine,  Pfizer  held  blameless, 
92 

Polycythemia  vera,  role  of  stem  cells;  treatment  with  P-32, 
(DeGowin  & Gurney)  569 

Powers,  E.  L.,  Recent  advances  in  radiation  biology,  308 
Powers,  R.  C.,  Sejdinaj,  I.,  Tootson,  E.,  and  Hurley,  L., 
Immature  argentaffinoma  of  appendix  in  a child,  44 
Prochlorperazine  (Compazine) 

accidental  administration  to  child  (Mercer)  47 
psychotropic  medication  (Pennington)  553 
Professions 

Illinois  Association  of  the  Professions,  (provides  new 
mechanism  for  advancing  professional  ideals)  (Rich- 
ards) 18;  (purpose;  scope)  238;  (inaugural  meeting) 
484 

Interprofessional  Code  for  Physicians  and  Lawyers  of 
Illinois,  247 

Prombaum,  E.,  Rabbi,  “I  and  Thou  in  Jewish  chaplaincy,” 
646 

Proteins,  faulty  action  of  enzymes,  conditions  caused  by 
(Rosanova  & others)  52 

Psychiatric  Hospitals:  See  Hospitals,  psychiatric 
Psychiatrist  and  the  eye  (Drell)  428 

Psychotropic  medication,  10  years’  progress  (Pennington) 
553 

Public  Health 

departments,  county,  city  and  local,  205 
Illinois  Department  of,  and  divisions,  201 
its  interdependence  with  private  medicine  (Yoder)  455 
Pylorus  stenosis,  congenital,  genetics  of  (Goldgraber)  444 

Quadruplets,  modern  management  of  multiple  births — film 
available,  485 

Radiation 

biology,  recent  advances  in  (Powers)  308 
ionizing,  shelter  from  (Klinghoffer)  656 
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Monitoring  Procedures,  speakers  available  on,  320 
National  Council  on  Radiation  Protection  and  Measure- 
ments, Reference  Page  #47,  353 

Radio 

ISMS  awards  program,  485 

“Milestones  of  Medicine”  new  series  by  Roche  Labora- 
tories, 91 

physicians  appearance  on,  180 
public  service  materials  available  from  ISMS,  174 
Radiography,  recent  advances  in  diagnostic  radiology 
(Moseley)  312 

Radioisotopes,  use  in  medical  practice  (Seed)  317 
Radiology  Symposium 
introduction  (Breed)  305 
nuclear  physics  (Marinelli)  306 
recent  advances  in  radiation  biology  (Powers)  308 
recent  advances  in  diagnostic  radiology  (Moseley)  312 
recent  advances  in  radiotherapy  (Moss)  315 
use  of  radioactive  isotopes  in  medical  practice  (Seed)  317 
Radiotherapy,  recent  advances  in  (Moss)  315 
Ranson,  Stephen  W.,  1880-1942,  Chicago  neurologist 

(Mackay)  61 

Rectus  abdominis  muscle,  hematoma  simulating  acute  ab- 
domen (Cusack  & Lawler)  668 
Reference  Issue  of  IMJ,  August  1964  (Piszczek)  119;  (Rich- 
ards) 510 
Reference  Page 

National  Council  on  Radiation  Protection  and  Measure- 
ments, #47,  353 
list  of,  #l-#43,  175 

Rehabilitation  in  multiple  injuries  (Knapp)  33 
Reichert,  John  L.,  personal  memorium,  493;  498 
Religion-Medicine  Symposium 

spiritual  needs  of  the  sick  (Haley)  641 
pastoral  care  of  patient  needs  (Thomas)  642 
help  a practicing  physician  needs  from  the  hospital 
chaplain  (Rhoads)  644 

“I  and  Thou  in  Jewish  chaplaincy”  (Prombaum)  646 
communications  between  doctor,  patient  and  chaplain 
(Marren)  648 

Retina,  detachment,  cryotherapy  (Bellows)  420 
Retirement,  “New  . . . Tax  Saving  Plans  for  Self-Employed,” 
booklet  available  from  ISMS,  176 
Rhoads,  P.  S.,  The  help  a practicing  physician  needs  from 
the  hospital  chaplain,  644 
Richards,  R.  L. 

Comments  on  the  Annual  Reference  issue,  510 
The  gift  of  life:  volunteer  workers,  624 
IAP  provides  new  mechanism  for  advancing  professional 
ideals,  18 

Presenting  speeches  and  ideas,  284 
The  rewards  of  “getting  involved”  402 
Riker,  W.,  and  Traisman,  H.,  Conjoined  twins:  report  of 
3 cases,  450 

Robinson,  B.  E.,  and  Hoyne,  R.  M.,  Lymphosarcoma  pro- 
ducing Mikulicz  syndrome,  30 
Roche  Laboratories,  new  radio  series:  “Milestones  of  Med- 
icine” 91 
Roentgen  Rays 

approved  schools  of  X-Ray  technology,  236 
Rosanova,  A.  R.,  Neimeyer,  H.,  Compall,  T.,  and  Michael- 
son,  A.  S.,  Enzymes  in  mental  retardation,  52;  335 

Salad  Oil,  soybean  oil  (Chang  & Wilson)  675 
Salivary  Glands,  lymphosarcoma  producing  Mikulicz  syn- 
drome (Robinson  & Hoyne)  30 
Schizophrenia,  psychotropic  medication  (Pennington)  553 
Schools 

directory  of  schools  of  nursing,  physical  therapy,  etc., 
234-237 

list  of  medical  schools  in  Illinois,  236 
Seed.,  L.,  Use  if  radioactive  isotopes  in  medical  practice, 
317 

Sejdinaj,  I.,  jt.  auth.  See  Powers,  R.  C. 

Senior  Citizens:  See  under  Geriatrics 

Sex,  better  education,  form  new  organization,  Dr.  Calde- 


rone’s  statement,  65 

Sheltered  Care  Homes,  directory  of,  226 
Sick  (The):  See  under  Patients 
Singing,  germs  spread  in,  93 
Skin 

aids  in  diagnosis  of  visceral  disease  (Goldman)  564 
pyogenic  infections,  topical  gentamicin  for  (Nierman)  672 
Smith  Kline  and  French  Laboratories,  New  Speech  Train- 
ing Service  (Richards)  284 
Smoking:  See  under  Tobacco 
Soybean  oil  in  our  foods  (Chang  & Wilson)  675 
Sparberg,  M.,  and  Kirsner,  J.,  Current  developmenst  in 
regional  enteritis,  531;  651 
Speakers 

S K & F Laboratories  New  Speech  Training  Service 
(Richards)  284 

Bureau,  County  Medical  Society,  174 
Bureau,  ISMS  Scientific,  179 
Speech:  See  Speakers 

Starr,  S.,  and  Berkovich,  S.,  Effect  of  measles  and  measles 
vaccine  on  tuberculin  test  (ab.)  481 
Stefan,  L.,  jt.  auth.  See  Pfeiffer,  C.  J. 

Stephens,  J.  A.,  The  cervical  stump,  57 
Staphylococcus,  non-epidemic,  environmental  survey  (Pfeif- 
fer & Stefan)  327 

Stomach,  cancer,  genetics  of  (Goldgraber)  443 
Street,  E.  C.,  jt.  auth.  See  Hammond,  E.  C. 

Students:  See  Medical  Students 
Subclavian  artery,  stenosis,  the  view  box  (Love)  37 
Surgeons,  qualifications  of  the  flight  surgeon  (McNeely)  49 
jt.  auth.  See  Wilson,  T.  R. 

Television 

ISMS  awards  program,  485 
materials  available  from  ISMS,  174 
physician’s  appearance  on,  180 

Today  Show,  Dr.  Dailey  challenges  misstatements  about 
Medicare  (Richards)  402;  483 
Terman,  L.  A.,  face  mask  to  protect  from  cold  air  and 
wind  (Kowalski)  567 

Thomas,  M.,  The  Reverend,  The  pastoral  care  of  patient 
needs,  642 

Thorazine:  See  Chlorpromazine 

Tissue  Committee,  admissibility  in  evidence  of,  242 

Tobacco 

smoking  cigarettes,  pipe  vs.  cigars,  health  hazard  (Ham- 
mond & Street  ) 661 

Tonometry,  features  of  early  open  angle  glaucoma  (Krill) 
425 

Tootson,  E.,  jt.  auth.  See  Powers,  R.  C. 

Traisman,  H.,  jt.  auth.  See  Riker,  W. 

Trauma,  multiple  injuries,  physical  medicine  and  rehabili- 
tation in  (Knapp)  33  , 

Tuberculin 

test,  effects  of  measles  and  measles  vaccine  on  (Starr  & 
Berkovich)  (ab.)  481 

testing:  clinical  applications  (Dancey)  346 
Tuberculosis 

detection,  routine  tuberculin  testing  recommended  for 
each  physician  (Dancey)  346 
hospitals  licensed  by  state  of  Illinois,  212 
Twins,  conjoined:  report  of  3 cases  (Riker  & Traisman)  450 

Unger,  D.  L.,  Unger,  L.,  and  Cohen,  G.,  Rapid  therapy 
with  betamethasone  in  severe  intermittent  asthma,  349 
Unger,  L.,  jt.  auth.  See  Unger,  D.  L. 

United  States 

Adopted  Names  (USAN)  for  drugs  (Hussey)  41 
Congress,  88th,  senators  and  representatives,  committee 
assignments,  1 86 

USAN:  See  United  States  Adopted  Names 
Urine,  “maple  sugar  urine  disease”  associated  with  mental 
retardation  (Rosanova  & others)  54 
Uterus:  subtotal  hysterectomy,  removal  of  cervical  stump 
(Stephens)  57 
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lymphosarcoma,  430 
mitral  annulus  calcification,  563 
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Wilson,  T.  R.,  and  Stephens,  J.  A.,  Fifteen  years  of  cesa- 
rean sections,  342 
Witness,  medical,  247 
Woman’s  Auxiliary 
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Committees,  183 
District  Councilors,  183 
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X-Rays:  See  Roentgen  Rays 

Yoder,  F.  D.,  Public  health:  its  interdependence  with  pri- 
vate medicine,  455 
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Schmitt,  Paul  G.  F.,  390 
Scott,  Russell  F.,  96 
Serbin,  William  B.,  390 
Sermonte,  William,  498 
Shutan,  Mary,  272 
Sintzel,  Rudolph  V.,  272 
Skelton,  Neva,  390 
Slewikowski,  George  J.  M.,  390 
Sollner,  Martha,  610 
Spieler,  Ernest,  712 
Stanbery,  George  A.,  272 
Stone,  Florence  A.,  96 
Sullivan,  Robert  L.,  498 
Tweedy,  James  R.,  390 
Uhlmann,  Erich  M.,  498 
Vaughan,  John  B.,  390 
Wallman,  Samuel  C.,  96 
Welfeld,  Joseph,  96 
Wescott,  Virgil,  96 
Wettstein,  John  C.  R.,  712 
Wilhelmi,  Lawrence  J.,  610 
Wright,  Glenn  E.,  96 
Wyant,  Andrew  R.  E.,  96 
Zuska,  Albert  J.,  390 
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In  your  own  daily  practice,  this  usefully 
different  tranquilizer  can  be  equally  ef- 
fective. What  it  has  done  to  relieve  anxi- 
ety and  maintain  mental  clarity  under  pro- 
longed stress  and  extreme  discomfort  of 
cryohypophysectomy,  it  can  do  in  almost 
any  case  of  anxiety. 

Response  obtained  with  parenteral  hy- 
droxyzine in  20  surgical  patients  under- 
going cryohypophysectomy,  which  entails 
freezing  of  the  pituitary  in  intubated  pa- 
tients, demonstrates  how  slight  is  its  effect 
on  mental  acuity.  The  author  states  that 
with  use  of  a local  anesthetic,  small  doses 
of  a narcotic  and  large  doses  of  hydroxy- 
zine, “the  patient  is  conscious  and  can  re- 
spond to  direct  commands.”1 

So  selective  was  the  tranquilizing  ac- 
tion of  hydroxyzine  in  another  study2  em- 
ploying this  surgical  technique,  that 
throughout  the  long  and  trying  procedure, 
all  but  one  of  the  13  patients  were  effec- 
tively tranquilized  and  yet  able  to  com- 
municate with  the  surgeon  by  means  of 
previously  agreed-upon  hand  signals. 


side  effects:  Drowsiness,  usually  transitory  and 
correctable  by  dosage  reduction,  may  occur.  Dry- 
ness of  mouth  may  be  seen  with  higher  doses. 
Involuntary  motor  activity  has  been  reported  in 
some  hospitalized  patients  on  high  dosage. 
precautions:  Vistaril  (hydroxyzine)  may  poten- 
tiate the  action  of  central  nervous  system  de- 
pressants, anticoagulants,  narcotics  such  as 
meperidine,  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased.  Pa- 
tients receiving  anticoagulants  should  be  fol- 
lowed closely,  and  appropriate  laboratory 
studies  performed  regularly.  The  usual  precau- 
tions for  intramuscular  injection  should  be  fol- 
lowed with  the  parenteral  form.  Intravenous 
injection  should  not  exceed  a rate  of  1 cc.  per 
minute  or  100  mg.  per  dose.  As  with  other  in- 
jectables,  soft-tissue  reactions  have  been  rarely 
reported,  and  are  usually  associated  with  faulty 
technique. 

formulas:  Vistaril  (hydroxyzine  pamoate)  Cap- 
sules: 25  mg.,  50  mg.,  100  mg.;  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension:  25  mg.  per  5 cc.; 
Vistaril  (hydroxyzine  HC1)  Parenteral  Solution: 
25  mg.  and  50  mg.  per  cc. 

More  detailed  professional  information  avail- 
able on  request. 


1.  Rand,  R.  W.:  Western  J.  Surg.  72:142,  May-June,  1964.  2.  Morlino,  F.  J.  et  al. : Paper  presented  at  Stanford 
University  Medical  School,  Palo  Alto,  Calif.,  Jan.,  1964. 


that’s  tranquilization! 


Vistaril 

hydroxyzine 

a usefully  different 
tranquilizer 


PFIZER  LABORATORIES 
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DEATHS  DUE  TO  CAR 
DRIVEWAY  ACCIDENTS 


Car  driveway  accidents  occur  with  increas- 
ing frequency,  especially  in  our  burgeoning 
suburbs.  Usually  these  types  of  accidents  in- 
volve small  children  who  are  seriously  injured, 
usually  fatally,  when  struck  down  by  motor- 
ists who  back  their  cars  out  of  driveways. 
Often  the  driver  does  not  look  into  the  rear 
view  mirror  of  his  car  to  see  if  the  way  is 
clear.  Frequently  the  child  is  too  small  to  be 
seen  in  the  rear  view  mirror  by  the  driver. 

Prompted  by  the  death  of  a child  as  the 
result  of  a car  driveway  accident,  the  authors 
undertook  a survey  of  twelve  northwest  subur- 
ban communities  of  Chicago  for  1963  and  1964 
to  determine  the  number  of  children  injured  or 
killed  in  this  type  of  mishap.  During  this  pe- 
riod nine  children  were  fatally  injured.  The 
ages  of  the  children  ranged  from  thirteen 
months  to  nine  years,  most  of  the  children 
being  under  four  years  of  age.  A survey  taken 
with  the  cooperation  of  the  Cook  County  Traf- 
fic Safety  Commission  was  helpful  in  compiling 
the  death  total.  It  is  interesting  to  note  that 
the  accidents  occurred  in  the  newer  suburbs. 
Older  suburban  communities  such  as  Evanston, 
Skokie  and  Niles  reported  no  fatalities  or  in- 
juries. 

A national  survey  taken  by  the  National 
Safety  Council  showed  that  three-hundred 
children  were  fatally  injured  in  1963  as  a result 
of  vehicle  accidents  on  home  property.  The 
great  majority  of  these  was  due  to  driveway 
accidents  involving  the  backing  out  of  cars.1 

It  is  difficult  to  estimate  the  frequency  of 
this  type  of  accident,  since  a separate  classifi- 
cation is  not  always  kept  by  the  police  and 
other  accident  prevention  agencies.  There  is 
probably  a larger  number  of  fatalities  than 
these  figures  indicate.  The  statistics  do  not  take 
into  account  the  significant  number  of  seriously 
injured  children.  There  is  undoubtedly  a great 
potentiality  for  the  occurrence  of  this  type  of 
accident  if  the  large  number  of  bicycles  and 
tricycles  struck  by  motorists  backing  out  of 
driveways  is  taken  into  account. 


The  following  recommendations  are  sug- 
gested to  prevent  car  driveway  accidents: 

• Doctors,  as  well  as  other  drivers  who  make 
home  visits,  should  be  constantly  on  the  alert 
for  this  ever  present  danger. 

• A state  wide  or  nation  wide  campaign  should 
be  instituted  to  alert  parents  to  the  danger  of 
car  driveway  accidents,  and  to  the  hazard  of 
allowing  small  children  to  play  on  driveways 
behind  parked  cars. 

• Specific  safety  precautions  involving  the 
parking  of  cars  in  driveways  are  suggested: 
The  question  of  parking  cars  so  that  the  front 
end  of  the  automobile  faces  the  street  should 
be  considered.  Most  of  the  driveway  acci- 
dents occur  when  the  automobile  is  backed  out 
and  very  few  occur  when  the  car  is  guided  into 
the  driveway.  It  is  much  easier  to  see  a small 
child  over  the  sloping  hood  of  a car,  than  by 
looking  behind  the  trunk  of  a car. 

• Parents  must  educate  their  children  to  keep 
bicycles,  tricycles  and  gocarts  off  the  drive- 
ways, and  particularly  not  behind  parked  cars. 

• Circular  or  angled  driveways  should  be  con- 
sidered in  building  homes.  This  would  allow 
the  motorist  to  observe  any  child  behind  his 
car  as  he  walks  to  it. 

• A car  should  be  parked  so  that  its  back  end 
is  fairly  close  to  the  street,  leaving  little  space, 
which  would  discourage  a toddler  from  playing 
behind  the  vehicle. 

• If  the  rear  end  of  the  car  cannot  be  seen 
as  the  driver  leaves  a home,  he  should  circle 
his  car  before  entering  it. 

• Parents  should  keep  the  doors  of  the  car 
closed  so  children  cannot  enter.  The  car  should 
be  in  parking  gear  and  keys  should  never  be 
left  in  the  ignition.  This  may  prevent  children 
from  precipitating  car  driving  accidents. 

REFERENCES 

1.  Children  in  the  Driveway,  Family  Safety,  Publication  of  the 
National  Safety  Council,  Chicago,  Illinois  p.  11,  Spring,  1964. 

Harvey  Kravitz,  M.D. 
Alvin  Korach,  M.D. 
(Editorials  continued  on  page  692) 
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HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River, N.  Y. 


HYDROMOX 

dUlNEinAZONE-TABLEIS 

antihypertensive  diuretic 
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IMPROPER  IMBIBING 


It’s  not  only  how  much  you  drink  but  how 
much  you  eat  that  may  spell  the  difference  be- 
tween intoxication  and  sobriety. 

Slightly  more  than  a bottle  of  wine,  or  three 
stiff,  eight-to-one,  martinis  are  necessary — if  one 
drinks  with  meals — to  build  an  average-sized 
man’s  blood  alcohol  up  to  the  level  where  his 
sobriety  is  legally  in  question. 

But  if  the  drinking  is  done  on  an  empty 
stomach,  only  half  as  much  of  these  beverages 
will  usually  raise  blood  alcohol  to  the  same 
point,  according  to  studies  carried  out  jointly 
by  Dr.  Giorgio  Lolli,  New  York,  and  an  Italian 
colleague  and  reported  in  the  current  issue  of 
the  Quarterly  Journal  of  Studies  on  Alcohol. 

Their  work  also  shows  that  the  moderate  im- 
biber, particularly  the  person  who  likes  a glass 
or  two  of  wine  with  his  meals,  can  drink  with- 
out affecting  physical  or  mental  performance — 
as  long  as  he  eats,  too.  If  he  drinks  on  an  empty 
stomach,  however,  his  efficiency  may  be  affect- 
ed, even  at  the  same  blood  alcohol  levels. 

In  most  states,  a blood  alcohol  level  of  0.05 
per  cent  is  the  point  at  which,  legally  and  medi- 
cally, intoxication  is  suspected.  But  even  at  half 
that  figure,  some  drinkers  show  the  effects  of 
alcohol,  according  to  Dr.  Lolli  and  Dr.  Luigi 
Meschieri. 

The  two  physicians  are  associated,  respec- 
tively, with  the  International  Center  of  Psycho- 
dietetics, New  York  and  Borne,  and  the  Italian 
National  Institute  of  Psychology. 

To  carry  out  their  experiments,  the  investi- 
gators selected  40  young  medical  students  by 
subjecting  them  to  a battery  of  medical  and 
psychological  examinations  to  ensure  that  they 
were  in  as  good  health  as  possible.  Many  studies 
of  the  effects  of  alcohol,  Dr.  Lolli  points  out,  are 
performed  on  clinic  patients,  already  sick  or 
disturbed,  a factor  which  may  affect  the  test 
results. 

It  was  necessary  also  to  find  a method  of  pro- 
ducing the  same  blood  alcohol  concentrations 


on  a full  and  empty  stomach.  The  two  clinicians 
determined  that  blood  alcohol  levels  would  be 
almost  identical  if  the  amount  of  12  per  cent 
alcohol,  taken  as  wine  or  ethanol  in  water,  con- 
sumed on  an  empty  stomach  was  doubled  with 
a 1,500  calorie  meal.  This  finding,  which  they 
say  has  not  been  used  before,  enabled  them  to 
proceed  with  their  experiment. 

In  a quiet  laboratory  setting,  the  students 
were  administered  precise  amounts  of  12  per 
cent  red  table  wine  and  a solution  of  12  per 
cent  ethanol  and  water  at  a rate  of  0.2  grams 
per  kilogram  of  body  weight,  which  averaged 
about  five  ounces  or  a little  more  than  one  wine- 
glass per  person.  Then,  twice  the  amount  of 
wine  or  alcohol  (0.4  gm.  per  kg.  of  body  weight 
— equal  to  about  10  ounces  of  wine  or  an  extra- 
dry martini)  was  consumed  with  a 1,500  calorie 
meal.  In  each  case,  according  to  the  investiga- 
tors, the  peak  blood  alcohol  levels  obtained  on 
either  a full  or  empty  stomach  were  about  0.02 
per  cent  or  less. 

Following  each  method  of  drinking,  the  sub- 
jects were  given  tests  to  evaluate  23  variable 
psychological  and  physiological  functions — 
speed,  alertness,  motor  coordination,  perception, 
judgment,  accuracy,  etc.,  under  varying  condi- 
tions. 

At  these  low  blood  levels,  the  physicians  re- 
port, only  nine  test  variables  were  unchanged 
with  wine  on  an  empty  stomach.  On  the  other 
hand,  20  psychological  and  motor  functions  re- 
mained unaffected  after  wine  was  drunk  with 
meals.  Oddly,  in  the  empty  stomach  series,  six 
functions  were  improved  on  an  empty  stomach, 
four  impaired  and  four  uncertain. 

With  moderate  amounts  of  ethanol  and  water, 
12  of  the  variables  were  unchanged,  no  matter 
whether  the  students  drank  on  a full  or  empty 
stomach.  However,  most  of  the  variables  which 
showed  change  were  impaired. 

When  larger  amounts  of  alcohol  were  con- 
i'Editorials  continued  on  page  694) 
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Vertigo  couldn't  stop  beat  Nick  from  painting. . * 


and  his  canvases  brought  him  wealth  and  fame. 


One  day,  a doctor  prescribed  Antivert  for  him. 


— 


Antivert  stopped  the  vertigo  (easel-y),  *♦' 
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MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere's  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include: 
cutaneous  flushing,  sensations  of 
warmth,  tingling  and  itching,  burning 
of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity. 
In  explaining  these  reactions  to  the 
patient,  it  is  suggested  that  they  be 
regarded  as  a desirable  physiological 
sign  that  the  nicotinic  acid  is  carrying 
out  its  intended  function  of  vasodilation. 
Because  of  this  vasodilation,  severe  hy- 
potension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

•Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

UnTlVPIT  meclizine  HCI 

m Ills  vl  1 nicotinic  acid 

vertigo 

TABLETS:  (meclizine  HC1 12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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sumed,  either  as  wine  or  in  water,  the  investi- 
gators found  quite  another  story.  If  blood  al- 
cohol concentration  approaches  the  0.05  per 
cent  level,  then  the  so-called  “meal  effect”  dis- 
appears. In  fact,  the  investigators  say,  physio- 
logical and  psychological  impairment  was  great- 
er on  a full  than  on  an  empty  stomach,  possibly 
due  to  the  “combined  impact  of  a heavy  meal 
and  large  amounts  of  alcoholic  beverages.” 

To  carry  out  this  set  of  experiments,  the  sub- 
jects received  0.6  gm.  of  wine  or  ethanol  and 
water  per  kg.  of  body  weight  on  an  empty 


stomach  and  twice  that  amount,  or  1.2  gm.,  with 
a meal.  The  latter  amount  in  a 154  lb.  man 
equaled  30  oz.,  somewhat  more  than  the  usual 
bottle  of  wine  or  the  equivalent  of  three  mar- 
tinis. 

At  this  rate  of  alcohol  consumption,  blood 
levels  averaged  about  0.04  per  cent  on  an  empty 
stomach  and  slightly  over  0.05  per  cent  on  a full 
stomach.  While  not  as  many  variables  ( 13 ) were 
tested  in  this  group,  every  one  was  found  to  be 
impaired  in  every  subject. 


HEART  DISEASE 
IN  JAPAN 


Dr.  Wilhelm  Raab,  University  of  Vermont 
emeritus  professor  of  experimental  medicine, 
has  just  returned  from  a three-week  trip  to 
Japan  where  he  presented  a paper  on  his  re- 
cently developed  cardiac  prediction  test,  and 
where  he  found  further  comparative  statistics 
to  support  his  theory  that  the  rich,  soft,  nicotine- 
stained,  fast-paced  life  in  the  U.S.  conditions 
citizens  here  to  “premature  vulnerability  to 
heart  disease.” 

The  septuagenarian,  who  exercises  every  day 
“except  on  my  birthday,”  presented  his  paper 
at  the  International  Congress  on  Sports  Sci- 
ences, and  later  lectured  at  five  universities  in 
Japan.  He  was  accompanied  by  his  wife. 

He  reports  that  the  incidence  of  myocardial 
infarction  is  200  times  greater  in  the  U.S.  than 
in  Japan.  The  incidence  of  severe  arteriosclero- 
sis is  10  times  greater  here  than  in  Japan. 

According  to  Dr.  Raab,  the  remarkably  low 
incidence  of  coronary  heart  disease  in  Japan  as 
compared  with  its  “enormous  prevalence”  in 
the  U.S.,  is  no  longer  believed  to  be  due  merely 
to  the  low  fat  intake  of  the  Japanese  people. 


“Greater  emphasis  on  physical  education  and 
exercise,  different  general  living  habits,  and  a 
more  serene  philosophy  of  life  seem  to  be  equal- 
ly responsible  for  this  striking,  enviable  con- 
trast in  cardiac  health,”  he  declares. 

He  goes  on  to  say  that  a great  deal  of  ex- 
cellent research  is  being  conducted  in  some  of 
the  Japanese  institutions. 

In  order  to  clarify  the  factors  responsible  for 
the  low  incidence  of  heart  disease  in  Japan  and 
to  apply  them,  if  possible,  for  practical  preven- 
tion in  this  country,  Dr.  Raab  conferred  with 
several  Japanese  doctors,  including  Prof.  Eiichi 
Kimura  of  Tokyo.  Dr.  Kimura  worked  with  Dr. 
Raab  and  with  Dr.  Eugene  Lepeschkin  at  the 
University  of  Vermont  Heart  Unit  at  the  De- 
Goesbriand  Memorial  Hospital.  It  was  agreed 
that  the  UVM  cardiac  predisposition  test  will 
be  applied  also  in  Japan  for  epidemiologic 
studies. 

When  Dr.  Kimura  returned  to  his  native  coun- 
try, he  was  succeeded  here  by  Dr.  Yoshio  Nawa- 
ta  who  came  from  Japan’s  leading  Heart  Re- 
search Institute  in  Kurume. 
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PERCODAN 


in  moderate  to 
moderately  severe  pain . . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  7, 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMI,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  s.  Pats.  2,628,185  and  2,907,768  I 
Literature  on  request. 
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The  I.M.A.A.  Professional  Symposium  held 
recently  in  Danville,  Illinois  was  very  success- 
ful. Sixty  members  attended  the  all-day  session 
which  began  with  a tour  of  the  Veteran’s  Ad- 
ministration Hospital.  Dr.  S.  L.  Levin,  Vice 
President  of  the  Vermilion  County  Medical 
Society  welcomed  the  members  and  Dr.  James 
Harding,  Chairman  of  the  local  advisory  com- 
mittee of  the  Vermilion  County  Medical  Assist- 
ants Association  also  extended  greetings.  The 
Symposium  was  arranged  and  conducted  by 
the  Vermilion  County  Medical  Assistants  Asso- 
ciation under  the  capable  chairmanship  of  Miss 
Marialyce  Nimrick. 


LET’S 
HAVE  A 
SYMPOSIUM! 


Rev.  Earl  Livengood,  of  St.  James  Meth- 
odist Church,  Danville,  Illinois,  talked  concern- 
ing the  importance  of  faith  in  treating  the  sick. 
He  spoke  of  the  role  of  the  minister  and  the 
physician,  not  only  in  treatment  of  the  patient 
per  se  but  also  in  “treatment”  of  the  patient’s 
family. 

Mr.  Don  Baldwin,  Danville  attorney,  spoke 
on  the  medico-legal  aspects  of  medical  prac- 
tice. He  discussed  important  factors  concern- 
ing the  possibility  of  malpractice  suits  and 
stressed  the  importance  of  accurate  records  in 
the  doctor’s  office. 

Dr.  V.  J.  Soukoup,  with  the  Veteran’s  Ad- 
ministration Facility,  spoke  of  the  role  psychi- 
atry plays  in  the  practice  of  medicine.  He  ex- 
plained that  patients  for  psychiatric  care  are 
divided  into  three  groups — psychosis,  neurosis 
and  personality  disorders. 

Dr.  Harold  Keschner,  pathologist  at  St. 
Elizabeth  Hospital,  Danville,  Illinois,  presented 
a discussion  of  the  pathologist’s  and  laboratory 
part  in  the  diagnosis  and  treatment  of  illness. 
He  illustrated  his  talk  with  slides  of  various 
laboratory  procedures. 

All  members  who  attended  felt  the  entire 
Symposium  was  very  worthwhile  and  appre- 
ciated the  insight  they  received  to  help  them 
in  their  daily  work.  Those  who  were  in  charge 
and  all  of  the  members  of  IMAA  wish  to  con- 
vey their  thanks  to  our  speakers  who  so  graci- 
ously gave  of  their  time  to  be  with  us  that  day. 
Also  thanks  to  the  Veteran’s  Administration  for 
permitting  us  to  tour  their  hospital. 

Wouldn’t  your  Medical  Assistant  benefit 
from  such  a Symposium?  Why  not  make  ar- 
rangements so  she  can  attend  the  next  one  and 
find  out  from  her  how  worthwile  they  really 
are? 
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Canadian  Medicine’s  Fight  Against  Government 
Control  Teaches  Lesson — It  Can  Happen  Here! 


Enthusiastically  appreciated  as  a “word  to  the  wise"  was 
B.  E.  Freamo's  report  to  Illinois  physicians  at  the  recent  ISMS 
legislative  conference.  In  the  photo  at  left,  Freamo,  second 
from  right,  is  thanked  for  his  talk  by  Dr.  Jack  Means  of  the 
Mason  County  Medical  Society.  The  man  behind  the  hand- 


shake is  Dr.  Glenn  Tomlinson  of  the  Logan  County  Medical 
Society.  Looking  on,  far  right,  is  Dr.  A.  R.  Rarick  of.  the  Ver- 
milion County  Medical  Society.  Pictured  at  right,  Freamo  is 
flanked  by  Mrs.  Willard  C.  Scrivner,  auxiliary  president,  and 
Dr.  V.  P.  Siegel,  legislative  chairman. 


Illinois  physicians  heard  first- 
hand of  the  Canadian  medical  pro- 
fession’s struggle  against  govern- 
ment control  of  health  care  at  the 
recent  ISMS  legislative  confer- 
ence in  Chicago’s  Drake  Hotel. 

County  society  officers  and  legis- 
lative affairs  chairmen  from 
throughout  the  state  were  cau- 
tioned by  B.  E.  Freamo  that  gov- 
ernment encroachment  on  Cana- 
dian medical  practice  developed 
“in  a country  which  in  many  ways 
is  similar  to  your  own.” 

Freamo  is  secretary  of  the  Med- 
ical Economics  Department  of  the 
Canadian  Medical  Association.  He 
said : 

“The  proponents  of  ‘free’  medi- 
cal care  in  my  country  . . . are  so- 
cialist-oriented politicians  whom  I 
believe  want  to  control  doctors  and 
the  practice  of  medicine.  In  Sas- 
katchewan, chance,  political  op- 
portunism and  our  particular  type 


of  democratic  government  com- 
bined to  allow  them  to  implement 
their  compulsory  program. 

“Since  this  crisis,  we  have  had 
an  election  in  Saskatchewan 
and  a free  enterprise  government 
has  replaced  the  socialist  planners. 
However — typical  of  any  govern- 
ment’s attitude  toward  an  estab- 
lished welfare  program — very  few 


Presbyterian-St.  Luke’s 
Elects  Campbell  as  Prexy 

Dr.  James  A.  Campbell  has  been 
elected  president  and  chief  execu- 
tive officer  of  Presbyterian-St. 
Luke’s  Hospital  in  Chicago.  He 
has  been  chairman  of  medicine  at 
the  hospital  since  1958. 

Dr.  Campbell  is  chairman  of  the 
ISMS  Committee  on  Medical  Edu- 
cation and  Hospitals. 


changes  have  been  made  in  the 
operation  of  the  Saskatchewan 
Medical  Care  Plan.” 

On  the  other  hand,  Freamo 
pointed  out  that  the  province  of 
Alberta  has  publicly  repudiated 
government  control  of  medicine 
and  has  developed  its  own  volun- 
tary health  insurance  program 
which  now  covers  80  per  cent  of 
the  population. 

To  capture  public  support  in  its 
fight  against  federal  adoption  of  a 
compulsory  health  program  for  all 
the  provinces,  the  Canadian  med- 
ical profession  hopes  to  pit  the 
success  of  the  Alberta  plan  against 
the  high  tax  expense  and  inpracti- 
cality of  the  Saskatchewan  pro- 
gram. 

Freamo  concluded  that  the  med- 
ical profession  must  influence  gov- 
ernment to  strengthen  the  posi- 
tion of  the  voluntary  insurance 
system. 


Pharmaceutical  Company  Management 
Representatives  Feted  at  ISMS  Affair 


Discussing  mutual  objectives  are  Dr.  Leo  P.  A.  Sweeney,  ISMS  Public  Relations  Com- 
mittee chairman;  James  R.  Slawny,  director  of  the  society’s  Division  of  Public  Rela- 
tions; Royce  H.  Coulson  of  Eli  Lilly  & Co.;  and  R.  L.  Schlick  of  E.  R.  Squibb  & Sons. 
The  occasion  was  the  ISMS  first  annual  luncheon  for  management  and  sales  repre- 
sentatives of  some  of  the  country's  leading  pharmaceutical  houses.  Theme  of  the 
affair — designed  to  promote  a spirit  of  cooperation — was  “Meet  Your  State  Medical 
Society.”  Following  introductory  remarks  by  Dr.  E.  A.  Piszczek,  ISMS  president,  a slide 
presentation  on  the  functions  and  objectives  of  the  society  was  given  by  Robert  L. 
Richards,  ISMS  executive  administrator.  Society  officers  and  staff  members  were  hosts 
to  the  pharmaceutical  representatives  who  described  the  afternoon  at  Chicago's  Hotel 
Continental  as  both  “informal  and  informative." 


COUNTY 

CAPSULES 

★ ★ ★ 

EDGAR  COUNTY  Medical  So- 
ciety has  elected  Dr.  Gordon 
Sprague  of  Paris,  president;  Dr. 
Cynthia  Morton  of  Chrisman, 
vice-president;  and  Dr.  Jerry  In- 
galls of  Paris,  secretary-treas- 
urer and  delegate  to  ISMS. 

★ ★ ★ 

KANE  COUNTY  Medical  Soci- 
ety has  elected  Dr.  William  G. 
Eilert  of  Aurora,  president;  Dr. 
Robert  W.  Ollayos  of  Elgin,  vice- 
president;  and  Dr.  Robert  C. 
Cummins  of  St.  Charles,  secre- 
tary-treasurer. 

★ ★ ★ 

LACOME  COUNTY  Medical  So- 
ciety has  elected  Dr.  C.  G.  Stoll 
of  Lawrenceville,  president;  Dr. 
E.  A.  Fahnestock  of  Bridgeport, 
vice-president-secretary. 

★ ★ ★ 

LASALLE  COUNTY  Medical 
Society  has  elected  Dr.  D.  R. 
Hanley  of  Streator,  president; 
Dr.  Margaret  Stanmar  of  La- 
Salle, vice-president;  Dr.  J.  M. 
Hackett  of  Oglesby,  secretary- 
treasurer. 

★ ★ ★ 

ROCK  ISLAND  COUNTY  Med- 
ical Society  will  hear  Dr.  Fran- 
cis L.  Lederer  of  the  University 
of  Illinois  Medical  Center  speak 
on  “Otolaryngology  on  the  Mis- 
adventure Theme”  at  a dinner- 
meeting at  6:30  p.m  January  12 
at  the  Tower  Restaurant  in  Mo- 
line. 

★ ★ ★ 

VERMILION  COUNTY  Medi- 
cal Society  will  hear  Dr.  Hyman 
J.  Zimmerman  of  Chicago  Medi- 
cal School  speak  on  “Serum  En- 
zymes in  Disease”  at  a dinner- 
meeting at  6:30  p.m.  January  5 
at  the  Hotel  Wolford  in  Danville. 


McLean  Society  Hosts 
Astronauts’  Physician 


Speaking  of  space  are  Dr.  Charles  A.  Berry, 
left,  physician  for  America's  astronauts, 
and  Dr.  G.  B.  McNeeley,  president  of  the 
McLean  County  Medical  Society.  Dr.  Berry, 
chief  of  the  National  Aeronautics  and  Space 
Administration’s  Manned  Space  Center 
Medical  Office,  was  guest  speaker  at  a 
recent  society  meeting.  Dr.  McNeeley,  too, 
has  been  active  in  aero-space  medical  work 
as  secretary-treasurer  of  the  Space  Medi- 
cine Branch  of  the  Aero-Space  Medical 
Association. 


Physician-Lawyer  Cited 
‘Distinguished  Alumnus’ 

Dr.  Arthur  A.  Loring  of  Chi- 
cago has  been  presented  the  1964 
Distinguished  Alumnus  Award  of 
the  Chicago  Medieal  School  Alum- 
ni Association  for  his  career  of 
service  as  a physician,  lawyer  and 
medical  educator. 

He  has  taught  at  the  school  for 
40  years.  Dr.  Loring  is  one  of  the 
fewer  than  100  persons  in  the 
United  States  who  are  licensed  to 
practice  both  medicine  and  law. 


Dr.  Max  Sadove  Gets  Seat 
on  Oak  Park  School  Board 

Dr.  Max  S.  Sadove  of  Oak  Park 
has  been  elected  to  that  city’s  ele- 
mentary school  board  of  education. 
Dr.  Sadove  is  head  of  the  depart- 
ments of  anesthesiology  at  the 
University  of  Illinois  College  of 
Medicine  and  its  Research  and 
Education  Hospitals. 

A past  president  of  the  Illinois 
Society  of  Anesthesiologists,  Dr. 
Sadove  is  a member  of  the  ISMS 
Sub-Committee  on  Anesthesiology. 


Drill  Preps  State  for  Disaster 

Cite  ISMS  as  ‘Pioneer’ 

Disaster  care  workers  from  communities  throughout  Illinois  recently  were  put  through 
their  paces  in  uncrating,  setting  up  and  operating  one  of  the  200-bed  portable 
hospitals  stored  in  basements  of  large  buildings  across  the  nation.  The  occasion  was 
the  Civil  Defense  Emergency  Hospital  drill  at  York  Community  High  School  in  Elm- 
hurst. In  the  bottom  picture  at  left,  Dr.  Max  Klinghoffer,  ISMS  Disaster  Medical  Care 
Committee  chairman  who  supervised  the  maneuvers,  gets  an  assist  from  a nursing 
nun  in  setting  up  lights  for  an  operating  room.  At  right,  a group  of  “students”  learns 
how  to  mantle  an  oxygen  unit.  Two  physicians  and  a nurse,  at  top  left,  follow  the 
prescribed  procedure  for  a new  emergency  patient  in  the  treatment  ward.  Said  Col. 
Donovan  M.  Vance,  director  of  the  Illinois  Civil  Defense  Agency:  “The  Illinois  State 
Medical  Society  is  to  be  congratulated  for  its  efforts  in  pioneering  such  an  important 
program." 


‘Medical  Self-Help  Training’  Course 
Pays  Dividends  for  Chicago  Grandma 


How  effective  was  the  ISMS 
“Medical  Self-Help  Training”  pro- 
gram? 

The  16-week  series  of  half-hour 
shows,  telecast  by  WTTW  less  than 
a year  ago,  has  paid  off  in  prac- 
tical dividends  for  a Chicago 
grandmother.  Following  is  her 
eloquent  testimony  in  a letter  to 
Dr.  Max  Klinghoffer,  instructor  of 
the  course: 

Last  year  I became  a member  of 
your  Medical  Self-Help  Program. 
I took  the  test  and  passed,  cor- 
rectly answering  53  out  of  60 
questions.  I have  not  had  an  op- 
portunity to  use  this  knowledge 
until  just  a week  ago  when  my 
grandson  fell  and  broke  his  arm 
. . . the  ulna  and  radius  just  above 
the  wrist. 

I knew  immediately  that  the 
bone  was  broken  and  I also  knew 


just  what  to  do.  I got  three  table 
knives  to  use  for  splints  and  had 
my  husband  get  a piece  of  board. 

After  arriving  at  the  hospital 
emergency  room,  the  doctor  in 
charge  said  to  me : ‘This  is  a first- 
class  bandage.  Did  you  do  it?’  I 
was  very  proud  to  say  that  I did 
and  that  I had  taken  a course  in 
first-aid  and  had  passed  the  test. 

I felt  very  good  knowing  that  I 
knew  exactly  the  right  thing  to  do. 
If  I never  get  to  use  this  knowl- 
edge again,  I will  feel  it  was  all 
worth  while  . . . and  want  to  thank 
you  for  the  opportunity.  There 
should  be  more  such  programs  on 
TV. 

Sincerely, 

Mrs.  Irene  Kolvek 
4848  North  Moody  Ave. 
Chicago,  Illinois 


Elect  Dr.  Ira  Tresley 
Vice-President  of  National 
Plastic  Surgery  Academy 

Dr.  Ira  J.  Tresley  of  Chicago 
has  been  elected  midwest  vice- 
president  of  the  American  Acad- 
emy of  Facial  Plastic  and  Re- 
constructive Surgery  which  was 
formed  at  a recent  meeting 
through  the  merger  of  two  na- 
tional associations. 

The  merged  groups  were  the 
American  Otorhinologic  Society 
for  Plastic  Surgery  and  the  Amer- 
ican Society  of  Facial  Plastic  Sur- 
gery. 

The  new  organization — expected 
to  include  about  700  physicians — 
will  consist  for  the  most  part  of 
otolaryngologists  who  perform 
plastic  and  reconstructive  surgery 
on  the  head  and  neck. 

Dr.  Tresley  is  assistant  profes- 
sor in  the  Department  of  Otolar- 
yngology at  Northwestern  Uni- 
versity Medical  School. 


Chart  Course  of  Progress 


Dr.’s  Lady  at  Helm  of  AMA-ERF 
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The  need  for  a continuing  dia- 
logue between  physicians  and 
clergymen  to  appreciate  and  de- 
velop mutual  efforts  in  the  care  of 
patients  was  stressed  at  the  recent 
Community  Service  Day  program 
of  the  Woman’s  Auxiliary  to  the 
Chicago  Medical  Society. 

An  audience  of  more  than  500 
at  Orchestra  Hall  heard  the  dis- 
cussion on  “The  Physician,  The 
Clergy  and  The  Whole  Man.”  Mod- 
erator of  the  panel  was  the  Rev. 
Paul  B.  McCleave,  director  of  the 
AMA  Department  of  Medicine  and 
Religion. 

Topics  explored  included  situa- 
tions involving  a severely  de- 
formed infant;  the  question  of 
using  “extraordinary”  proce- 
dures to  sustain  life  in  a' dying  pa- 


Dear  Doctor’s  Wife: 

To  go  forth,  medicine  must  for- 
ever be  staffed  with  men  and 
women  who  have  well-trained 
minds,  clear  sight,  noble  character, 
high  ideals  and  lofty  vision. 

You  can  help  give  the  ship  of 
medicine  this  able  staff  by  sup- 
porting the  AMA  Education  and 
Research  Foundation,  whose  re- 
sponsibilities are  vital  to  the  pro- 
gressive forward  reach  toward 
the  ultimate  goal  of  man.  As  a 
doctor’s  wife,  you  can  share  in 


tient;  the  role  of  the  clergyman 
with  the  family  and  patient  where 
a serious  operation  is  contem- 
plated; the  part  the  patient’s  re- 
ligion plays  in  the  complete  his- 
tory of  a case;  and  informing  the 
patient  and  family  in  cases  of  nor- 
mally incurable  illnesses. 

In  the  discussion  on  situations 
involving  a seriously  deformed 
child — including  also  those  with  a 
mental  deficiency — the  Rev.  John 
M.  Vayhinger  said  that  a pastor 
has  to  help  dislodge  the  parents’ 
feelings  of  guilt. 

Rev.  Vayhinger,  professor  of 
psychology  and  counseling  at  the 
Iliff  School  of  Theology  in  Den- 
ver, Colo.,  pointed  out  that  these 
children  “can  have  a place  in  your 
heart  even  though  they  can  never 
progress  to  an  adult  level.” 


two  of  the  Foundation  projects: 

1.  In  1963-1964,  over  $132,520 
was  contributed  to  the  medical 
schools  of  Illinois  through  AMA- 
ERF.  It  may  be  used  for  needed 
supplies  for  a laboratory,  books 
for  a library,  building  improve- 
ments, visiting  lecturers,  emer- 
gency use,  etc. 

2.  The  Loan  Guarantee  Fund 
assists  in  financing  a medical  edu- 
cation without  a subsidy  of  any 
kind  and  may  be  used  by  any  med- 
ical student  in  full-time  training 
at  an  approved  medical  school  or 
hospital.  No  interest  need  be  paid 
during  the  period  of  training. 
Your  contribution  goes  into  a 
guarantee  fund  that  acts  as  collat- 
eral for  bank  loans.  Every  dollar 
you  give  backs  $12.50  in  loans.  In 
1963-64,  there  have  been  667  loans 
amounting  to  $686,800  in  use  in 
Illinois. 

What  can  you  do  to  help  AMA- 
ERF? 

1.  Read  the  AMA-ERF  Port- 
folio sent  to  every  county  AMA- 
ERF  chairman  and  president. 

2.  Contact  me — your  Illinois 
State  AMA-ERF  chairman — for 
an  exchange  of  information,  ideas 
and  materials. 

3.  Give  contributions  “In  Ap- 
preciation” and  “In  Memoriam” 
to  mark  a special  occasion. 

4.  Sell  the  attractive  AMA- 
ERF  notepaper  which  comes  in 
white,  pink  and  blue.  This  sale  is 
clear  profit. 

5.  Sell  the  very  nice  Christmas 
cards  and  stationery  for  an  ample 
profit. 

6.  Purchase  AMA-ERF  playing 
cards,  which  are  a find  for  the 
bridge  players. 

7.  Give  contributions  to  AMA- 
ERF  that  warrant  the  recognition 
of  a lovely  charm  in  silver  or  gold. 

8.  Put  your  own  delightful  and 
practical  ideas  into  production,  as 
an  “Awkward  Auction”  or  “After- 
noon-At-Ravinia,”  etc. 

So  that  the  ship  of  medicine  may 
continue  on  its  journey  toward  the 
far  horizon  of  perfect  health  for 
all  men,  let  us  continue  to  give  of 
our  hands,  our  hearts,  our  hopes 
and  our  dreams! 

Mrs.  Wendell  Roller 
AMA-ERF  Chairman 
309  South  Main  St. 
Monmouth,  Illinois 


Community  Service  Day  Emphasizes 
Doctor-Clergy  Role  in  Patient  Care 


Responsible  for  the  provocative  program  on  “The  Physician,  The  Clergy  and  the 
Whole  Man”  were,  from  left,  Mrs.  John  Van  Prohaska,  chairman  of  Community 
Service  Day;  the  Rev.  Paul  B.  McCleave,  director  of  the  AMA  Department  of  Medicine 
and  Religion;  Mrs.  Williard  Scrivner,  ISMS  Auxiliary  president;  and  Mrs.  Mitchell 
Spellberg,  CMS  Auxiliary  president.  More  than  500  people  attended  the  annual 
event  at  Orchestra  Hall. 


TRz  IReviecvt 


and  New  Products 


BALLOON  SPLINT  FOR  FRACTURES 


A new,  lightweight,  inflatable  splint  for  emergency 
use  on  severely  burned  or  broken  limbs  has  been  de- 
veloped with  special  Capran®  nylon  film  by  the  Bauer 
& Black  Division  of  Kendall. 

The  Curity  Immobil-Air  bandage,  as  it  is  called,  is 
a sterilized,  inflatable  sleeve  that  may  be  used  directly 
over  clothing  or  next  to  the  skin.  Before  inflating,  the 
loose-fitting  tubular  splint  is  eased  over  a broken  or 
badly-burned  arm  or  leg.  Air,  blown  into  the  balloon- 
like device,  exerts  pressure  against  the  injured  limb, 
making  it  immobile  in  an  extended  position. 

The  unique  splint  protects  against  additional  injury 
by  holding  bone  fragments  in  place  until  hospital  treat- 
ment can  be  initiated.  Moreover,  pressure  from  the 
sleeve  stops  bleeding  and  the  escape  of  body  fluids, 
thus  reducing  the  chance  of  shock. 

Widely  tested  in  hospitals,  the  splint  has  been  found 
useful  by  orthopedists  for  holding  limbs  in  place  after 
surgery  and  until  a plaster  cast  can  be  applied.  Unlike 
other  materials,  the  nylon  film  made  by  Allied  Chemical 
Corporation  does  not  irritate  the  skin.  Capran  is  made 
in  a lesser  mil  thickness  than  would  be  necessary  with 
other  films  to  achieve  the  same  high  strength  and 
toughness.  In  addition,  Capran  is  especially  resistant 
to  abrasion,  flex-cracking  and  puncture. 


In  command  of  the  sea-going  tug  used  in  the  transport  of 
giant  Saturn  missiles  from  New  Orleans  to  Cape  Kennedy  is 
Captain  Russ  Dickinson,  user  of  an  artificial  larynx.  An 
actual  laryngectomee,  he  is  “about  the  finest  example  of 
complete  rehabilitation  we  can  imagine"  according  to  the 
American  Cancer  Society’s  publication,  the  I.A.L.  NEWS. 
Although  he  has  learned  esophageal  speech,  he  uses  his 
Aurex  NEOVOX  at  work  and  in  his  social  life — at  home,  on 
the  telephone,  when  traveling,  talking  to  strangers,  and 
giving  encouragement  to  groups  of  laryngectomees  at  clinics 
and  hospitals.  NEOVOX  a hand-held  battery-powered  Elec- 
tro-Larynx replaces  the  vibrations  of  normal  voice  cords  in 
producing  speech  by  simply  holding  the  instrument  snugly 
against  the  neck.  The  NEOVOX  is  made  by  and  sold  through- 
out the  world  by  Aurex  Corporation  of  315  West  Adams 
Street,  Chicago  6,  Illinois. 

WYETH  ADDS  “100”  TO  NAME  OF  COMPOUND 

Wyeth  Laboratories  has  added  “100”  to  the  name  of 
its  latest  non-narcotic  analgesic,  Zactirin  Compound, 
to  more  clearly  identify  this  drug  that  relieves  common 
pain. 

The  change  in  name  is  being  announced  now  by  the 
firm’s  representatives  throughout  the  country.  Druggists, 
however,  will  not  see  the  new  name,  Zactirin  Com- 
pound-100, on  labels  until  early  next  year.  In  the  mean- 
time, a pharmacist  who  receives  a prescription  calling 
for  Zactirin  Compound-100  can  fill  it  with  Zactirin 
Compound  since  the  two  products  are  identical. 

Tablets  of  Zactirin  Compound-100  are  available  for 
prescriptions  only,  and  contain  100  mg.  of  ethoheptazine 
citrate  with  227  mg.  of  aspirin,  162  mg.  of  phenacetin, 
and  32.4  mg.  of  caffeine. 
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Wyeth,  Philadelphia  pharmaceutical  manufacturer, 
also  produces  a similar  analgesic  with  a different  po- 
tency—Zactirin,  containing  75  mg.  of  ethoheptazine 
citrate  and  325  mg.  of  aspirin. 


BRONCHODILATOR  BY  AEROSOL 

Aerosol  administration  of  bronchodilators,  steroids, 
antibiotics  and  drugs  to  thin  mucous  secretions  is  ef- 
fective therapy  of  pulmonary  diseases,  according  to  Dr. 
K.  N.  V.  Palmer  of  the  University  of  Aberdeen,  Scot- 
land. 

Writing  in  Geriatrics  (19:612,  1964),  he  says  aerosol 
treatment  is  superior  to  other  methods  because  it  pro- 
duces a faster  effect,  less  drug  is  required  and,  there- 
fore, side  effects  are  minimized.  Isuprel  (isoproterenol) 
“is  preferable  to  epinephrine  because  it  is  a more 
powerful  bronchodilator  and  it  is  often  effective  in 
patients  who  are  no  longer  responsive  to  epinephrine.” 
Also,  Isuprel  is  called  better  tolerated. 

Best  results  with  Isuprel,  Dr.  Palmer  states,  were 
obtained  when  it  was  given  in  two  inhalations  about 
ten  minutes  apart.  Bronchodilation  resulting  from  the 
first  inhalation  increased  penetration  and  adsorption  of 
the  second  inhalation. 

Frequently,  the  article  continues,  it  is  desirable  to 


tos  posed  by  professional  models 


combine  a mucolytic  agent,  such  as  Alevaire,  with  a 
bronchodilator  and  to  use  postural  coughing  to  aid 
removal  of  excess  bronchial  secretion.  Patients  with  in- 
tractable bronchial  asthma  usually  received  more  bene- 
fit from  a combination  of  Isuprel  and  atropine  than 
from  either  drug  alone.  Combining  a bronchodilator 
with  an  aerosol  steroid  is  recommended  in  treating 
“drug-fast”  asthmatics. 

Isuprel  and  Alevaire  are  manufactured  by  Winthrop 
Laboratories. 


PNEUMATIC  APPLANATION  TONOMETER 

A new  tonometer,  the  pneumatic  applanation  tono- 
meter, has  been  developed  which  gives  an  accurate 
measurement  of  intraocular  pressure  and  eliminates  the 
disadvantages  of  instruments  currently  in  use. 

The  tonometer  evolved  from  an  industrial  pressure 
sensor  based  on  a pneumatic  system.  It  is  easy  to  use, 
ruggedly  built,  can  be  gas-sterilized,  and  retains  ac- 
curate calibration  over  long  periods  of  time.  Unlike 
present  tonometers,  it  provides  a permanent  record 
which  can  be  easily  interpreted  and  permanently  filed. 

It  has  several  advantages  over  the  currently  used 
Schiotz  and  Goldmann  tonometers,  which  must  be  ap- 
plied to  the  cornea  and  necessitate  local  anesthesia. 
Because  of  its  greater  sensitivity,  the  pneumatic  tono- 
meter can  be  used  on  the  sclera  as  well  as  the  cornea 
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with  equal  accuracy.  Use  on  the  sclera  means  that  it 
can  be  used  without  anesthesia  and  that  only  a mini- 
mum amount  of  training  is  necessary  before  accurate 
readings  can  be  obtained. 

Initial  studies  indicate  that  the  new  tonometer  will 
prove  more  accurate  than  any  of  the  conventional  cor- 
neal tonometers.  However,  further  investigations  are 
required  to  confirm  the  precise  degree  of  accuracy. 

The  pneumatic  applanation  tonometer  has  four  major 
components : ( 1 ) an  air  pump  which  supplies  com- 
pressed air  to  operate  the  sensor;  (2)  the  sensor  which 
is  applied  to  the  eye  and  produces  a pneumatic  signal; 
(3)  a transducer  which  converts  the  pneumatic  signal 
to  an  electrical  signal;  and  (4)  an  amplifier  and  strip- 
chart  recording  unit  that  processes  the  electrical  signal 
and  provides  a visual  pattern  of  intraocular  pressure. 
The  sensor  directly  measures  the  intraocular  pressure 
when  the  contacted  surface  of  the  eye  is  flattened  or 
applanated. 

The  Schiotz  tonometer,  currently  in  greatest  use 
throughout  the  world,  is  an  impression  type  tonometer 
which  measures  the  depth  to  which  the  cornea  sinks 
when  a weighted  plunger  is  applied.  The  variability 
of  globe  rigidity  and  sclera  distensibility  has  made 
accurate  calibration  of  this  tonometer  very  difficult. 

The  Goldmann  tonometer,  the  second  type  in  use 
today,  is  an  applanation  tonometer  which  measures  the 
area  of  flattening  of  the  cornea  when  a metal  surface 
is  applied  with  a controlled  force. 


Both  of  these  instruments  require  local  anesthesia. 
Only  an  electrical  adaptation  of  the  Schiotz  tonometer 
can  produce  a permanent  record. 

TOLNAFTATE 

Seven  papers  on  tolnaftate,  a new  antifungal  com- 
pound to  be  marketed  by  Schering  Corporation  early 
next  year,  were  delivered  before  the  Fourth  Interscience 
Conference  of  the  American  Society  for  Microbiology, 
last  month. 

A summary  report  issued  by  John  Leer,  M.D.,  of 
Schering’s  Clinical  Research  Department,  stated  that 
“complete  curing  or  definite  control  of  infection”  was 
achieved  in  320  of  520  cases  of  superficial  fungous  in- 
fections, through  the  use  of  tolnaftate,  in  19  indepen- 
dent clinical  studies  throughout  the  United  States. 

Eighty-nine  per  cent  of  superficial  fungous  infections 
in  93  patients,  90  of  whom  were  from  one  to  15  years 
of  age,  cleared  after  four  to  five  weeks  of  treatment 
with  tolnaftate,  according  to  a report  by  Jan  Alban, 
M.D.,  of  San  Francisco. 

An  impressive  “cured”  or  “improved”  rate  of  93  per 
cent  was  reported  by  Harry  M.  Robinson,  Jr.,  M.D.,  of 
the  University  of  Maryland  School  of  Medicine,  follow- 
ing a clinical  study  of  185  persons  treated.  The  patients 
were  suffering  from  a wide  variety  of  superficial  my- 
cotic infections,  some  of  which  had  existed  for  from 

(Continued  on  next  page ) 


. 


HE 


- its  microscopically  fine  aqueous  vitamin  A 
particles  pass  through  the  intestinal  barrier  more  easily 
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physiologically  active  isomers  of  the  natural  vitamin  A 
complex  which  are  believed  to  be  directly  utilizable  in  certain 
enzyme  processes  (in  contrast  to  certain  forms  of  synthetic 
vitamin  A which  require  conversion  in  the  body)  for. . . 
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three  weeks  to  20  years  prior  to  the  institution  of 
tolnaftate  therapy. 

Dr.  Irene  Neuhauser  of  the  University  of  Illinois 
College  of  Medicine  reported  that  in  a study  of  100  pa- 
tients suffering  from  superficial  and  cutaneous  fungous 
infections,  75  wer  clinically  cured  and  another  14 
“improved”  following  treatment  with  tolnaftate.  “Re- 
sults of  studies  in  these  100  patients  suggest  that 
tolnaftate  is  a safe  and  exceptionally  effective  topical 
fungicidal  agent,”  Dr.  -Neuhauser  concluded. 

No  evidence  of  systemic  toxicity  due  to  tolnaftate 
was  noted  following  a seven-day  trial  involving  seven 
patients,  Leon  Goldman,  M.D.,  and  Alan  Lasser,  M.D., 
of  the  University  of  Cincinnati,  reported  to  the  Con- 
ference. The  procedure  for  determining  possible  sys- 
temic toxicity  of  topical  medications  in  man  is  total 
inunction  of  the  body  surface  (90  per  cent)  for  seven 
days. 

In  order  to  determine  whether  the  new  antifungal 
agent  would  produce  eczematous  allergic  sensitivity,  Dr. 
Adolph  Rostenberg  of  the  Department  of  Dermatology, 
University  of  Illinois,  studied  54  subjects,  all  in  their 
twenties.  “From  the  fact  that  none  of  the  subjects 
developed  a sensitization  to  tolnaftate  under  the  pro- 


NEW ELECTROPHORESIS  SCANNER 
A new  scanner  for  electrophoresis  separations  has  been 
introduced  by  the  Gelman  Instrument  Company  of  Ann  Arbor, 
Michigan.  The  Gelman  Electrophoresis  Scanner  reads  the 
absorbed  dye  intensity  of  cleared  electrophoretic  separations 
made  on  strips  of  cellulose  acetate  support  media.  The  in- 
strument features  two  separate  meter  scales — a high  and  a 
standard  range — to  provide  accurate  data.  The  plotting  rule 
expands  the  serum  migration  length  2 3U  times  to  give  easy- 
to-read  graphs.  Using  the  movable  plotting  rule,  coupled 
mechanically  to  the  strip  carrier  mechanism,  the  operator 
records  data  easily.  Results  are  as  accurate  as  those  obtained 
with  automatic  scanning  equipment.  ($397.00  from  the  Gel- 
man Instrument  Company,  P.O.  Box  1448,  Ann  Arbor,  Michi- 
gan 481061 


cedure  used,”  he  stated,  “under  the  conditions  of 
projected  clinical  usage,  it  is  very  unlikely  that  an 
eczematous  sensitization  would  develop.” 

Marvin  J.  Weinstein,  Edwin  M.  Oden,  and  Eugene 
Moss,  all  from  Schering’s  Department  of  Microbiology, 
reported  on  studies  of  the  antifungal  properties  of 
tolnaftate  in  vitro  (in  the  test  tube)  and  in  vivio  (in 
the  living  body). 

SIMULTANEOUS  MEASUREMENT  OF 
BLOOD  FLOW,  PRESSURE,  TEMPERATURE 


Simultaneous  measurement  of  blood  flow  rate  and 
other  physiological  parameters  such  as  pressure  and 
temperature  is  now  possible  with  a versatile,  multi- 
channel instrument,  recently  introduced. 

The  Statham  Model  M4000  Multiflo  Meter  permits 
as  many  as  four  blood  flow  rates  or  eight  pressure 
measurements  to  be  made  simultaneously.  Any  combina- 
tion of  these  parameters  may  be  measured  through  the 
use  of  appropriate  plug-in  modules. 

Flow  measurements  of  blood,  urine,  saline  solution, 
plasma,  or  nutrient  media  can  be  made  with  the  Multi- 
flo Meter  by  using  Statham  Flo-Probes.  The  probes  are 
used  periarterially  and  may  be  implanted  acutely  or 
chronically.  The  probe  generates  a magnetic  field  which 
is  cut  by  the  moving  fluid,  generating  a tiny  electrical 
signal  proportional  to  the  rate  of  flow. 

Probes  will  detect  ionizable  fluid  rates  from  as  low  as 
2 ml /min  to  as  high  as  6000  ml /min.  Reproducible 
accuracy  is  better  than  3 per  cent;  linearity  is  better 
than  1 per  cent  across  the  entire  measurement  range. 
The  Model  M4000  output  signal  is  fixed  at  500  mv  full 
scale;  output  impedance  is  10,000  ohms. 

The  Statham  P23  direct  blood  pressure,  SF1  intra- 
cardiac or  P4030  periarterial  transducers  are  used  in 
pressure  measurements. 

Delivery  of  the  M4000  and  its  accessories  is  60  days. 
Further  information  is  available  from  Statham  Medical 
Instruments,  Inc.,  new  subsidiary  of  Statham  Instru- 
ments, Inc.,  12401  West  Olympic  Blvd.,  Los  Angeles 
64,  Calif. 
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500  ViSO 


all  these  ECG  advantages 


now  from  Sanborn 
for  $695 


The  500  VISO  is  the  finest  cardio- 
graph Sanborn  has  ever  made,  and 
all  its  capabilities  can  be  delivered  to 
your  office  for  $695  complete  (Con- 
tinental U.  S.).  Electronic  circuitry 
and  recording  unit  in  individual  mo- 
dules — plus  numerous  refinements 
in  circuit  and  mechanical  design  — - 
not  only  increase  overall  reliability 
but  yield  direct  savings  in  manufac- 
turing costs  and  assembly  time  as  well. 

You  or  your  technician  will  find  the 
500  VISO  quick  to  put  into  opera- 
tion . . . the  new  Redux  Creme  easy 
to  use  and  without  the  clean-up  prob- 
lems of  most  abrasive  paste  electro- 
lytes . . . and  the  “500’s”  chart 
tracings  sharp,  clear  and  free  from 
the  most  commonly-occurring  AC  arti- 
facts. For  complete  details,  call  your 
local  Sanborn  office  now.  Sanborn 
Company,  Waltham,  Mass.  02154 
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NEWS  and  ANNOUNCEMENTS 


Appointments 


Dr.  John  A.  Blum 


Nathan  W.  Helman,  executive  vice  president 
of  Mount  Sinai  Hospital,  has  announced  the  ap- 
pointment of  Dr.  John  A.  Blum  as  full  time 
director  of  the  hospital’s  urology  division  of  the 
department  of  surgery.  Dr.  Blum  was  also  ap- 
pointed Assistant  Professor  of  Surgery  at  The 
Chicago  Medical  School. 

Dr.  Blum  received  his  Bachelor  of  Arts  degree 
from  Dartmouth  College  where  he  graduated 
Phi  Beta  Kappa.  He  received  his  M.D.  from 
New  York  University  Medical  School  and  was 
elected  to  Alpha  Omega  Alpha  honor  society. 
His  internship  and  residency  were  spent  at  the 
University  Hospital  of  Minnesota  where  he  com- 
pleted residencies  in  both  general  surgery  and 
urology.  Before  coming  to  Mount  Sinai  Hospital, 
California  Avenue  at  15th  Street,  Dr.  Blum  was 
a medical  specialist  doing  clinical  research  in 
urology  at  the  University  Hospital  of  Minne- 
sota on  a $30,000  government  research  grant. 

Dr.  Blum  is  author  of  two  papers  and  co- 
author of  nine  on  basic  physiology. 


Dr.  Henry  D.  Staras  became  superintendent 
of  Peoria  State  Hospital  effective  Nov.  16,  Gov. 
Otto  Kerner  announced  last  month. 

Dr.  Staras,  44,  assistant  superintendent  of 
Jacksonville  State  Hospital  since  August  1962, 
was  recommended  for  the  new  position  by  Dr. 
Thomas  T.  Tourlentes,  director  of  the  Depart- 
ment of  Mental  Health  Zone  IV.  Dr.  Harold  M. 
Visotsky,  mental  health  director,  approved  the 
appointment. 

Dr.  Staras  is  a native  of  Lithuania.  He  was 
graduated  from  the  Medical  School  of  Karls- 
Eberhardt  University,  Tuebingen,  Germany,  in 

1950,  and  completed  his  internship  there  in 

1951.  He  came  to  the  United  States  in  Sep- 
tember 1951.  In  May  1953  he  completed  a 
one-year  rotating  internship  at  St.  Bernard’s 
Hospital,  Chicago  and  joined  the  staff  of  the 
Galesburg  State  Research  Hospital  in  June  1953, 
as  staff  physician. 

He  participated  in  the  approved  specialty 
training  program  in  psychiatry  at  the  Galesburg 
State  Research  Hospital  for  two  years  and  com- 
pleted residency  training  in  psychiatry  at  the 
Illinois  State  Psychiatric  Institute,  Chicago,  in 
April  1959. 


Daniel  C.  Searle,  executive  vice-president  of 
G.  D.  Searle  & Co.,  Chicago  medical  research 
and  prescription  drug  manufacturing  organiza- 
tion, today  was  elected  to  the  Searle  board  of 
directors,  the  first  fourth  generation  of  the  com- 
pany’s founding  family  to  so  serve. 

Searle,  38,  is  the  elder  son  of  John  G.  Searle, 
president  of  the  company.  His  great  grand- 
father, Gideon  Daniel  Searle,  founded  the  com- 
pany 76  years  ago. 

He  fills  a vacancy  on  the  board  resulting  from 
the  retirement  of  David  Beaton,  Chicago  in- 
surance executive,  who  became  a director  27 
years  ago. 


706 


Illinois  Medical  Journal 


I 


"WteetCny  "Ttlemte- 

for  December-January 


December  26-31 — The  Annual  meeting  of  the 
American  Association  for  the  Advancement  of 
Science  will  be  held  in  Montreal  Quebec  Cana- 
da. Registration  fee,  which  is  $5.00,  should  be 
sent  to  AAAS,  1515  Massachusetts  Avenue,  NW, 
Washington,  D.C.  20005. 

January  21-23,  1965 — The  thirty-second  an- 
nual meeting  of  the  National  Association  of 
Private  Psychiatric  Hosptals  will  be  held  in  San 
Diego,  California. 

January  9-10 — The  American  Therapeutic  So- 
ciety and  the  Minnesota  Heart  Association  will 
co-sponsor  the  second  annual  symposium  for 


physicians  at  the  Radisson  Hotel  in  Minnea- 
polis. The  symposium  will  feature  experts  in  the 
cardiovascular  field  from  the  Mayo  Clinic  and 
the  University  of  Minnesota  as  well  as  other 
U.S.  Medical  Centers.  The  main  topic  of  dis- 
cussion will  be  Therapy  of  Cerebral  Vascular 
and  Peripheral  Vascular  Disease.  The  sympos- 
ium has  been  accepted  for  a maximum  of  8h 
credit  hours  by  the  American  Academy  of  Gen- 
eral Practice.  Full  information  and  reservation 
forms  can  be  obtained  by  contacting  the  Minne- 
sota Heart  Association,  1821  University  Avenue 
St.  Paul,  Minnesota  55104  or  calling  646-6553. 


Dr.  David  P.  Earle,  professor  of  medicine  at 
Northwestern  University  Medical  School  Satur- 
day, Nov.  7,  became  president  of  the  Central 
Society  for  Clinical  Research. 

The  800-member  organization  of  physicians 
held  its  37th  annual  meeting  last  month  at  the 
Drake  Hotel,  Chicago. 

About  1300  members  and  guests  are  in  at- 
tendance for  the  reading  of  papers  on  various 
aspects  of  original  research  in  clinical  medicine 
and  pediatrics. 

The  organization,  founded  in  Chicago  in 
1929,  draws  its  membership  largely  from  among 
researchers  at  midwestern  and  southern  medi- 
cal schools. 

Dr.  Earle  succeeds  Dr.  Richard  V.  Edert  of 
the  University  of  Arkansas.  Dr.  Edert  was 
formally  a member  of  the  Northwestern  Uni- 
versity medical  school  faculty. 

Dr.  Earle  will  serve  as  president  of  the  So- 
ciety for  one  year. 

He  lives  at  1034  Westmoor  Road,  Winnetka. 


Dr.  Henry  Wishinsky  has  been  appointed  Di- 
rector, Ames  Research  Laboratory,  according 
to  an  announcement  by  Dr.  C.  J.  O’Donovan, 


Vice  President  Research  and  Medical  Affairs 
for  Ames. 

Dr.  Wishinsky  was  formerly  Director  of  the 
Division  of  Biochemistry  at  Sinai  Hospital, 
Baltimore,  Maryland.  Prior  to  this,  he  directed 
the  Endocrine  Laboratory  of  the  Department 
of  Medicine  at  Georgetown  Medical  School, 
Washington,  D.C.  He  is  an  author  of  scientific 
papers  in  the  fields  of  organic  synthesis  in 
pharmaceutical  chemistry,  protein  isolation  and 
placental  transport  of  drugs. 


Joseph  H.  McNinch,  M.D.,  Chief  Medical 
Director  of  the  Veterans  Administration  and 
president  of  the  Association  of  Military  Sur- 
geons of  the  U.S.,  has  announced  his  first  ap- 
pointments of  Charimen  for  the  1965  Annual 
Meeting  of  the  Association  to  take  place  during 
the  month  of  November  1965,  in  Washington, 
D.C. 

The  appointed  General  Chairman  is  A.  B.  C. 
Knudson,  M.D.,  Director,  Physical  Medicine 
and  Rehabilitation  Service,  Department  of 
Medicine  and  Surgery,  VA  Central  Office, 
Washington,  D.C. 

Dr.  Knudson  is  a past  president  of  the  Ameri- 
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For  3 quick 
refreshing  lift... 


Fresh  Up  with  7-Up 

7-Up  Bottlers  of  Illinois 


iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii 

$1 5,000.00  | 

MAJOR  HOSPITAL  AND 
| NURSE  EXPENSE  INSURANCE  | 

plillillflillllllllllllip 

Available  to  Members  of  The 
ILLINOIS  STATE  MEDICAL  SOCIETY 

This  Catastrophic  Hospital  and  Nurse  Ex- 
pense Plan  Makes  up  to  $15,000.00  Avail- 
able for  You  and  Your  Dependents. 

$300.00  OR  $500.00  DEDUCTIBLE  PLAN 
80/20  CO-INSURANCE 


This  Plan  is  Ideal  Basic  or  Supplementary 
Insurance  to  Any  Existing  Hospital  Plan. 


9933  LAWLER  AVENUE  PHONES  679-1000 

SKOKIE.  ILLINOIS  583-0800 


can  College  of  Physical  Medicine  and  Rehabili- 
tation, and  a consultant  with  the  medical 
committee  of  the  President’s  Committee  on  Em- 
ployment of  the  Handicapped.  He  received  a 
citation  for  Meritorious  Service  in  1961  for  his 
work  on  this  committee.  He  was  the  1962  re- 
cipient of  the  Gold  Key  Award  presented  by 
the  American  Congress  of  Physical  Medicine. 
Dr.  Knudson  was  General  Chairman  of  the  As- 
sociation’s 1958  convention. 


Awards 

The  1964  Stritch  Award  of  Loyola  University 
was  bestowed  upon  Dr.  Francis  J.  Gerty,  one 
of  Illinois’  best-known  and  most  highly  regard- 
ed medical  figures,  November  24  in  the  Inter- 
national Room  of  the  Conrad  Hilton  Hotel. 

In  announcing  the  selection  of  Dr.  Gerty  for 
the  Award  that  is  given  annually  to  an  out- 
standing person  in  medicine  and/or  medical 
education,  the  Very  Reverend  James  F.  Ma- 
guire, S.J.,  Loyola’s  president,  cited  Dr.  Gerty’s 
“over  forty-year  career  as  educator,  physician, 
and  statesman  for  the  cause  of  better  mental 
health.” 

Over  1,100  persons  watched  as  Father  Ma- 
guire, S.J.,  made  the  presentation. 


Selection  of  1964  Merit  Award  winners  for 
distinguished  achievements  in  science  was  an- 
nounced last  month  by  Howard  C.  Pettett, 
president  of  the  Chicago  Technical  Societies 
Council. 

The  awardees  are  Johan  Bjorksten,  president, 
Bjorksten  Laboratories,  Madison,  Wis.;  Herbert 
T.  Walworth,  director  industrial  hygiene  and 
occupational  health,  Lumbermens  Mutual  Cas- 
ualty Company,  Chicago;  and  Bernard  E.  Schaar, 
founder  and  retired  president  of  Schaar  Scien- 
tific Company,  Chicago.  (Career  highlights  of 
the  awardees  are  briefed  on  the  attached  fact 
sheet.) 

Merit  awards  are  made  annually  by  the  Chi- 
cago Technical  Societies  Council  to  one  or  more 
midwesterners  nominated  by  their  fellow  scien- 
tists. The  Council  is  an  affiliation  of  46  individ- 
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ual  engineering,  technical,  and  scientific  so- 
cieties. Through  its  affiliated  organizations  it 
represents  more  than  40,000  technical  men  and 
women  in  the  Chicagoland  area. 

A scientific  exhibit  entitled  “Surgical  Anato- 
my of  the  Temporal  Bone”  was  given  First 
Award  in  Otolaryngology  by  the  American 
Academy  of  Ophthalmology  and  Otolaryngol- 
ogy at  their  19th  annual  meeting  in  Chicago, 
October  18  through  23.  The  purpose  of  the  ex- 
hibit was  to  introduce  a method  of  teaching 
from  anatomical  specimens  in  series.  Temporal 
bones  were  preserved  and  sunken  in  plastic. 
Four  types  of  operations  were  illustrated  and 
discussed.  The  students  in  this  teaching  pro- 
gram viewed  the  operative  procedures  under  the 
microscope.  The  exhibit  was  prepared  by  Dr. 
Ralph  J.  Caparosa  of  Pittsburgh;  Dr.  Donald 
H.  Walker,  Sharon,  Pennsylvania;  Drs.  Bernard 
Leff  and  Herman  Felder,  Pittsburgh  under  the 
sponsorship  of  the  Otologic  Services  of  the  Eye 
and  Ear  Hospital,  University  of  Pittsburgh. 

First  Award  in  Ophthalmology  was  given 
to  an  exhibit  entitled  “Proliferative  Diabetic 
Retinopathy:  Clinical  Observations.”  A com- 
prehensive three-year  study  showed  the  prolif- 


erative stages  of  diabetic  retinopathy  and  was 
presented  with  fundus  photographs  viewed 
through  stereoscopic  lenses.  The  exhibit  was 
prepared  by  Matthew  D.  Davis,  M.D.;  Ronald 
L.  Engerman,  Ph.D.;  and  Yvonne  L.  Magli  from 
the  University  of  Wisconsin  Medical  School  in 
Madison,  Wisconsin. 

Elections 

At  the  Annual  Business  meeting  of  the  Kane 
County  Medical  Society  held  October  14,  1964, 
the  following  officers  were  elected  for  the  year 
1965: 

President:  Dr.  W.  G.  Eilert — Aurora;  Vice- 
President:  Dr.  Robert  W.  Ollayos — Elgin;  Sec- 
retary-Treasurer: Dr.  C.  Robert  Cummins — St. 
Charles. 

The  appointments  as  Councilors  to  replace 
retiring  members  were  announced  by  the  re- 
spective branches  of  the  society  as  follows: 

Northern  Branch:  Dr.  Douglas  Morton — 
Elgin,  Dr.  Franz  Stockmann — Elgin;  Southern 
Branch:  Dr.  Peter  Starrett — Aurora,  Dr.  James 
Marks — Aurora;  Mid-Branch:  No  appointment 
yet  made.  To  be  announced  later. 


nc 


555  Wilson  Lane 
Des  Plaines,  Illinois 
Dial  827-8811 


is  a prominent  psychiati 
facility.  It  is  an  open  staf 
hospital  with  62  attendin 
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Dr.  Rudolph  G.  Novick, 
Medical  Director 

This  is  one  in  a series  of  advertisements  describing 
some  of  the  services  offered  at  the  hospital. 
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Crippled  Children’s  Clinics  for  January 

January  6 Champaign-Urbana — McKinley 
Hospital 

January  6 Hinsdale — Hinsdale  Sanitarium 

January  7 Peoria  Cerebral  Palsy — Roosevelt 
School 

January  7 Sterling — Community  General  Hos- 
pital 

January  7 Cairo — Public  Health  Building 

January  7 Flora — Clay  County  Hospital 

January  7 Springfield  General — St.  John’s  Hos- 
pital 

January  8 Chicago  Heights  Cardiac — St. 
James  Hospital 

January  13  Joliet — Silver  Cross  Hospital 

January  19  Peoria  General — Children’s  Hospi- 
tal 

January  19  Quincy — St.  Mary’s  Hospital 

January  19  East  St.  Louis — St.  Mary’s  Hospital 

January  20  Evergreen  Park — Little  Company 
of  Mary  Hospital 


j BELLEVUE  PLACE  ii 

i For  ii 

’ NERVOUS  and  MENTAL  ij 

; DISEASES 

i * j! 

! Edward  Ross,  M.D.,  Medical  Director  j! 

! BATAVIA  PHONE 

j ILLINOIS  TRemont  9-1520 


January  21  Rockford — Rockford  Memorial 
Hospital 

January  21  Effingham  Rheumatic  Fever  & 
Cardiac — St.  Anthony  Memorial  Hospital 
January  21  Decatur — Decatur  & Macon  Co. 
Hospital 

January  21  Elmhurst  Cardiac — Memorial  Hos- 
pital of  DuPage  County 
January  22  Chicago  Heights  Cardiac — St. 
James  Hospital 

January  26  Peoria  General — Children’s  Hospi- 
tal 

January  27  Centralia — St.  Mary’s  Hospital 
January  27  Springfield  Cerebral  Palsy  (P.M.) — 
Memorial  Hospital 

January  27  Elgin — Sherman  Hospital 
January  28  Mt.  Vernon — Masonic  Temple 


Films 

Quick,  intense,  and  persuasive,  People  Who 
Care  gives  a rapid  and  dramatic  view  of  seven 
careers  in  mental  health,  from  psychiatric  aide 
and  nurse  through  psychologist,  occupational 
therapist,  and  recreation  specialist  to  social 
worker  and  psychiatrist. 

Designed  for  high  school  students  who  are 
undecided  about  careers,  the  film  follows  a 
young  housewife  and  mother,  from  her  first 
day  in  a mental  hospital  until  her  departure. 

Clean  and  vivid  interpretation  of  their  roles 
by  all  of  the  actors  and  sensitive  camera  work 
make  the  25-minute  color  film  an  emotional 
experience  as  well  as  a recruitment  film. 

Discussion  materials  are  available  with  the 
film  and  will  be  distributed  after  November  by 
the  National  Association  for  Mental  Health,  10 
Columbus  Circle,  New  York. 


a Private  Psychiatric  Center  at  Jacksonville,  Illinois,  since  l<?OI 

Complete  psychiatric  treatment  In  an  environment  LICENSED:  Illinois  Department  of  Menial  Health, 

for  cure.  A 50  bed  hospital  with  the  most  modern  MEMBER:  Illinois  Medical  Service  (Blue  Cross- 

diagnostic  and  therapeutic  equipment  for  the  treat-  Blue  Shield), 

ment  of  nervous  and  mental  disorders. 
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Fully  accredited 


are  and  treatment 
of  emotional  disorders 
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North  Shore  Hospital 

On  its  doorstep,  the  restful  vista  of  Lake  Michigan 


225  Sheridan  Rd.  WINNETKA,  ILLINOIS  Hllicrest  6-021 1 


for  information  contact:  Milton  A.  Dushkin,  M.D. 

MEDICAL  DIRECTOR 


for  December,  1964 


711 


COOK  COUNTY 
Graduate  School  of  Medicine 

CONTINUING  EDUCATION  COURSES 
Starting  Dates  — 1964-1965 

BOARD  REVIEW  COURSE  IN  SURGERY,  PART  II, 

December  7,  March  8,  1965 

MANAGEMENT  OF  COMMON  FRACTURES  & DISLOCATIONS, 
One  Week,  March  1,  1965 
GALLBLADDER  SURGERY,  Three  Days,  March  8,  1965 
SURGERY  OF  HERNIA,  Three  Days,  March  11,  1965 
PEDIATRIC  SURGERY,  One  Week,  March  22,  1965 
PROCTOSCOPY  & SIGMOIDOSCOPY,  One  Week, 

December  14,  January  18,  1965 
VARICOSE  VEINS,  One  Week, 

December  14,  January  18,  1965 
GYNECOLOGY,  Office  & Operative,  Two  Weeks, 

March  22,  1965 

VAGINAL  SURGERY,  One  Week, 

December  14,  February  15,  1965 
BOARD  REVIEW  COURSE  IN  MEDICINE,  PART  II 
March  15,  1965 

BASIC  ELECTROCARDIOGRAPHY,  One  Week,  March  1,  1965 
PATHOLOGY  BOARD  REVIEW  COURSES  FOR  SPECIALTIES, 
Request  Dates 

OBSTETRICS,  General  & Surgical,  Two  Weeks,  March  8,  1965 
ARTERIOGRAPHY,  Four  Days,  February  2,  1965 
Informal  Clinical  Programs  in  Radiology,  Pediatrics,  Fractures, 
Dermatology,  Otolaryngology,  Ophthalmology,  One  to  Two 
Weeks,  Starting  the  First  of  Any  Week. 

Information  concerning  numerous  other 
continuation  courses  available  upon  request. 

TEACHING  FACULTY 
Attending  Staff  of 
Cook  County  Hospital 
Address:  Registrar,  707  South  Wood  Street 
Chicago,  Illinois  60612 


CONSIDER  NOW 

THE  APPROVED  GROUP  DISABILITY  PLAN 
AVAILABLE  TO  MEMBERS  OF  THE  ILLINOIS 
STATE  MEDICAL  SOCIETY 

TOTAL  DISABILITY  CAN  BE  COSTLY 
Review  Your  Needs  Today 
Amounts  Available  up  to 
$250.00  Weekly 

SPECIAL  FEATURES 

• SICKNESS  BENEFITS  TO  AGE  65  PLAN 
• THREE  EXCELLENT  PLANS  TO 
CHOOSE  FROM 

• CONVERSION  PLAN  AVAILABLE 
AT  AGE  70 

• LOW  RATES  UNDER  A 
TRUE  GROUP  POLICY 
CALL  OR  WRITE 


( S/esu/~a/zc& 

\ ^ ADMINISTRATORS 

9933  LAWLER  AVENUE  PHONES  679-1000 

SKOKIE,  ILLINOIS  S83-OSOO 


Obituaries 

Walter  B.  Bayard,  Chicago,  died  October  27,  aged  74. 
A graduate  of  Northwestern  University  School  of  Medi- 
cine in  1917,  he  was  an  eye  specialist. 

Arthur  C.  Conrad®,  Michigan,  formerly  of  Chicago, 
was  a graduate  of  the  Hahneman  Medical  College  in 
1914.  He  died  August  9,  aged  72. 

Nevin  E.  Diehl®,  Capron,  died  November  11,  aged  64. 
He  was  a graduate  of  Chicago  Medical  School  in  1937. 
Edward  M.  Dorr®,  Chicago,  died  October  25,  aged  62. 
A graduate  of  Rush  Medical  College  in  1929,  he  spe- 
cialized in  obstetrics  and  gynecology.  Twice  chief  of 
staff,  he  had  been  a staff  member  of  Wesley  Memorial 
hospital  since  1947.  Dr.  Dorr  was  president-elect  of 
the  American  Association  of  Maternal  and  Child  Health 
and  former  president  of  its  Illinois  organization.  He  was 
also  president  of  the  Joint  Maternal  Welfare  committee 
of  Chicago  and  of  the  Chicago  Gynecological  society. 
John  A.  Gardiner®,  Chicago,  died  November  24,  aged 
81.  A graduate  of  the  University  of  Toronto  Faculty  of 
Medicine  in  1911,  Dr.  Gardiner  was  a cardiologist  and 
a specialist  in  internal  medicine.  He  retired  in  1961 
after  serving  on  the  staff  of  Presbyterian-St.  Luke’s, 
MacNeal  Memorial,  Community  Memorial  General  and 
Hinsdale  hospitals.  He  was  a diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine,  a fellow  of  the  Ameri- 
can College  of  Physicians  and  had  taught  at  University 
of  Chicago  and  University  of  Illinois  medical  schools. 
He  was  an  emeritus  member  and  a member  of  the 
Fifty  Year  Club  of  ISMS. 

Beatrice  II.  Gilmore,  Springfield,  was  a graduate  of 
Womans  Medical  College  of  Pennslyvania  in  1905.  She 
died  March  9,  aged  84. 

Christian  D.  Hauch®,  Chicago,  died  November  17,  aged 
83.  A graduate  of  Chicago  Homeopathic  Medical  Col- 
lege in  1910,  he  retired  in  1956.  He  had  been  chief  of 
the  obstetrical  department  of  Evangelical  hospital  for 
18  years,  on  the  staff  of  Wesley  Memorial  hospital  and 
a faculty  member  of  Northwestern  university  medical 
school  since  1912.  He  was  an  emeritus  member  and  a 
member  of  the  Fifty  Year  club  of  ISMS. 

Edward  H.  Kupke®,  Naperville,  died  October  14,  aged 
76.  In  1917  he  was  a graduate  of  Chicago  College  of 
Medicine  and  Surgery.  He  was  an  emeritus  member  of 
ISMS. 

Amzi  S.  Plummer®,  Peoria,  died  November  2,  aged  90. 
He  was  a graduate  of  the  St.  Louis  College  of  Physi- 
cians and  Surgeons  in  1899.  He  was  an  emeritus  mem- 
ber and  a member  of  the  Fifty  Year  Club  of  ISMS. 
Hollis  E.  Potter®,  Florida,  formerly  of  Chicago,  died 
October  15,  aged  84.  In  1908  he  was  a graduate  of 
Rush  Medical  College.  Dr.  Potter  was  an  emeritus 
member  and  a member  of  the  Fifty  Year  Club  of 
ISMS. 

Ernest  Spieler®,  Chicago,  died  September  10,  aged  95. 
In  1920  he  was  a graduate  of  Eotvos  Lorand  Tudo- 
manyegyetem  Orvostudomanyi  Fakultas,  Budapest, 
Hungary. 

John  C.  R.  Wettstein®,  Ocala,  Florida,  formerly  of  Illi- 
nois, died  October  31,  aged  82.  He  was  a graduate  of 
Chicago  College  of  Medicine  and  Surgery  in  1908. 

* Denotes  membership  in  Illinois  State  Medical  Society. 
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